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ABSTRACT

This research explored dental attendance (DA) by young children in England. It
showed that DA rates for young children were generally low with substantial
variations across local authorities (LAs). Only a small proportion of children
visited the dentist before their first birthday and, unexpectedly, more deprived LAs
were more likely to report higher DA rates. DA was, however, only partially
explained by deprivation; a further analysis in children aged 5 years and under
showed a linear association between DA and LA deprivation, after being
hypothesised that this relationship might be curvilinear. DA rates decreased with
deprivation and the association was moderated by the effect of ethnicity, single
parenthood and prevalence of dental caries. The low DA rates and variations
observed suggest a complex causality. To explore the potential role of dental
services in promoting DA and improving oral health outcomes, this work
evaluated a new NHS England and NHS Improvement (NHSE&I) initiative
“Starting Well” which aimed to improve both DA and preventive practice for young
children. Qualitative research showed that there was potential in using dental
practices to promote dental attendance and, with support and internal leadership,
practices can adopt a more preventive focus. The creation of new roles such as
practice-based prevention champions and tasks like promoting DA by children
who are at a greater risk of dental disease, identified a particular need for support
with training and development. LAs, local commissioners and Public Health

England were identified as key to facilitate links between practices and other parts
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of the local health system that had a potential role in supporting greater dental
care uptake by young children. The programme was more complex to
commission than routine dental services, requiring considerable facilitation and
monitoring to ensure delivery and challenges with commissioning capacity were
reported. Localities where the commitment to the programme was shared across

the health and social care system seemed to have greater chance of successful

implementation.
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Glossary

Anticipatory guidance: Information/counselling given to parents or carers in order to
assist and prepare them for anticipated concerns or changes that will occur during

children’s development (e.g. prevention of dental caries in children).

Bias: A systematic difference or deviation from the truth (a source of error) in the
collection of data, analysis, interpretation and/or publication of results.

Claw back: The recovery, due to special circumstances, of a certain amount of money

already paid to an employee.

Coding: In qualitative research, an analytical process in which concepts and ideas are

identified and systematically categorized to facilitate the analysis of data.
Epistemology: A branch of philosophy which studies the nature of knowledge.

Health visitor: A professional individual such as a trained nurse who usually visits
families with young children in their homes in order to assist them and provide children’s

healthcare advice.

Local Authority: An administrative body (local government) responsible for public
services and facilities in an area. In some areas in England, local government is divided
in upper-tier (county council) and lower- tier (district council), in other areas there is a
single unitary authority. Upper-tier local authorities include county councils, London
boroughs, unitary authorities and metropolitan districts. Local authority districts include
lower-tier non-metropolitan districts, London boroughs, unitary authorities and

metropolitan districts.

Local Commissioner (NHS): A person in charge of commissioning (i.e. deciding which
services are needed based on local needs and ensure their provision) primary care
services such as general practices, dental services and some specialised hospital

services.

Local Dental Network (NHS): An organization formed of a group of dental providers.
The Chair of a Local Dental Network is employed by NHS to provide clinical advice and

clinical leadership to support local dental commissioning and service improvement.

Lower-Layer Super Output Areas: Small areas or neighbourhoods of similar

population size produced by the Office for National Statistics for the purpose of reporting
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small area statistics. These areas have an average of 1,500 residents or 650
households.

P-value: A measure of the probability that an estimated association or observed value
from a sample could have occurred only by chance and does not exist in the population
from which the sample was selected. The lower the p-value, the greater the statistical

significance.

Regression model: A statistical process used to investigate the association between a
dependant variable and one or more independent variables, and to predict the value of
the dependant variable.

Ontology: A branch of metaphysics which studies the nature of being.

Randomised-controlled trial: An intervention research study in which subjects are
randomly assigned to either an intervention (experimental) group or to a control
(comparison) group to assess the effectiveness of a specific drug, treatment or

intervention.

Relative Index of Inequality: A measure of health inequality to quantify to what extent

the occurrence of an outcome (e.g. dental caries) varies with socioeconomic status.
Statistical significance: The probability that a result did not happen by chance.

Slope index of inequality: A measure of inequality representing the absolute difference
in estimated values of a health indicator (e.g. dental attendance) between the most

advantaged and least advantaged while considering all other subgroups.

Spearman’s test: A non-parametric test to measure the strength and direction of the

association between two variables.

Sample size: The number of study units such as individuals, groups or observations

that are under study.

Systematic review: A review which aims to identify, appraise, and synthesize all
research evidence (following an eligibility criteria) in order to answer a specific research

guestion.
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CHAPTER ONE

1 CONTEXT OF THE STUDY

1.1 Introduction

Good oral health is necessary for general health and well-being. Pain and
infection as a consequence of poor oral health can limit the capacity to eat, speak,
sleep, socialise and learn (Petersen et al., 2005), as well as causing economic
impacts for both parents and the health system (Tsakos et al., 2015; Watt et al.,
2015). Dental decay, one of the most prevalent diseases, affects 60% to 90% of
school children worldwide (WHO, 2017). In 2010, untreated dental caries was the
10" most prevalent disease worldwide in children, affecting 9% of the total

population (Kassebaum et al., 2015).

In the UK, despite improvements in child oral health in the latter decades of the
20" Century (Murray et al., 2015), dental caries represents a major public health
problem and inequalities still remain, apparently in both oral health status and
use of dental health services. Dental caries among children remains
commonplace; the 2013 decennial Children’s Dental Health Survey (CDHS) in
England, Wales and Northern Ireland reported that 34% and 46% of 12- and 15-
year olds respectively had obvious dental caries in permanent teeth. In younger
children, 31% of 5 years old and 46% of 8-year-old children were reported to

have experienced obvious dental decay (Pitts et al., 2015). National surveys in
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England have reported that 12% of 3 year olds and around 23% of 5 year olds
have experienced dental decay (PHE, 2019; 2020a) with a slowing rate of

reduction.

The National Health Service (NHS) in England, makes considerable investment
in dental services, spending approximately £3.4 billion per annum on primary and
secondary care and £2.3 billion on private dental care (NHS England, 2014).
Concern has been expressed in recent years at the number and cost of child
hospital admissions. In the financial year 2018/19, £41.5 million was spent on
dental extractions in children under 18, the majority due to tooth decay (NHS,
2020a). Tooth extraction has been reported as the main reason for hospital
admission by 5 to 9-year olds with 25,702 hospital admissions due to dental
decay in the same year (Royal College of Surgeons of England, 2019). The

expenditure on such care was £20m in the financial year 2017/18 (UCL, 2020b).

Oral diseases are largely preventable. A broad range of strategies and
interventions, delivered at population and individual level are advocated to
improve child dental health, including dental attendance (DA) to receive both
preventive care and treatment of established disease. Despite surveys in the UK
suggesting that the majority of children in England, Wales and Northern Ireland
visit the dentist, there have not been substantial improvements during the last
decade and only a small proportion of children are taken to the dentist in their
early years (Tsakos et al., 2015). National initiatives such as Starting Well and
the Dental Check by One campaign aim to improve child DA and oral health.

There is, however, little evidence on the effectiveness of interventions to promote
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Hierarchy of evidence of study designs

DA, nor evidence that increasing attendance improves oral health, which

potentially undermines strategy development.

This chapter presents a literature review for inequalities in dental health, access
to dental care and child DA, including trends and patterns of attendance in the
UK. It also provides an overview of interventions and policies to improve child
DA in England. The literature review was carried out through databases (Google
Scholar, Web of Sciences, Medline) using the terms “oral health / dental
attendance / dental check-ups / dental care / dental health services / access to
dental care / interventions to increase dental attendance / oral health
interventions / oral health policies”. The literature review included the earliest
record until October 2020. To support the literature review, a brief overview of

the hierarchy of evidence of study designs is given first.

1.2 Hierarchy of evidence of study designs

Research studies are divided in analytical and non-analytical (Figure 1.1).
Analytical studies aim to quantify the association between the effect of an
intervention on an outcome, which can be experimental or observational. Non-
analytical studies describe a population at a particular time. For instance, cross-
sectional (e.g. surveys) and qualitative studies. Analytical and non-analytical
studies collect data by the researcher and are defined as primary research
studies. Secondary research studies, on the other hand, use data from primary
studies with the purpose of summarising and drawing conclusions from them. An

example are systematic reviews which have been defined as a high-level
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overview of primary research on a specific research question (Daly et al., 2013;

CEMB, 2021).
4 N
Types of studies
o J
4 | 4 | N\
Descriptive 1 Analytical

o o J
| g | Y g | D

/ \ Observational Experimental

| [
/'Ecologicalstudy \ / \
°*Randomized
Controlled Trials

*Survey (cross sectional)
*Cohort study

Qualitative *Cross sectional

*Non-randomized
study

Studies

K / K~Case—ControI study/ k j

Figure 1.1. Types of research studies. Adapted from Carneiro and Howard (2011)
and Daly et al (2013).

A hierarchy (levels of evidence) reflecting the rigour of methods applied in
research studies has been used to assess good clinical research evidence.
Studies at the top of this hierarchy are considered to be the most rigorous and
least likely to be biased. Although a number of hierarchies have been proposed,
systematic reviews and meta-analysis have been usually found on the top of the

hierarchy evidence (Daly et al., 2013; Murad et al., 2016; CEBM, 2021).

In medical interventions, randomised controlled trials provide the highest level of
evidence when assessing effectiveness and causality between the interventions

and the outcomes (Sackett et al., 1991). This experimental study assesses the
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effect of an intervention or interventions by dividing the research population using
a random allocation, into experimental and control groups. Systematic reviews of
randomised controlled trials have been considered to provide the best evidence
of health care and service interventions (Dickersin and Manheimer; Rychetnik et
al., 2002). It has been argued, however, that observational studies could provide
similar findings; suggesting that these might be the most feasible and appropriate
study design for evaluating health interventions (Concato et al., 2000; Rychetnik

et al., 2002).

New approaches have been proposed which suggest removing systematic
reviews from the top of evidence and the use of these and meta-analyses for
appraising, synthesising and applying evidence (Murad et al.,, 2016).
Nevertheless, there has been a debate about the reliance on the study design as
main criteria to determine the credibility of evidence (Black, 1996; Rychetnik et
al., 2002). Regardless, the use of qualitative studies to provide evidence in health
research has attained greater recognition (Pope and Mays, 1995; Daly et al.,

2007).

1.3 Inequalities in dental health

Geographical, deprivation and ethnic related inequalities

National surveys (PHE, 2020a) have shown that whilst there has been a decline
in the prevalence of tooth decay, the rate of decline has slowed and there are still
inequalities in the distribution of disease. For instance, in 5-year-old children

poorer dental health has been reported in the North of England and more
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deprived areas compared to the South of the country. There are also

considerable variations across local authorities (LAs), for example, the
prevalence of dental decay experience ranged from 1.1% in Hastings, East
Sussex to 50.9% in Blackburn with Darwen. There are also inequalities by
ethnicity, for instance, children from a White background are less likely to

experience tooth decay (PHE, 2020a).

It has been widely reported that individuals from deprived communities tend to
have poorer oral health and are more likely to suffer from high levels of disease
compared to those living in more affluent areas (Marmot and Bell, 2011; Pitts et
al., 2015), but the relationship between oral health and deprivation is complex
(Newton and Bower, 2005). Oral health is influenced by several factors such as
individual characteristics, behaviours, social and environmental factors. Figure
1.2 shows the social determinants of oral health (Dahigren and Whitehead,
1991). This model recognises the influence of the environment, socioeconomic
factors and cultural settings on health behaviour. Social conditions in early years
can have a lasting negative effect in life (Watt et al., 2015). For instance, life-
course studies have shown that oral health status in childhood and
socioeconomic status are predictors of oral health in adulthood (Thomson et al.,

2004; Lu et al., 2011; Heilmann et al., 2015).
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Figure 1.2. Social determinants of oral health. Adapted from Harris and Pine (2007).

January 2021 CC Salomon-Ibarra 7



UNIVERSITYOF
BIRMINGHAM

CONTEXT OF THE STUDY

1.4 Impact of dental services inequalities in oral

health

A number of theories or models have sought to explain the relationship between
social class and health. In 1980, the Black Report (Gray, 1982; Blane, 1985)
identified four possible explanations for the relationship between social class and
disease. First, the “artefact explanation” suggests that differences in health
between social classes depend on how health and class are measured. Second,
the “social selection” explanation suggests that people who suffer from disease
will decrease in social status, on the other hand, a healthy person is more likely
to escalate in social status. Third, the “cultural’” explanation speculates that
people from lower social class have less healthy lifestyles, which lead to disease,
compared to people from middle and upper class. Finally, the “material”’
explanation suggests that people from lower social groups have materials

constraints and poor living conditions that limit having a healthy lifestyle.

Five more modern explanatory models for socioeconomic inequalities in health
have been proposed. These are shown in Table 1.1. It has been argued that the
relationship between behaviours and social class is hot completely explained in
the behavioural model since studies have found that behaviours account only for
a third of differences in health between social classes. It has been suggested that
the materialistic and behavioural model cannot be separated when explaining the

relationship between social class and health (Scambler et al., 2016).
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Table 1.1 Explanatory models for socioeconomic inequalities in health (Scambler

et al., 2016).
Model Basis
Materialistic People from lower social classes are exposed to more hazards and have less
model material resources to protect themselves compared to those from higher social
classes.
Behavioural Often referred as the cultural/behavioural model.
model Postulates that health-related behaviours (e.g. excessive alcohol, poor diet) lead

to inequalities. Lower social class groups are more likely to engage in damaging

behaviours which are shaped by social and economic culture.

Psychosocial

model

Lower socioeconomic status directly affects psychosocial well-being which has a
direct biological effect on health. People from lower socioeconomic status are
more likely to experience negative life effects that can have an impact on their

psychological well-being and consequently on health.

Life-course model

The model suggests that in order to identify the impact of material, behavioural
or psychosocial factors and their effects it is necessary to have studies following
cohorts through their life-course. Changes on individual behaviour within a life-

course are the key to improve health and reduce inequalities.

The Wilkinson and
Pickett Thesis

Differences in income are responsible for inequalities within a country or a
population. However, inequalities are not important between countries.
Inequalities affect not only those who are at the bottom of the society but almost
all individuals.

This theory is in agreement with the material explanation from the Black Report.

It has been suggested that barriers to access and use of dental services

contribute to inequalities in oral health (Newton and Bower, 2005; Watt et al.,

2015), but the relationship is complex and findings from research have been

inconclusive. A national study in Sweden found that 60% of the socioeconomic

inequalities in oral health in adults were caused by a lack of access to dental care

(Wamala et al., 2006). Similarly, a study in 14 European countries reported that

the use of dental services contributed to oral health inequalities in older adults;

richer countries had greater inequalities (Shen and Listl, 2018). A study in the
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UK, suggested that DA explained some of the relationship between
socioeconomic status and the number of sound teeth in adults (Donaldson et al.,

2008).

The extent and distribution of oral health inequalities varies across countries
(Listl, 2011; Guarnizo-Herrefio et al., 2014) as might reasons for non-dental
attendance (Listl et al., 2014). Evidence supporting a causal link between
inequalities in DA and inequalities in oral health is lacking and it remains unclear
whether a universal approach can tackle oral health inequalities (Shen and Listl,
2018). Moreover, there is a lack of evidence of the effectiveness of interventions
aiming to reduce socio-economic inequalities in the use of dental services in
adults (Raison and Harris, 2019). Regardless, having access to dental care in
children at early years is important as a great proportion of inequalities in the use
of dental services is established at childhood and remains through later in

adulthood (Listl, 2012).

It has been asserted that in order to tackle oral health inequalities, there need to
be the appropriate interventions and effective policies in oral health promotion
(Watt and Sheiham, 1999) which consider the social determinants of oral health
(Watt, 2012). However, it has been argued that interventions and policies on
health promotion do not often consider the social determinants of health
suggesting that they might not be the best option to address social inequalities in
health (Baum and Fisher, 2014). On the other hand, it has been claimed that
measures that can be applied to the whole population such as water fluoridation
can reduce caries prevalence and therefore oral health inequalities (Young et al.,

2015; PHE, 2018d). Nonetheless, Alongside any population measures, dental
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care will always be needed as there are aspects that require professional support

(Ravaghi et al., 2020).

1.5 Approaches to disease prevention

According to Rose (2008) there are two approaches or strategies to disease
prevention, the “whole-population” approach and the “risk” approach. The first
one is aimed at the entire population whereas the second one identifies certain
groups or individuals from the population. The risk approach is divided into
“targeted” (direct) and “high-risk” approach. It is the view of Rose (2008) that the
whole-population approach is more effective when the disease is common or
normally distributed in the population. However, a targeted approach is
recommended when the disease is limited to a small number of people and can
be controlled in isolation (Rose, 2008). It can be feasible when it is the only way
to address the needs of disadvantaged populations (McLaren and Petit, 2018) as

long as the high-risk population is accurately identified (Rose, 2008).

A study by Batchelor and Sheiham (2006) suggested that having a whole-
population approach can prevent more disease cases. This approach depends,
however, on the availability of resources (e.g. finances, staff) as they might not
be enough to deliver the intervention in the whole population; usually the case of
clinically based interventions (Daly et al., 2013). Rose (2008) distinguished three
main strengths of this approach, first, it is radical, as it looks to tackle the
underlying barriers to healthy behaviours. Second, it is powerful, although it might
have a small benefit to individuals, the benefit can be large for the population as

a whole. A slight change in the distribution of risk factors can have a larger effect
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on those affected. Third, it is appropriate; individual life-style e.g. habits are
conditioned by the society, therefore seeking a general change in behavioural
norms and the conditions that facilitate adopting these norms can be more
appropriate. Nevertheless, limitations of this approach are that changes might
not be acceptable, for instance, unwillingness to make personal changes or
support environmental changes; feasibility, as society pressure might make it
difficult to effect change; cost, since it brings immediate cost but long-term
benefits; and safety, since the small individual benefit offered in whole-population
approaches might be lost by a small risk, moreover minimising the exposure to

risk may adversely affect some individuals (Rose, 2008; Daly et al., 2013).

The targeted-population approach identifies sub-groups of the population that are
at greater risk compared with the whole population. In this approach the group is
at higher risk as a whole rather than individually. In contrast, in the high-risk
approach every individual is at risk. The targeted approach can be useful when
there are limited resources or when one group is more disadvantaged than the
other. An example of this approach might be a fluoride varnish scheme in schools
in a small geographical area with high levels of tooth decay (Burt, 2005; Rose,

2008; Daly et al., 2013).

The high-risk approach is used when a focus upon those individuals at higher
risk is seen as the most appropriate. In order to produce a benefit, it requires the
identification, by a screening programme, of individuals who are at higher risk of
developing disease, as well as an effective way of preventing that disease.
However, low risk patients are not included in this group which could be seen as

unacceptable for decision makers and the public. Some of the strengths are that
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this approach is appropriate to the individual, avoiding those that are not at
greater risk; it can be a cost-effective way of using resources as it focuses on
those who are most likely to benefit from it; and as the high-risk approach is
selective, it improves the benefit-to-risk ratio. Limitations are that prevention can
become medicalised, success is palliative and temporary, strategy is behavioural
and temporary, and the future of individuals might not be predicted. Feasibility
and cost (for instance to identify individuals at greater risk) may be a problem

(Burt, 2005; Rose, 2008; Daly et al., 2013).

Burt (2005) suggests that a geographical approach, an approach which he
considers sitting between geographic targeting and the whole population
approach where areas of social deprivation e.g. schools, can be identified at high
risk, would supplement population measures. Nonetheless, all approaches have
strengths and weakness and the potential role they can play would depend upon

the context in which they are applied.

1.6 Problems accessing health care

According to Penchansky and Thomas (1981) access can be defined as a
“‘measure of the fit between characteristics and expectations of patients and
characteristics of providers and health services”. Access might be viewed as a
sequence of phases and steps. The first phase is the perception of a need which
will determine whether a person will contact health services. It implies the
identification of a source of health care and consequently access to it. The
second phase consist of obtaining health care and the achievement of a desirable

outcome. These phases and steps are influenced by psychosocial factors, health
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care organisation, geographic distribution and cost (Daly et al., 2013; Scambler

et al., 2016).

Andersen and Newman (1972) (cited in Daly et al., 2013, p.241) suggest three
Important aspects in explaining access to health care: 1) predisposing factors,
e.g. propensity to use services; 2) enabling factors, e.g. aids and barriers to
service use; and 3) factors related to health needs. Penchansky and Thomas
(1981) consider five interdependent dimensions of access: availability,
accessibility, affordability, acceptability and accommodation (Figure 1.3).
Problems in any dimension influence the utilisation of services (Penchansky and

Thomas, 1981; Daly et al., 2013; Scambler et al., 2016).

Barriers to dental care can be categorised into three main groups: 1) individual
barriers, 2) barriers related to dental professionals and 3) barriers at the societal
level (Freeman, 1999a; b). These are shown in Figure 1.4. However, a more
complex process explaining socioeconomic inequalities in early dental visits has
recently been proposed, it suggests that seeking care is influenced at three
levels, 1) individual and psychological factors, 2) social processes and
community structures and 3) population-wide structures and policies (Harris et

al., 2017) as shown in Figure 1.5.

Two models need to be considered in accessing and accepting dental care. First,
the psychosocial model which refers to factors related to dental care access such
as cost, perception of need, lack of access e.g. physical difficulties,
communication and language, socioeconomic status, gender and ethnicity.

These barriers can be overcome through policies aiming to make dental services
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more accessible. Second, the psychodynamic model. These barriers are related

to the dentist-patient relationship. They are called resistances and are related to
patient feelings, worries, anxiety and treatment desire. They can encourage or
prevent the patient from accessing and accepting dental care (Freeman, 1999a;

b).

However, access to dental care can be a complex issue as there are several
influencing factors. The next sections will provide an overview of dental care and
DA in England including the benefits of DA, guidance on dental recall intervals,
patterns of dental attendance and inequalities, as well as factors influencing child

DA, and interventions to improve this.
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Availability

e.g. number and type of
services in relation to the
number of patients and

their needs.

Accessibility

Services location in relation
to patient’s location:
e.g. transport, travel time,
distance and cost.

Accommodation

Organization of the
healthcare services e.g.
extended open hours.

Barriers to physical access:
e.g. difficulties for older
people climbing stairs to

reach a dental practice.

Acceptability

Relationship between
patient’s attitudes about
health care personal
characteristics (age, sex,
ethnicity) and practices

(facilities).

Affordability

Cost of health carein
relation to the patient
income, ability and
willingness to pay, travel
cost and time off from
work.

Attitudes of health care
providers regarding the
characteristics of a patient.

Figure 1.3. Dimensions of access according to Penchansky and Thomas (1981).
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Society

Dental
profession Individual

Lack of public
support

Inadequate oral
health care
facilities

Availability Fear and anxiety
(unequal
geographical Lack of perceived need

distributi
Inadequate oral istribution)

health manpower
planning

Cost

Lack of training Lack of access

Lack of resources i
Parents attitudes and

behaviours

Insufficient

research support
PP Attitudes

Figure 1.4. Barriers to dental care. Adapted from Freeman (1999a; b).

Micro-level Meso-level Macro-level

Social processes and . .
Population-wide

Individual/Psychological community structures structures and
Importance of obtaining care Social norms and sanctions policies
Perceiv ntrol Obligations, expectations )
En'?of:)nzldrzcs)pz:se and trust e.gl. Plrofessllonal
Competing demand Information channels ;ggu alt|.ons, income
Internal resources Social structures Isparities, transport
Availability of affordable care Neighbourhood fabric (local and housing policies
Care experience environmental factors)

Figure 1.5. Factors contributing to inequalities in preventive dental visiting.
Adapted from Harris et al. (2017).
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1.7 Dental care in England

The NHS is a service primarily funded from general taxation, including National
Insurance contributions. The provision of dental services in the UK is from both
private and public sectors, the latter is mostly provided through the NHS General
Dental Services (GDS). Some specific primary care-based services are also
provided by Community Dental Services (CDS). In addition, there are specialised
services provided by hospitals and primary care services for specific populations

such as prisoners and members of the armed forces.

NHS dental care is free for children up to the age of 18, or under 19 if they are
still in full-time education, pregnant women and mothers who have had a baby in
the previous 12 months (NHS Choices, 2017). Most children in the UK receive
dental care under NHS arrangements; the 2013 CDH survey reported that only

5% of child dental visits were privately paid (Tsakos et al., 2015).

Following the coming into force of the 2012 Health and Social Care Act, NHS
dental services in England are directly commissioned by a national
commissioning body NHS England (The National Archives, 2012), later NHS
England and NHS Improvement (NHSE&I). The same Act and associated
regulations placed a responsibility upon upper-tier and unitary LAs in England for
commissioning oral health promotion programmes appropriate to the needs of
the population (PHE, 2014). Before this date both direct care and oral health

promotion services were commissioned by NHS Primary Care Trusts. In
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Scotland, Wales and Northern Ireland the commissioning function for both direct

care and oral health promotion is carried out by NHS Health Boards.

1.8 The benefits of dental attendance

Regular DA is important for early detection and treatment of oral diseases,
delivery of preventive treatment and oral health promotion. Although there is not
enough evidence of a causal association between DA and dental caries reduction
(Davenport et al., 2003) and the benefits of operative dental care for primary teeth
are uncertain (Innes et al., 2019), regular use of dental services has been
associated with a positive impact on oral health (Sanders et al., 2006; Thomson
et al., 2010). Attendance for dental check-ups has been associated with better
oral health, oral health perceptions, oral health related quality of life and lower
prevalence of toothache and oral impacts (Tsakos et al., 2015). The benefits of

DA are shown in Figure 1.6.

The first dental visit at the appropriate time can provide parents with information
they require to prevent early childhood caries (the development of tooth decay in
children under 6 years) and dental health education to encourage long-term good
oral health in children. It is believed that early dental visits can help familiarise
children with the dental environment and reduce future dental anxiety (Poulsen,
2003). Although a dental examination may not always be possible at very young
ages, it can identify dental plaque accumulation, a risk factor for dental caries

(Poulsen, 2003; Mileva and Kondeva, 2010).
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Frequency of dental
attendance

Benefits

Dental check-ups for early diagnosis of oral
diseases. Associated with T good oral
health {. dental caries.

First dental visit:
At 6 months of age.

Interval: Preventive treatment, e.g. fluoride varnish,
Should not exceed 12 months sealants.
(NICE, 2004).
WHAT CAN BE Clinical treatment, e.g. restorations.
5
ACHIEVED: Oral health promotion: Preventive advice,
Barriers to overcome support in adopting healthy behaviours.

Access problems. Early dental visits
Individual problems: Provide preventive education to parents.
Socio-economic deprivation. Familiarise children with dental
Parents attitudes and behaviours. environment.

Dental anxiety.

Dental professionals related:
Attitudes towards dental attendance.

Distribution.

-Change behaviour towards good oral health
Society related: -Reduction of dental caries
Inadequate facilitates, -Improve children’s quality of life

insufficient support.

Figure 1.6. Importance of dental attendance (Figure based on the Literature Review).
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Children who do not attend the dentist are missing the benefits it can bring.
Treatment in the advanced stages of dental disease can be complex and usually
requires more than one dental appointment which might create anxiety and can
be painful and traumatic for the child (Passalacqua et al., 2012). Dental diseases
can also affect school readiness; a research in North West England hospitals
found that 26% of children had missed school days due to dental problems (PHE,
2017b). In the UK, poor oral health caused the most disability among children
from 5 to 9 years old, an average of 2.24 of healthy life hours are lost for every
child, higher than for vision and hearing loss (PHE, 2017a). Moreover, failure to
meet the oral health needs of a child is considered a form of neglect (National
Institute for Health and Care Excellence, 2017; Harris et al., 2018). These can be

avoided if children attend the dentist at an early age and for preventive reasons.

Treating dental diseases can be expensive, for both the health system and the
parents as it may involve the cost of transport and time off from work. In 2018,
the expenditure on curative and rehabilitative dental care in the UK totalled £9.3
billion whereas expenditure on dental preventive care was £2.7 billion (Office for
National Statistics, 2020). In the year 2018-19, £41.5 million were spent on
multiple extractions in children (NHS, 2020a). Improving health by focusing on
prevention in early years can be cost-effective and reduce the need for costly
specialised care in later years. For instance, a study in the USA reported that
children were more likely to access dental care for preventive reasons and to
have lower dental treatment cost when they had previously received early
preventive dental care (Savage et al., 2004). In England, a study analysing the
cost benefit of an oral health improvement programme, consisting of training of

healthcare professionals in hospitals to improve oral health of patients, reported
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that it would have a £2.66 cost savings for every £1 spent over a period of five

years (Mann et al., 2020).

1.9 Guidance on dental recall

It is recommended that children should have a dental examination as soon as the
first teeth erupt and no later than the child’s first birthday (American Academy of
Pediatric Dentistry, 2016; British Society of Paediatric Dentistry, 2016). The
National Institute for Health and Care Excellence in England (NICE, 2004)
recommends that the interval between dental recall in children (aged under 18)
should be no greater than 12 months. A campaign launched by the British
Society of Paediatric Dentistry in 2017 in partnership with the Office of the Chief
Dental Officer for England promotes children having a dental examination as
soon as the first teeth erupt and no later than the child’s first birthday (British

Society of Paediatric Dentistry, 2016).

While it is widely recommended that children have a first dental visit before the
age of 1 year, some parents might tend to visit the dentist for the first time once
a dental problem has arisen. This is more likely among children from deprived
areas (Eckersley and Blinkhorn, 2001). Perceptions about the first dental visit
vary across the world (Murshid, 2016). In Argentina, some dentists recommend
pregnant mothers to have a dental visit at 4 months of pregnancy to establish a
first contact between parents and health professionals, provision of information
and trust building. Then, a dental visit is recommended once the child reaches 6
months (Furze and Basso, 2003). A study in Brazil, reported that

orientation/prevention was the main reason for a first dental visit in children from
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0 to 30 months but for those from 30 to 36 months dental caries was the most
prevalent reason. The mean age for a first dental visit was 14.9 months (Volpato
et al., 2013). In Australia it has been reported that some children do not visit the
dentist until the age of 5 (Widmer, 2003). Studies in Saudi Arabia and Bulgaria,
reported that the majority of children visited the dentist for the first time between
3-5 years old, pain was the main reason for attendance (Mileva and Kondeva,
2010; Murshid, 2016). A study in Northern Ireland reported that most children
attended the dentist at the age of three (Kinirons and McCabe, 1995). In England,
a study in three-year-olds in the North West found that children had a first dental
visit by the age of one year; those from deprived areas were more likely to be

symptomatic attenders (Eckersley and Blinkhorn, 2001).

1.10 Patterns and inequalities in dental attendance

in England

A review of dental health in England reported that there has been an
improvement in access to dental care but there are still socioeconomic
inequalities (Appleby et al., 2017). CDH surveys have informed that the number
of children visiting a dentist in the UK has increased in the last decades (Murray
et al., 2015). The last survey (2013) informed that 89% of 5-year olds and 94%
of 8-year olds were reported by their parents to have visited a dentist for a check-
up in the previous year (Tsakos et al., 2015). Among older children, 80% of 12-
and 15-year olds reported to have had a dental check-up. Nevertheless, changes
have been steady (Figure 1.7) and there is no evidence of improvement in the
proportion of children visiting the dentist only when in trouble (Holmes et al.,

2016). As NHS England provides free dental care for children under the age of
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18, it may explain relatively high level of attendance. However, there is a
proportion of children that are not attending and who have never been to the

dentist.

NHS dental statistics for England reported that during the period to June 2019-
2020, 52.7% (6.3 million) of children visited an NHS dentist (NHS Digital, 2020).
This figure was 59% (7 million) in the year to June 2018-2019 (NHS Digital,
2019), with little improvement from the previous years; 58.2% in 2016/17 (NHS
Digital, 2016; 2017). However, most recent statistics have shown a considerable
decline in DA during 2020, as consequence of the reduction in dental services
through the COVID-pandemic. Only 29.8% of children were seen by an NHS
dentist (NHS Digital, 2021). During the period to March 2014-16, only 38% of

children from 0 to 4 years old visited a dentist (PHE, 2017a).

1.10.1 First dental visit

Despite high levels of DA reported in the CDH survey 2013, only a third of 5-year
olds were reported to have first visited a dentist by the age of 2 (Tsakos et al.,
2015) with little improvement since the previous survey in 2003 (Holmes et al.,
2016). During 1983 to 2003 the number of children visiting the dentist by the age
of two in the UK increased from 7 to 31% in 5 year olds and from 7 to 33% in 8
year olds (Murray et al., 2015). The corresponding figure in the CDH survey 2013

was 30% in 5 year olds and 34% in 8 year olds (Figure 1.7) (Tsakos et al., 2015).
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Figure 1.7. Changes in DA in children in the UK (Figure based on the CDH survey
1983, 1993, 2003 and 2013).

111  Factors influencing child dental attendance in

the UK

1.11.1 Geographical, deprivation and ethnic related

inequalities in dental attendance

Higher rates of DA have been reported in the North of the country compared to
the London region (NHS Digital, 2018a; 2019; 2020). For instance, the most
recent data from NHS England reported that during the period to June 2019-20,
the North East and Yorkshire had the highest percentage of children seen by a
dentist (57.5%) whereas the London region had the lowest rates (43.7%) (NHS
Digital, 2020); these regions, respectively had also the highest and lowest rates

in the previous year (NHS Digital, 2019).

It has been reported that children from poorer backgrounds are less likely to

attend dental services. The 2013 CDH survey reported that 91% of 5-year-old

January 2021 CC Salomon-lbarra 25



UNIVERSITYOF
BIRMINGHAM

CONTEXT OF THE STUDY

children from non-deprived areas in England (measured by eligibility for free
school meals) visited the dentist compared to 81% of children from deprived
areas. Children from deprived areas were more likely to have never been to the
dentist or only when in trouble (Holmes et al., 2015a). However, 79% of children
from urban areas reported attending dental check-ups compared to 91% in those
living in rural areas; but 1% in rural areas have never been to the dentist

compared to 3% in urban areas (Tsakos et al., 2015).

Similarly, previous surveys have reported higher rates of DA in children whose
parents are from managerial and professional class compared to intermediate
and routine manual class (Morris et al., 2004). Studies of NHS dental access by
children in England have also shown higher DA in non-deprived areas (Jones,
2001; Maunder et al., 2006; Gallagher et al., 2009). A study in North West
England found that children using GDS were more likely to be from more affluent

areas compared to those unregistered children (Tickle et al., 2000b).

There might be also variations by ethnicity. A study in adults in deprived areas in
London reported that Asian people were more likely to visit the dentist compared
to those from White and Black backgrounds (Al-Haboubi et al., 2013). A study in
South Birmingham found that children from Asian backgrounds were more likely
to attend the CDS than GDS (Waplington et al., 1998). The association between

child DA and ethnicity, however, has not been well documented.

1.11.2 Barriers to child dental attendance

Cost and anxiety have been identified as the main two barriers in adults (Finch,

1988; Hill et al., 2013). However, barriers in children have been less reported. A
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gualitative study in Scotland reported that main perceived barriers to early dental
registration were attitudes of dental practitioners, e.g. not enough training in
communication skills to treat children; attitudes of parents such fear of attending
dental appointments; physical barriers such as difficulty with bringing prams;
difficulty in attending for working mothers; and little awareness of the timing for a

first dental visit (Morrison et al., 2000).

A review of NHS dental services in England reported that the problem of access
Is not across the country but focused on certain areas. It pointed out that the lack
of information in finding a dentist might make it difficult to access dental care
suggesting that health care organisation is key in changing people’s perceptions
about accessing dental care. The review highlighted the importance of prevention

and a high-quality provision of dental care (Steele, 2009).

The 2013 CDH survey informed that approximately one in ten parents reported
having difficulty in finding NHS dental care for their children. There was an
increase from 9% in 2003 to 12% in 2013 but this change was not significant in
England. Parents from deprived backgrounds were more likely to report
experiencing a difficulty. The most commonly reported barrier was the dentist not
taking on NHS patients. Other parents reported that the dentist made taking on
children for NHS dental care contingent upon the parents registering privately
and a few reported the absence of a local school or CDS as barriers for having
difficulty accessing NHS dental care (Tsakos et al., 2015). The main identified

organisational and individual barriers to child DA are described below.
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111.3 Organisational level barriers

1.11.3.1 Availability of dental services

Research has shown that the distribution of NHS dentists in England is not
uniform; deprived areas and communities with a low population are more likely
to have a higher shortage of dentists. A study from 2004 reported that there were
0.3 dentists per 1,000 population, corresponding to only 24.1% of the total

population; lower as compared to other countries (Boulos and Phillipps, 2004).

A study using data from the 1991 Census, estimated that on average a health
authority without a dental school is expected to have 2,138 residents for every
NHS dentist. Disadvantageous population-dentist ratios were registered in areas
with a relatively high proportion of children (0-14) or elderly people and in
households without a car. On the other hand, better ratios were found in areas
with a higher female population, a South Asian population and health authorities
with a dental school. In the same study, Kensington, Chelsea and Westminster
had the most favourable dentist to population ratio with 1,212 residents per NHS
dentist in contrast to Walsall which had the least favourable ratio with 3,359

residents per NHS dentist (Moles, 2001).

More recent research has reported a decline of 22% in new dentist registrations
in the UK over the two years prior to 2019 and highlighted the difficulties to
recruitment of dentists in some areas of the country specially in those with higher

demand (British Dental Journal, 2019).
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In 2015-16, the number of dentists per 100,000 population ranged from 43.7 in
West Midlands to 54.2 in Cheshire and Merseyside (NHS Digital, 2016). Recent
figures from NHS England reported higher availability of dentists in London with
51.1 dentists per 100,000 population compared to 43.2 in the Midlands (NHS
Digital, 2020). It has been estimated that a substantial proportion of dental
practices are not accepting NHS patients (Audit Commission, 2002). In the 2013
CDH survey, 69% of parents who experienced difficulties in finding an NHS
dentist for their children reported local dentist not accepting NHS patients as the

main reason (Tsakos et al., 2015).

The inverse care law described by Tudor Hart (1971, p.405) states that ‘the
availability of good medical care tends to vary inversely with the need for it in the
population served”; in other words, individuals who need the most medical care
are less likely to receive it. People from deprived areas usually have fewer
doctors and dentists compared to wealthier areas where the health needs are
less (Tudor Hart, 1971; Daly et al., 2013). This inverse care law can have a
significant impact on children: 1) children from poorer backgrounds are at a
higher risk of disease, 2) there is a decrease in demand of services, and 3) a

decrease in access to dental services.

Although it has been suggested that the location of a dental practice can improve
the access in deprived areas (Maunder et al., 2006), other authors concluded
that it might be a more complex issue (Moles, 2001) and that the provision of
dental services does not guarantee an increase in attendance. Even if local
services are available, patients might not be willing to seek dental care (Holmes

et al., 2015b).
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1.11.3.2 Social deprivation

Studies of NHS dental access have reported an association between DA and
deprivation (Jones, 2001; Maunder et al., 2006; Gallagher et al., 2009; Holmes
et al., 2016). A study in the North-East of England found that the probability of
child registration for dental care reduced as the level of deprivation increased
(Maunder et al., 2006). A study at area level, however, found no inequalities in
DA during the past decade (Ravaghi et al., 2019). The absence of a CDS might
be a barrier for DA as children from lower social deprivation usually use CDS or
local service, as suggested by studies (Waplington et al., 1998; Tickle et al.,
2000b). The 2013 CDH survey also reported the absence of a CDS as one of the

barriers for parents in finding a NHS dentist for their children (Tsakos et al., 2015).

1.11.3.3 Influence of dental practitioners

Friendliness, personal touch and inspiration of trust are perceived by patients to
be some of the qualities of a good dentist (Hill et al., 2003) which can increase
patient’s satisfaction and use of services (Scambler et al., 2016). The lack of such
gualities might reduce the use of health services. Children might also have
perceptions regarding the appearance of their dentist and the dental clinic. A
study in Istanbul found that children preferred a female dentist, dentists wearing
a coloured coat and a decorated dental clinic (Mlinevveroglu et al., 2014).
Another aspect is that dental practitioners and health care teams might not be
familiar with the recommendations for DA and might not be advising and
encouraging parents to take their children to the dentist at the recommended age

and interval (Morrison et al., 2000; Mileva and Kondeva, 2010; Wright, 2016).
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1.11.4 Individual barriers

1.11.4.1 Parents” attitudes and behaviours

It has been well reported that parents’ own experiences, behaviours and cultural
influences can have an effect on child dental health (Amin and Harrison, 2008;
Hooley et al., 2012). These can also affect the uptake of dental services (Nayee
et al., 2018). Children are more likely to attend dental check-ups when parents,

especially the mother, are regular attenders (Tsakos et al., 2015).

Attendance before the age of 2 has been associated with mothers’ attendance
patterns; the 2003 CDH survey reported that 92% of 5-year olds whose mothers
were regular attenders visited the dentist before the age of 5 compared to 55%
whose mothers attended only when having symptoms (Morris et al., 2004).
Mothers are more likely to be in charge of their children dental appointments
(Kinirons and McCabe, 1995) and those who are regular attenders might be more
aware of the availability of dental services for their children (Williams and Gelbier,
2016). They might feel more comfortable about dental care and therefore more

likely to take their children to the dentist (Kinirons and McCabe, 1995).

Nevertheless, children tend to receive late dental care when parents are not
aware of the need for a dental visit until children are in pain or a problem has
occurred (Murshid, 2016); and this is more likely among parents from poorer
backgrounds (Eckersley and Blinkhorn, 2001). A survey by Brush-Baby, a
paediatric oral health company, found that only 13% believe they should first take
their baby to the dentist at 6 months (CISION, 2017). Furthermore, some parents

in the UK might not be aware that dental treatment for children is free as shown
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by a polling from the BDA (2017). Moreover, it has been suggested that low
income families might have poor oral health expectations which can prevent the
use of dental services (Amin and Harrison, 2008). Studies in the UK have
identified a lack of knowledge in mothers towards child oral health and that
parents do require more information and support (Blinkhorn et al., 2001). New
parents might need more support and guidance as they might not have the

adequate information (Nayee et al., 2018).

Parent’s own past dental care experiences can also influence child DA. Memories
about past frightening experiences might be recalled at their children’s DA,
influencing the delay of parents in taking them for treatment (Smith and Freeman,

2010).

1.11.4.2 Dental anxiety

Parents might avoid taking their child to the dentist because of the child’s
behavioural problems due to dental anxiety (Smith and Freeman, 2010). Studies
have reported that approximately one in ten children and adolescents, especially
girls, are affected by dental fear or anxiety (Klingberg and Broberg, 2007). The
2013 CDHS found that almost half of 5 and-8-year-olds had some levels of
anxiety, as scored by parents on a scale of 1 (not at all anxious) to 10 (extremely

anxious) (Tsakos et al., 2015).

1.11.4.3 Cost

Although dental treatment in the UK is free for children, DA can be associated

with indirect costs such as travel, time away from work and loss of earnings

32 CC Salomon-Ibarra January 2021



S UNIVERSITYOF
S BIRMINGHAM

Interventions and policies to improve dental attendance

(Donaldson and Kinirons, 2001). In large geographical areas patients are more
likely to travel long distances to access NHS dental care, as reported in a study

in the North of the country (Holmes et al., 2015b).

This section has discussed main factors associated with child DA, however,
uptake of dental services is influenced by several factors and in addition to the
factors discussed, transport, language, cultural barriers and a lack of information
can also influence the uptake of dental care, especially in deprived or low-income

families (Finch, 1988).

112 Interventions and policies to improve dental

attendance

1.12.1 Approaches and local interventions

A broad range of interventions, delivered at population and individual level, are
advocated to improve child dental health, including DA to receive both treatment
of disease and preventive interventions. A review by the BDA (Fox, 2010b)
aiming to assess the effectiveness of approaches to improve DA in families from
deprived areas identified a mobile dental unit at school as the most effective
approach in children. Other approaches included school dental screening, health
visitors and GDPs collaborative, and a dental health promotion display in a
shopping centre. These approaches will be discussed in the next sections. The

review however, identified a low quality of evidence within the studies.
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NICE recommendations to local authorities on oral health improvement in the
community, include increasing access to dental services especially for high risk
groups to ensure these groups can easily access dental services, for instance,
by providing them with the adequate information on how to access dental care;
and encouraging and supporting families in dental registration (NICE, 2014). PHE
(2014) also provides evidence-based guidance for local authorities to support
commissioning of child oral health improvement programmes. In their guidance,
PHE assessed interventions focussed on community-based programmes,
concluding that evidence on the effectiveness of facilitating dental access and
social marketing programmes to promote oral health and uptake of dental

services by children had been weak and inconclusive.

Some examples of approaches and interventions that have been tried in order to
improve DA in the UK are described in the following sections. Table 1.2 provides
a summary of the advantages and disadvantages of these approaches. Table
1.3 shows some examples of interventions that have been recently developed at
local level in England with the aim of improving both oral health and DA.
Nevertheless, little attention has been paid to the evaluation of these initiatives,

therefore evidence on their impact is limited.
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Table 1.2. Summary table of advantages and disadvantages of interventions to improve child dental attendance in the UK (based on
findings from literature review).

Intervention Advantages Disadvantages/Weakness References
Facilitating -Can target high risk groups. An intervention in Greater -Evidence on the effectiveness of interventions | PHE (2014).
dental access Manchester (focusing on a re-orientation of dental services targeting preschool and school children has

towards prevention and dental attendance) helped to attract | been weak and inconclusive.

families who had not previously been to a dentist. As part of | -Uncertain impact on inequalities and cost. It

the intervention, contact details of dental practices were can increase inequalities if groups are not

distributed in local settings (PHE, 2014). appropriately targeted or there is a different

response to the intervention.
-Monitoring and evaluation can be difficult and

expensive.
Health visitors | -Health visitors can reach parents that might be difficult to -Might be only effective in encouraging Bentley and Holloway
access, provide advice and encourage them to adopt healthy | mothers of younger children. (1993); Yuan et al. (2007);
behaviours. -Requires training for health visitors. Weston-Price et al. (2020).
-Dental visits can have an effect in mothers of very young
children who might be more responsive to health
interventions. A community-based intervention in Northern
Ireland (Yuan et al., 2007) reported that it helped to improve
dental attendance in young children (0 to 2 years old).
Mobile unit at | -Can increase uptake and completion of dental treatment, as | -Their implementation and management can Clarke et al. (1992); Douglass
primary school | suggested by a study in a deprived area in Birmingham be difficult. (2005); Vashishtha et al.
(Clarke et al., 1992). -Factors such as cost, location, sustainability, (2014); Simons et al. (2015);
-Can overcome transport barriers and missed appointments. | and target population have to be considered. Doughty (2016).

-Might be more convenient and accessible for parents.

-A study in East London (Simons et al., 2015) suggested that
it can be a cost-effective approach to overcome dental
access barriers.
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Table 1.2 continuation.
Intervention Advantages Disadvantages/Weakness References

-Social marketing programmes might not be
sustainable.

-The cost must be considered when carrying
out extensive consumer research.

-Online interventions might be less expensive
and reach a greater population.

Dental -Provides an opportunity for early detection and treatment of | -Consent has to be obtained. Donaldson and Kinirons
screening oral diseases. -Recent studies have not found it effective at (2001); Joury et al. (2017);
-Can put children with dental needs into contact with dental stimulating dental attendance. Arora et al. (2019); Milsom
services. -The UK National Screening Committee (2014) et al. (2006); Cunningham et
-Can alert parents of a need of dental treatment in children. does not recommend population screening in 6 | al. (2009).
to 9-year-old children as there is not enough
evidence to support it.
Social -Can help to increase awareness of the availability of dental -Evidence of their effectiveness is weak and NSMC (2010); Ashford and
marketing services and dental attendance. inconclusive, especially in the long-term Blinkhorn (1999); PHE
programmes -Can address inequalities by targeting specific groups. impact. (2014); NSMC (2010).

Dental health

-Provides an opportunity to increase oral health knowledge in

-Successful oral health programmes can be

PHE (2014); Worthington et

education the population. time-consuming and hard to develop. al. (2001); Rayner (1992);
-Can have a positive impact on oral health knowledge. -Requires funding and support. Qadri et al. (2018).
-Might have a minimal impact on dental
attendance, especially in the long-term.
Health -Can support parents to improve good oral health habits in -Interventions might not be effective at Passalacqua et al. (2012);
promotion children. changing behaviour. Whittle et al. (1994);
-Can help to increase awareness on the importance of dental Ramsdale and Landes (2014);
attendance. A systematic review of interventions on the Fadl et al. (2016).
integration of oral health promotion into nursery and
midwifery practices suggested that it can help to increase
dental access in young children (Fadl et al., 2016).
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Table 1.3. Selected examples of recent interventions developed at local level to improve child dental attendance in England.

Healthcare, 2020).

Programme AuLticoarIity Aims Main activities/Interventions
Brushing for life programme, led by health visitors involving fluoride toothpaste distribution, tooth
Bradford brushing and oral health information to carers of children 6-9 months.
Building Brighter and Fluoride varnish programme in children age 2 to 4.
Smiles (PHE, 2014; Airedale Improve oral health | “First steps to healthy teeth” dental health awards to promote good oral health in early year
Bradford District Care | (Local of young children. | settings.
NHS, n.d.). Authority’s Supporting dental practices to re-orientate services towards prevention.
initiative) Practices were encouraged to deliver evidence based prevention and promote regular dental
attendance for fluoride varnish application.
Smile4Life Lancashire (LSZ\C/ZTQ;fd Reduce dental Facilitate healthy diet.
and Cumbria ) caries in children Support toothbrushing.
(Lancashire Children n hi and to establish Promote a healthy lifestyle.
and Young People’s aai::]nl-eor;llp the foundations of | Promote regular dental attendance and ensure children have access to NHS dental services by
Trust, 2017). Authorities) good oral health. providing consisting messages to parents and carers.
Startwell, Birmingham
Public Health Birmingham | Obesity prevention . . .
Tt (NHS orogramme in early ProY|de support and trammg to early years.settlhgs.
: L : Advice on oral health includes tooth brushing, diet and regular dental check-up.
Community initiative) years settings.
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Table 1.3 continuation

Local . . - .
Programme RUkhont Aims Main activities/Interventions
Financial incentives for quality improvements, e.g. meeting friendly dentist criteria, relaxation
. . ) Increase self- , ) )
Brighter smiles Kensington referral rates to technique for anxious patients.
campaign-Increasing and : Online resources for dental practices.
NHS dental services . , ) : )
access to dental Chelsea and improve oral Multimedia registration campaign.
services (NSMC, (NHS health in children Child oral health program including offering dental appointments and follow up (Bigger Smiles
2010). S .
010) initiative) and adults. Campaign).

Manchester Re-orientation of dental services to encourage prevention and dental attendance through
Baby teeth Do Matter (Local To improve the oral collaboratlve com@ssmmng. '
(PHE, 2014) Dental health of preschool | Promotional materials with key messages provided by Local Dental Network.

’ ' Network children. Toothpaste and toothbrush packs for families (with two to five years old) who reported that had
initiative) not seen a dentist before.
Integrating oral health into wider health and care services: among the activities, health visitors

Leicester promote oral health including the recommendation of a first dental visit by the first year of age.
Healthy Teeth, Happy . . .
Smiles! (Murphy and (NHS and Improve oral health | Building personal skills of children, parents and carers.

i Py Local in preschool Oral health promoting in early years settings.
Moore, 2018; Murphy L ; . . .
et al., 2018) Authority’s | children. Engagement with the local dental profession to promote prevention.
v ' initiative) Raising awareness.
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1.12.1.1 Facilitating dental access

Facilitating dental access implies the identification of groups with low DA rates,
contacting them and arranging a dental appointment. For instance, contacting
early years’ parents, encouraging them to bring their child to a dental
appointment and arranging it at a local dental practice (PHE, 2014). An example
Is an intervention in Greater Manchester (“Baby teeth Do matter”) initiated by the
Local Dental Network which involved a reorientation of dental services to focus
on prevention and encourage DA in young children. GDPs and NHS England
commissioners worked together to agree a contract variation that encourage
NHS dental practices to attract preschool children who were not accessing dental
services. Among the interventions, contact details of dental practices
participating in the project were distributed in libraries, nurseries, medical
practices and children’s centres (PHE, 2014). It was reported that at the start of
the programme, 3,453 children who had not been previously to the dentist
accessed dental care in a period of two months (Brocklehurst et al., 2013); the
increase rate in dental access was not reported. The initiative demonstrated the
importance of clinically led and clinically owned interventions, and the importance
of empowering dental professionals. However, one of the criticisms to the
intervention was the use of financial incentives for dental practices to adopt the

programme (Brocklehurst et al., 2013).

Nevertheless, facilitating dental access can also increase inequalities if groups
are not appropriately targeted since uptake might not increase for people who

need it. It can have a limited value if healthcare services are not preventive-
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orientated. Also, its monitoring and evaluation can be difficult and expensive

(PHE, 2014).

1.12.1.2 Health visitors and community nurses

Health visitors can provide advice to mothers of young babies on the importance
of first DA. Health visitors can reach families that might be difficult to access such
as those from deprived areas (Weston-Price et al., 2020). An example is a
community-based intervention in Northern Ireland (Yuan et al., 2007) aiming to
promote dental registration and access to dental services in deprived children.
Health visitors provided mothers in the intervention group with oral health
education, materials, a registration voucher (to exchange for motivational
materials at the dental practice) and a list of local dentists. At registering the
mother was given preventive advice and a “gift” at the first and at 15 months’ re-
registration. The percentage of children registered in the intervention group was
26% compared to 22% in the control group. Registration rates in children from 0
to 2 years significantly increased in the control group from 17% at 6 months
before the intervention to 26% at 5 months after the intervention; but it was not
reported whether registration rates were maintained in a longer term. The
intervention, however, did not have any significantly effect in older pre-school

children (3-5 years old).

Another example is a campaign in North West England aimed to increase dental
registrations, it involved health visitors to encourage DA and refer young children
(0 to 2 years) to general dental services. Health visitors worked along with GDPs

to ensure children were attending dental services. Although there were difficulties
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identifying the number of registered patients, health visitors were of the view that
the campaign might have contributed to the increase in the number of

registrations (Bentley and Holloway, 1993).

Nevertheless, promoting oral health through health visitors requires the

necessary training (Weston-Price et al., 2020).

1.12.1.3 Mobile dental units

A mobile dental unit can be more convenient and accessible for parents (Simons
et al., 2015). It has been recommended in areas of low uptake and completion of
dental care by children (Clarke et al., 1992; Simons et al., 2013). A pilot on the
use of mobile dental units to provide oral care for Travellers reported it was

successful but not a viable solution due to its cost (Doughty, 2016).

A study (Simons et al., 2013) in East London reported that it can be a cost-
effective approach to overcome dental access barriers. Mobile dental units were
used as pilots to assess their use in delivering health care to vulnerable children.
The percentage of children receiving dental care through a mobile dental unit
almost doubled that of those registered with a GDP (43% compared to 22%
respectively); only 13% had seen previously a dentist. It also had positive

feedback from parents.

A study (Clarke et al., 1992) in children from 4 to 11 years in a socially deprived
and multi-ethnic area in Birmingham reported that it increased both initial uptake
and completion of treatment. Factors that contributed to the success were

reported by the authors to be 1) the increased acceptance for treatment, probably
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due to the availability of treatment at school making it accessible and without
waiting for an appointment, 2) no need to travel to the clinic for treatment, 3) no
need to remember the appointment and 4) family factors were removed. As
parents did not need to accompany their children since treatment was provided
at school, which might be difficult in large families, avoiding also English
language problems. Moreover, children did not refuse treatment and were more
likely to comply with treatment when their parents were absent. However, it has
to be considered that these findings are based upon a study almost 30 years ago
and itis unclear whether the described factors would still be applicable nowadays
due to differences in dental health services arrangements, local environment and

parental consent for dental treatment.

A systematic review concluded that mobile dental units can be effective at
overcoming accessibility barriers (Vashishtha et al., 2014). Nevertheless,
implementing and managing a mobile dental unit can be difficult as factors such
as funding, location and sustainability have to be considered (Douglass, 2005;

Simons et al., 2013).

1.12.1.4 School dental screening

Dental screening provides an opportunity for early detection and treatment of oral
diseases. Screening at schools can put children with dental needs into contact
with dental services and inform parents of a need of dental treatment in their
children (Donaldson and Kinirons, 2001). Although some studies had suggested
that school dental screening can encourage DA for both dental check-up and

treatment uptake, especially in children from deprived areas (Zarod and Lennon,
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1992; Harding M, 1993; Donaldson and Kinirons, 2001), more recent studies
have concluded that there is not enough evidence on its effect on DA (Milsom et

al., 2006; Cunningham et al., 2009; Joury et al., 2017; Arora et al., 2019).

A randomised control trial (Milsom et al., 2006) in the North-West England in
school children from 6 to 9 years old reported it was not effective at improving
DA, no statistical difference was found between the intervention and control
group whereas in a study (Cunningham et al., 2009) in Scotland in 12 and 13
year olds neither dental inspections nor a letter home to unregistered children led
to a significant increase in registration rates. Moreover, dental screening might
not be welcomed by some parents and may not be supported by potential
facilitators such as school nurses who may feel that this is a parental

responsibility into which they should not intrude (Tickle et al., 2006).

The (UK National Screening Committe, 2019) does not recommend population
screening in 6 to 9-year-old children as there is not enough evidence to support
its effectiveness in improving DA or reducing levels of dental caries.
Nonetheless, the programme continues to be commissioned in some priority

areas for targeted schools (Community Dental Services, n.d.).

1.12.1.5 Social marketing programmes

This type of intervention uses commercial marketing techniques with the aim of
influencing specific groups of populations who are targeted to promote health
behaviours; e.g. a media campaign aiming to promote the importance of oral

health and increase awareness of the availability of dental services (PHE, 2014).
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This can be illustrated by a project in Kensington and Chelsea (NSMC, 2010)
developed in collaboration with a social market consultant with the aim of
increasing self-referrals to NHS dental care and oral health improvement in
children and adults. Among other interventions, it used a multimedia advertising
campaign to encourage registration. Free post cards were distributed e.g. in
pharmacies, community groups and GP surgeries, to invite people to provide
their contact details; promotional materials were used for advertising in local
settings and an online and free phone line were established. The results showed
an increase of 4.4% in children accessing NHS dental services in Kensington and
Chelsea from the first year to the second year of the implementation (2008-09 to
2009-10); and an increase in fluoride varnish rates. However, the statistical

significance of the results was not reported.

Another example is a campaign that used advertising posters to increase dental
treatment uptake in young adults at work and young mothers and their children
(11 years and under). The campaign managed to raise awareness but there was
little improvement in DA (Fuller (1992) cited in Ashford, 1999). Other studies in
adults have not been successful in encouraging DA in non-regular attenders

(Ashford and Blinkhorn, 1999).

Although social marketing programs might increase awareness of DA and
address inequalities by targeting specific groups of populations, there is not
enough evidence of their effectiveness on behavioural change towards DA,
especially in the long-term. Social marketing programmes might not be

sustainable, also the cost must be considered. It is suggested that online
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interventions might be less expensive and can reach a greater population (PHE,

2014).

1.12.1.6 Dental health education

Dental health education provides an opportunity to increase oral health
knowledge in the population, for instance through organising health fairs by
dental teams, school visits and provision of oral health education to new mothers
(PHE, 2014). An example is a randomised controlled trial in primary schools in
the North West of England with the purpose of improving knowledge on oral
hygiene through dental health education lessons in 10-year-olds (Worthington et
al., 2001). Although the programme improved knowledge on oral hygiene and
sugar consumption, the impact on DA was minimal since 97% of children were
already visiting a dentist before the intervention and this percentage did not
change. A preventive programme where dental hygienists delivered dental health
education in parents of nursery and young children at their home reported a

minimal impact on dental care uptake (Rayner, 1992).

A study reported that dental health education can be effective in improving dental
health but might not have an effect in reducing oral health inequalities (Qadri et
al., 2018). Systematic reviews have concluded that dental health education can
have a positive impact on oral health knowledge (Kay and Locker, 1996; Nakre

and Harikiran, 2013). However, its effectiveness on increasing DA is not clear.
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1.12.1.7 Oral health promotion

Oral health promotion programmes can provide information to help patients to
improve good oral health habits, including DA (Passalacqua et al., 2012). Unlike
dental health education which looks to improve oral health through the acquisition
of knowledge, oral health promotion looks to improve the conditions in which
people live and which affect oral health so that sustainable improvements
towards good oral health behaviours can be achieved. Oral health promotion can
take different approaches including an educational approach (Watt et al., 2006;

Daly et al., 2013).

An example is an intervention using a display at a shopping centre in Greater
Manchester which reported that it had a positive effect on improving knowledge
and encourage parents to take their children to the dentist. The intervention
consisted of providing advice and leaflets about the advantages of dental care
registration, importance of regular check-ups and registering babies as early as

possible as well as preventive advice (Whittle et al., 1994).

However, an intervention in the North-East of England (Ramsdale and Landes,
2014) promoting oral health and access to dental care in community settings, e.g.
Children Centres and nurseries reported that it was not clear whether the
intervention helped to improve dental access. This intervention used dental
nurses from practices who were trained as oral health promoters. A systematic
review of interventions involving the integration of oral health promotion into
nursery and midwifery practices suggested that it can help to increase dental
care access in young children, especially in children from poorer backgrounds

(Fadl et al., 2016).
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Anticipatory guidance can be used in dental care to provide parents and

caregivers with the necessary information to manage any aspects of their
children’s oral health (Nowak and Casamassimo, 2015). Doing so in pregnant
mothers might be effective to encourage them to take their children to the dentist
at early years (Savage et al., 2004). It is suggested that pregnant mothers might
be more receptive to suggestions regarding her child’s health as they desire a

healthy child (Furze and Basso, 2003).
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1.12.2 National interventions and policies

The government in England has made a commitment to oral health and dental
care to improve the population’s oral health, especially in children (NHS England,
2014; PHE, 2014). The high degree of political interest can be gauged by the
number of times the subject appears in parliamentary questions and debates.
The NHS Healthy Child Programme aims that every child has a good start with
the foundations of a healthy life, especially in disadvantaged families. “The
Healthy Child Programme Pregnancy and the first five years” of life is locally led
by health visitors who are in charge of delivering preventive programmes and
health promotion, including advice on dental health and access to dental care
(Department of Health, 2009). The promotion of oral health is included since 2020
within the Early Years Foundation Stage frameworks which is mandatory for all
Early Years settings (Department for Education, 2020). PHE supports dental
practices with a dental toolkit “Top Tips for Teeth” providing resources with key

messages for parents, including advice on regular DA (PHE, 2020b).

In 2016, the Children’s Oral Health Improvement Programme Board (COHIPB),
headed by PHE, was launched with the aim of improving oral health in children
and reducing inequalities. Its ambition is that “every child grow up free of tooth
decay as part of getting the best start in life” and looks to support and empower
local delivery of effective interventions to improve oral health. The programme
involves organisations such as NHS England, Local Authorities, Health
Education England, the Local Government Association, the BDA and the Institute
of Health Visiting (UCL, 2020a; b). Also, in 2017, the British Society of Paediatric

Dentistry (BSPD) in partnership with the Office of the Chief Dental Officer
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England, launched a “Dental Check by One” campaign to promote the
importance of child attendance by the age of one year (British Society of

Paediatric Dentistry, 2017).

The Smile4life programme in England has a series of initiatives aiming to improve
oral health and dental access (NHS, 2020b). As part of this, in 2017 NHS England
started a new programme, “Starting Well” in 13 high priority areas targeting
children under five, and aiming at encouraging DA and prevention of oral
diseases. The programme focused particularly in children who are not visiting the
dentist (NHS England, 2017b). An aligned initiative, “Starting Well Core”,
commenced in 2018. It has been made available to all NHS England dental
commissioning teams with the aim of increasing dental access in children zero

to two years and promoting a greater focus on prevention.

In Wales, the “Designed to Smile” programme offers advice on oral care during
the early ages including DA (Welsh Government, n.d.). In Northern Ireland, the
“‘Happy Smile” programme aims to improve pre-school children’s oral health. It
offers a tooth brushing programme, advice on nutrition and an education
programme including advice on DA (Health and Social Care Board Norther
Ireland et al., 2016). In Scotland, the “Childsmile” programme aims to reduce
oral health inequalities and ensure access to dental services in children 5 years
and under. It involves schools, nurseries and dental practices (NHS Highland,

n.d.).

There is, therefore, considerable investment in the model of children attending a

dentist for early detection of dental disease and preventive interventions.
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However, there is not enough evidence on the effectiveness of interventions.

Maynard (Maynard, 2012; 2013) is of the view that the persistence and worsening
of inequalities is mainly due to a lack of evidence of cost-effective interventions.
Having evidence of effective interventions is necessary to identify those that

provide the greatest benefit in the population.
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1.13 Research aims

Child dental health constitutes an area of significant policy interest and
investment in England. A broad range of interventions have been tried to improve
DA and oral health outcomes. There is, however, little evidence on the
effectiveness of interventions to promote DA. This is important in order to create
the adequate strategies and policies, especially in areas with lower rates, while

making an effective use of resources.

Therefore, the purpose of this PhD research is first, to explore DA by young
children in England; and second, to explore the potential role of dental services
in promoting DA and improving oral health outcomes, through the evaluation of
a new NHSE&I initiative “Starting Well” which aimed to improve both DA and
preventive practice for young children. Detailed aims and objectives are

summarised in Figure 1.8.

Aims ] Obijectives

(& J

(To report the prevalence and severity of dental caries experience in primary and )
permanent dentition across categories of deprivation in England, Wales and Northern
\_Ireland; and compare the magnitude of inequalities between countries. )

N

To explore child dental
attendance by young
children in England, using
data from National
surveys and NHS England
dental statistics.

&

("To describe variations in DA rates (2016/2017) in children aged 5 years and under across
local authorities in England and its association with area deprivation. A further analysis
\_focused on child DA by the age of 1. )

To describe the shape of the relationship, whether linear or curvilinear, between local
deprivation and DA in children aged 5 years and under in England and to examine the
modifying effects of covariates. )

To explore the potential To conduct qualitative research with the purpose of capturing the experiences of those
role of dental services in involved in the design, planning, implementation and development of the initiative in

5 order to inform future NHSE&I dental commissioners. Y,
promoting dental 2

attendance and improving

To summarise data collected from practices participating in the NHSE&I dental initiative.
oral health outcomes

through the evaluation of J
a new NHSE&I initiative _ ot _ . )
“Starting Well”. To contribute to the elaboration of evaluation reports to inform NHSE&I. )

Figure 1.8. Aims and objectives of the research study.
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2 INITIAL EXPLORATORY RESEARCH

2.1 Introduction

Despite improvements in children’s oral health in England, there is still a
proportion of children who are not visiting the dentist, especially at early years.
Studies of NHS dental access by children in England have suggested that
children from more deprived backgrounds, though at greater risk of disease, are
less likely to attend dental services (Jones, 2001; Maunder et al., 2006; Holmes
et al., 2016). A study by Jones (2001), found that there was a decrease in child
dental registrations in more affluent areas; although it was reported to be unlikely
statistically significant. The 2013 CDHS has also shown an inconsistent
relationship between DA and deprivation at different ages (Holmes et al., 2016).
Whereas a study by Ravaghi et al. (2019) did not find inequalities in child DA

over the past ten years.

It might be hypothesised that the association between DA and deprivation might
be not linear but modified by the risk of disease and the outcome of attendance.
For instance, low disease risk might be associated with attendance for preventive
interventions whereas high disease risk might be linked to attendance for
unscheduled care. Consequently, the shape of the relationship could be

curvilinear with higher DA in the extreme ends of deprivation.
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What is more, the relationship between deprivation and DA may be moderated
by the effect of other factors such as ethnicity, as minority ethnic groups are less
likely to access primary care services compared to the White majority (PHE,
2018a). Parental factors such as single parenthood might contribute to the
development of tooth decay in children (Hooley et al., 2012). There might be also
variations in DA by the availability of dental services as indicated by lower dentist-

to-population ratios (Boulos and Phillipps, 2004).

Therefore, the purpose of these preliminary studies was to explore variations in
child DA across English LAs and its association with area deprivation. Some of
these studies were collaborative work and have already been published. These

publications can be found in Appendix V.

This chapter is organised as follows, first, it states the aims and objectives of
these statistical analyses, then the methodology and results for each study are
described. Results of all analyses are discussed in one section, followed by

stating the limitations and finally, conclusions are drawn in the last section.

2.1.1 Aims and objectives

Aim:

To explore child dental attendance by young children in England, using data from

National surveys and NHS England dental statistics.
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Objectives:

1. To report the prevalence and severity of dental caries experience in primary
and permanent dentition across categories of deprivation in England, Wales
and Northern Ireland; and to compare the magnitude of inequalities between

countries (Paper 1).

2. To describe variations in DA rates (2016/2017) in children aged 5 years and
under across local authorities in England and its association with area

deprivation:

a. To calculate rates and assess variations in DA between LAs (upper-tier
level) in children aged 5 years and under and its relationship with area

deprivation.

b. To describe child DA by the age of one and its association with area

deprivation (Paper 2).

c. Complementary analysis to assess the association of Finished Consultant
Episodes (FCEs) for Dental Extractions with both deprivation and DA in

children aged 4 years and under.

3. To describe the shape of the relationship (whether linear or non-linear)
between local deprivation and DA in children aged 5 years and under in

England, and to examine the modifying effect of covariates (Paper 3).

a. To calculate rates of DA and to assess whether the shape of the relationship
between local deprivation (lower-tier level) and DA rates follows a linear or

non-linear pattern.
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b. To examine the modifying effect of disease level (caries prevalence),
ethnicity, family profile and dentist-to-population ratio on the relationship

between deprivation and DA.

2.2 Methodology

Study 1

2.2.1 Analysis of child oral health inequalities in England,
Wales and Northern Ireland.

2.2.1.1 Data

Dental caries

Data were from the 2013 CDH survey in England, Wales and Northern Ireland. It
was a cross-sectional representative survey of children aged 5, 8, 12 and 15
attending state and independent schools (Anderson, 2015). For this study, dental

caries was measured by:

a. Prevalence (%dmft/DMFT>0) of ‘obvious decay’ and ‘clinical decay’
experience in primary and permanent teeth, indicated by the proportion of

children with at least one affected tooth.

b. Severity (dmft/DMFT) of ‘obvious decay’ and ‘clinical decay’ experience in

primary and permanent dentition indicated by the mean number of teeth affected.
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The CDH survey describes ‘obvious decay experience’ as caries into dentine,
plus the number of teeth restored or extracted due to decay. In addition to these,
‘clinical decay experience’ also includes caries affecting enamel (Pitts et al.,

2015).

Deprivation

Deprivation was measured by the Index of Multiple Deprivation (IMD), reported
for the first time in the 2013 CDH survey (2010 for England and Northern Ireland;
2011 for Wales). The survey allocated children to one of the quintiles of

deprivation in their corresponding country based on their place of residence.

2.2.1.2 Study population

Children who participated in the 2013 CDH survey (a total of 9,866 children) aged
5 and 8 years old for the analysis of primary dentition; and children 8, 12 and 15

years old for the analysis in permanent dentition.

2.2.1.3 Statistical analysis

Descriptive analyses were carried out to report the distribution of dental caries
experience across deprivation categories. First, prevalence ratios (PR) for dental
caries were calculated using unadjusted Poisson regression models (Mitchell,
2012). PR indicate how likely a person in each category is to have experienced
the outcome (i.e. dental decay) compared to the reference group (i.e. least

deprived). For example, in this study a PR of 1.74 for the most deprived category
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suggests that children in this category are 1.74 times more likely to have

experienced dental decay compared to the least deprived group.

Second, negative binomial regression models were used to determine the
number of times that the mean number of teeth affected was greater in each
category compared to the reference group (i.e. least deprived). These could be
interpreted as Rate Ratios (RR), in this study a ratio of the mean number of
affected teeth. Negative binomial regression has the same structure as Poisson
but is used when the outcome is over dispersed (UCLA Institute for Digital
Research & Education, 2021). As an example, in this study a RR of 2.65 for the
most deprived quintile suggests that the mean number of teeth affected in this

category was 2.65 times greater than that of the least deprived group.

Third, the relative index of inequality (RIl) was calculated in order to compare
inequalities. The RIl is a regression-based summary measure of inequality; its
interpretation is similar to PR and RR but differs in that RII represents the relative
difference between the hypothetical least deprived and most deprived group
while considering all deprivation categories and population size in each category
(WHO, 2013). The RIl is calculated by ranking the population subgroups
(categories) from the most disadvantaged (rank 0) to the least disadvantaged
(rank 1). The ranking is then weighted accounting for the proportional distribution
of population within each subgroup; next the cumulative population distribution
and the midpoint of the range of the cumulative population distribution are
calculated. An example of how these values are obtained is presented in
Appendix I. The outcome is then regressed (employing a statistical model)

against the midpoint of the range of the cumulative population distribution, for
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each category, and the RIl is generated by dividing the predicted values of the
two extremes (rank 0 and rank 1) (WHO, 2013). For this analysis, the RIl was

calculated using the generalized linear model.

When categories are ranked from the most disadvantaged (rank 0) to the least
disadvantaged (rank 1), a RIl value higher than 1 represents greater prevalence
of the outcome in the most deprived groups (WHO, 2013). For instance, in this
study a RII of 2.18 suggests that those in the hypothetical top of deprivation
distribution (most deprived) are 2.18 times more likely to experience the outcome
(i.e. prevalence of dental caries) than those in the hypothetical bottom (least
deprived). The RIl has been widely used to evaluate inequalities in dental health

(Blair et al., 2013; Capurro et al., 2015).

Calculations for these analyses considered the sample weight and 95%
confidence intervals (Cl) were reported for all estimates. Analyses were carried

out using STATA version 13.
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Study 2

2.2.2 Analysis of the variations in child dental attendance

and its association with deprivation

2.2.2.1 Data

Dental attendance

Data was from the NHS Dental Statistics for England Annual Report 2016/17
(Annex 4: Child patients seen by age), available to the public domain on the NHS
Digital website (NHS Digital, 2017). The report provides a series of datasets
containing information on the number of patients seen by a NHS dentist, NHS
dental activity, number of clinical treatments, number and type of dentist. The
data is shown by geographic regions, NHS Regions, Clinical Commissioning
Groups (CCG) and Local Authority (LA). It also provides an estimate of the

overall population by both, age and area.

The dataset employed for this study contained the number of children seen for
every year of age (0 to 17) broken down by geographic regions. Data was taken
from the 12 months to June 2017 and by upper-tier LA. Child population data
(mid-2015 population estimate provided by the Office for National Statistics) was
also contained in the dataset. It was the first time that NHS Statistics provided
the number of children seen for every year of age. The name of every LA was

identified using “Annex 2 (Sub-national)”.
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Socio-economic deprivation

Data was from the English Indices of Deprivation 2015 available on the Local
Government website (Department for Communities and Local Government,
2015b). The index is a combination of measures of deprivation for small areas of
similar size called Lower-layer Super Output Areas (LSOAs) produced by the
Office for National Statistics with the purpose of facilitating the calculation of the
indices. The index ranks LSOAs from 1 (most deprived) to (32,844 least
deprived). The English Indices of Deprivation are available by LSOA level and
higher-level geographies. The index is based on 37 indicators grouped in seven

domains which are combined using the following weights:

1) Income deprivation (22.5%)

2) Employment Deprivation (22.5%)

3) Education, Skills and Training Deprivation (13.5%)
4) Health Deprivation and Disability (13.5%)

5) Crime (9.3%)

6) Barriers to Housing and Services (9.3%)

7) Living Environment Deprivation (9.3%)

“File 11: upper-tier local authority summaries” was used for this study. This
dataset contains summary measures of Index of Multiple Deprivation (IMD) for
every upper-tier LA which includes county councils, London Boroughs, unitary

authorities and metropolitan districts summing up 152 upper-tier LAs. Every
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measure is presented as score and rank. Data is ranked from 1 (most deprived)
to 152 (least deprived) with higher scores corresponding to the most deprived

areas. For this study, deprivation was measured by:

a. IMD Average Score which represents the average of LSOA scores in a
larger area after weighting the population. It differs from the average rank (which
averages the combined ranks for the LSOAs in a larger area) in that more
deprived LSOAs will tend to have more extreme scores compared to ranks.
Therefore, areas that are highly polarised will tend to have a higher average

score than the average rank.

Additionally, two measures were considered:

b. IMD Proportion of LSOAs in most deprived 10% nationally. Contrary to the
average score, it focuses only on the most deprived LSOAs. The measure shows
the proportion of a larger area with LSOAs that are in the most deprived 10% of
LSOAs nationally. Larger areas that have no LSOAs in the most deprived 10%

have a score of 0.

c. Income of deprivation affecting Children Index (IDACI) Average Score. It is
a component of the IMD (Income deprivation domain) for the proportion of

children from 0 to 15 years living in income deprived households.

2.2.2.2 Study population

It included 0O to 5 year-old children (a total of 1,563,416 children) who attended
NHS England dental services from July 2016 to June 2017, irrespective of

whether this was for a check-up, treatment or unscheduled care. Data from
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hospital and private dental services were not included. Individual children were
included once only in the dataset, irrespective of the number of courses of
treatment reported. Age was reported as the child’s age at the last day of the 12-

month period and residence was based on the location of the dental service.

There was a total of 151 LAs; the Isles of Scilly were not included as there was

no data in the 2016/17 NHS Dental Statistics for England Annual Report.

2.2.2.3 Statistical analysis

First, rates of DA were obtained by age category, by dividing the number of
children who attended dental services within a LA by the child population for that
LA in the relevant age group, expressed as a percentage of the population for
each LA. Pivot tables were created to group the number of children by age
category and by regions. Calculations were carried out using MS Excel 2016.

Rates were calculated for the following groups of age:

a. Children aged 5 years old and under (1,563,416 children). Recorded as age
0 to 5 in the dataset. These children had not reached their sixth birthday by June

2017.

b. Children aged 1 year old and under (155,308 children). This group included
children from the above category, recorded as age 0 and 1 in the dataset. It
represented those who reached their first birthday but not their second birthday
by June 2017. Some of these children, therefore, may have first attended a NHS
dental practice only after their first birthday. This indicator is likely to produce a

higher rate than the true rate of children visiting the dentist before that date.
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c.  Children under 1 year old (18,359 children). Recorded as age 0 in the NHS
data, these children had not yet reached their first birthday by June 2017. All
children in this category could be regarded as having attended a NHS dental
practice before the age of 1 year but this indicator will produce a smaller rate than
the true rate of children who have visited the dentist before this age, as it excludes
those who both attended the dentist before their first birthday and subsequently

reached this age in the year to June 2017.

Second, a Spearman’s (rs) or Spearman’s p (rho) assessed the strength of the
association between LA deprivation and DA rates. The Spearman test is a non-
parametric test which assesses the association between two variables. It
calculates the rank correlation coefficient and is similar to the Pearson correlation
coefficient r but it differs in that the Spearman’s test can be used regardless of
the distribution of the data and does not assess specifically linear association

(Altman, 1991).

Third, two regression-based summary measures of inequalities, the Slope Index
of Inequality (SlI) and Relative Index of Inequality (RIl) were used to examine and
estimate the magnitude of inequalities. The values of Sll and RIl are interpreted
as the hypothetical absolute and relative difference, respectively, between the
least deprived and the most deprived groups, in this case between the least and
most deprived LAs. The Sl measures the difference between the most and the
least deprived group, taking into account all other deprivation groups and the
population size. The RII (described in Section 2.2.1.3) measures the probability
of an outcome for the most disadvantaged group compared to the least

disadvantaged taking into account all deprivation categories and the size of the
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population (WHO, 2013). The SII and RIl are methodologically appropriate for
this study because they consider the sample size of each socioeconomic group,
in this case LAs. The Sll and RIl measures have been commonly used in health
research to measure absolute and relative inequalities, respectively

(Hosseinpoor et al., 2016).

The calculation of the Sll is similar to the RIl (described in Section 2.2.1.3) but
differs in that the Sll is obtained from the difference between the predicted values
of the two extreme ranks (rank 0 and rank 1), in other words, it represents the
difference between the lowest and highest deprivation groups (i.e. LAs in this
study) while taking into account the whole distribution of the population according
to deprivation. An example of values considered for the calculation of RIl and Sl
is shown in Appendix |I. When categories (i.e. LAs) are ranked from the most
disadvantaged to the least disadvantaged, a positive value would suggest a
greater prevalence of the outcome in the least disadvantaged group while a
negative value would indicate a higher prevalence in the most deprived group
(WHO, 2013). In this study, a Sl of -0.02 suggests a two-percentage point
difference in the outcome (DA rate) across the deprivation distribution;
suggesting DA was higher in the most deprived LAs. Whereas a RIl of 2.1
suggests that the outcome in the most deprived LA, was 2.1 higher than the least

deprived LA.

Two additional analyses were carried out considering all children 0 to 17 and
adults respectively, in order to have a comparison with rates in younger children.
Data for adults was also from “Annex 4: Patients Seen” for the period to 30th of

June 2017.
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Statistical significance was set at 0.05. The analyses were carried out using Stata

14 (StataCorp., 2015).

2.2.2.4 Complementary analysis: association of DA and dental

extractions

2.224.1 Data and statistical analysis

Data for dental extractions (DE) was from 2016/17 Hospital Episode Statistics
(Dental Public Health Intelligence Programme, 2017) which reports FCEs (the
period that a patient is under a single hospital consultant care) of children for DE
in NHS hospitals across England. Data is broken down by lower-tier LA of child’s
residence and for age. Data for this study reported the number of FCEs (all

diagnosis) presented as percentage of the population in O to 4-year-old children.

Data for DE was converted to upper-tier LA, this in order to match DA data which
at the time was only available by upper-tier LA. Rates of DA were calculated for
children aged 0 to 4 years old, using data from NHS Dental Statistics 2016-17
Annual report (“Annex 4: Child patients seen by age”) (NHS Digital, 2017).
Deprivation was measured by IMD Average score retrieved from the English
Indices of Deprivation 2015 (Department for Communities and Local

Government, 2015b).

A Spearman’s test assessed the association of DE with both deprivation and DA.

The SlI and RII further examined the magnitude of inequalities.
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Study 3

2.2.3 Analysis on deprivation and child dental attendance in
England: exploring the shape of the association and

moderators

2.2.3.1 Data

Dental attendance

Data was from NHS administrative data obtained through a Freedom of
Information request. This contained the number of children aged 5 years and
under, seen at least once by an NHS primary care dentist from April 2016 to
March 2017 in each lower-tier LA as well as the child population for each LA as

estimated by the Office for National Statistics.
Socio-economic deprivation data

Deprivation level of each lower-tier LA was determined by IMD Average Score
from the English Indices of Deprivation 2015 (Department for Communities and
Local Government, 2015b) (described in Section 2.2.2.1). The “File 10: Local
Authority District Summaries” was used for this study. This dataset contains
measures of IMD for every lower-tier LA which includes lower-tier non-
metropolitan districts, London boroughs, unitary authorities and metropolitan

districts summing up 317 LA districts.
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Ethnicity

Data on ethnicity was from the 2011 Census (‘Ethnic group local authorities in
England and Wales’), reported by the Office for National Statistics (2011).
Ethnicity was determined by the percentage of White population in each lower-
tier LA. This group included English, Welsh, Scottish, Northern Irish, Irish, Gypsy

or Irish Traveller, British and any other White group.

Family structure

Data on family structure was also from the 2011 Census (‘Household
composition’) (Office for National Statistics, 2011). It was determined by the
percentage of single parents taken from the average of the percentage of lone
parents with one dependent child and lone parents with two or more dependent

children.

Dental caries

Data was from the third National Dental Health Survey for 5-year-old children
(PHE, 2016) undertaken in the academic year 2014-15 in children from
mainstream and state-funded schools in England. Dental caries was indicated by
the prevalence of dental caries (obviously decayed, missing or filled teeth (%

dsmft>0) in 5 year olds.

Dentist-to-population ratio

Data was from NHS Digital data (NHS Digital, 2018b). This represented the

number of primary care dentists with NHS activity, including General Dental
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Service, Personal Dental Services, Mixed and Trust-Led Dental Services per

100,000 population during the period April 2017 to March 2018.

2.2.3.2 Population

It included children aged from O to 5 years OLD (a total of 1,525,146 children)
who attended NHS England dental services for the 12 months to March 2017.
Attendance was irrespective of whether this was for a check-up, treatment or
unscheduled care. Data from hospitals and private dental services were not

included. There were a total of 326 lower-tier and unitary local authorities.

2.2.3.3 Statistical analysis

First, DA rates were calculated for every LA. Child population data (mid-2015
population estimate) was obtained from the Office for National Statistics (2019).
Second, fractional polynomial (FP) regression models were used to investigate
the shape of the relationship (whether linear or curvilinear) between deprivation
and DA. FP regression models evaluate whether the effect of a continuous
variable (i.e. in this case deprivation) on the outcome (i.e. dental attendance) is
better modelled by a linear function or by a non-linear member of the class of FP
functions (Mitchell, 2012). The null hypothesis of linearity was tested against

alternative regression functions and the best fitting model was selected.

Models with FP functions are conventionally fitted for a default set of power terms
(-2,-1,-0.5,0,0.5, 1, 2, and 3), with O representing the natural logarithm of the
predictor variable. These power terms yield the possible shapes that the

association between the outcome (dental attendance) and the predictor variable
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(deprivation) can take. The analysis fitted 44 different models involving the power
terms mentioned above (alone and in pairs), from which the statistical estimates
of the linear model, best fitting first order model (m=1) and best fitting second-

order model (m=2) were reported.

To identify the most appropriate model, the deviance of the best fitting second-
order model (m=2) was compared with that of the linear model. The linear model
would be selected if the best fitting second order model did not provide a
statistically better fit (p>0.05) than the linear model. However, if the second order
model would provide a better fit than the linear model and this was statistically
significant (p<0.05), then this would be compared with the best fitting first order
model (m=1). The best fitting second-order model (m=2) would be preferred to
the first order model (m=1) if provided a statistically better fit. Otherwise, the first
order model (m=1) is selected. STATA’s 'fracpoly' command was used to fit the
FP models and select the best fitting model. The local polynomial smoothing was

used to visualise the linear and best fitting FP model.

Third, in order to examine the effect of possible variables, multivariable
regression models were adjusted for covariates (ethnicity, single parenthood,
dental caries prevalence and dentist-to-population ratio). To identify the
moderators of the relationship between DA and deprivation, interaction terms for
ethnicity, single parenthood, prevalence of dental caries and dentist-to-
population ratio were added to the final regression model (Royston, 2017).
Adjusted marginal effects were estimated after controlling for other covariates.

Predicted average marginal effects were visualised using STATA command
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‘marginsplot’. Statistical significance was set at 0.05. The analysis was carried

out using Stata 14 (StataCorp., 2015).

2.3 Results

Study 1

2.3.1 Greater child oral health inequality in England
compared to Wales and Northern Ireland, despite

lower disease level.

Table 2.1 describes the population of the study by age group, country and IMD.
Almost 51% of the population were male. The majority of study children in

England fall in the most deprived category.

Generally, children in more deprived categories were more likely to experience
decay (Table 2.2 and 2.3). For example, 27.1% of children in the least deprived
category in England experienced obvious decay in their primary teeth, increasing
with deprivation to 47% in the most deprived quintile. Similarly, the mean number
of primary teeth with obvious decay in England was 0.58 in the least deprived
guintile compared to 1.49 in the most deprived quintiles. In permanent teeth, 17%
of children in the least deprived category experienced obvious decay increasing
to 38.9% in the most deprived category, whereas the mean number with obvious
decay was 0.41 in the least deprived category increasing to 1.09 in the most
deprived category. Overall, the prevalence and severity of dental caries was

lower in England compared to Wales and Northern Ireland.
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PR and RRs were generally higher in more deprived categories (Table 2.4 and
2.5). For example, children in the most deprived category in England were 2.3
times more likely to have experienced ‘obvious’ dental decay in permanent
dentition compared to those from the least deprived category (PR=2.3, 95%
CI=1.71, 3.09; p<0.001). The RR for mean number of affected teeth in this
deprivation category was 2.65 times greater than that of the least deprived group

(RR=2.65, 95% Cl=1.79, 3.92; p<0.001).

Overall, the values of RIIs were significant for most caries indicators, except for
the absence of significant inequalities in Northern Ireland for the prevalence of
‘obvious’ and ‘clinical’ decay in permanent teeth, though the most deprived
categories still had the highest prevalence of dental caries. The Rlls for all caries
indicators for England were larger than those reported for Wales or Northern
Ireland. The smallest inequality for England was for the prevalence of ‘clinical’
decay in primary teeth the prevalence was 1.7 times higher compared to the least
deprived group (RI1=1.71, 95% CI=1.33, 2.22; p<0.001) while the largest was for
the mean number of permanent teeth with ‘obvious’ decay which was 3.7 times
greater compared to the least deprived groups. (RI11=3.66, 95% CIl=2.25, 5.95;

p<0.001).
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Number Proportion %
Sex
Male 4812 50.8
Female 5054 49.2
Age
5-year olds 2549 26.3
8-year olds 2367 24.6
12-year olds 2532 23.8
15-year olds 2418 25.3
Country
England 5642 91.4
Wales 2,151 5.1
Northern Ireland 2,073 3.5
IMD (England)
Most deprived quintile 2,214 313
2nd Quintile 1,073 19.5
3rd Quintile 756 16.8
4th Quintile 724 17.1
Least deprived quintile 649 15.3
IMD (Wales)
Most deprived quintile 627 215
2nd Quintile 496 25.5
3rd Quintile 358 18.6
4th Quintile 363 20
Least deprived quintile 167 14.3
IMD (Northern Ireland)
Most deprived quintile 360 18.6
2nd Quintile 496 23.1
3rd Quintile 563 24.9
4th Quintile 395 21
Least deprived quintile 208 12.4

Proportions are weight adjusted

Table 2.1. Characteristics of the population study (Source: Child Dental Health
Survey 2013, England, Wales and Northern Ireland).
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Table 2.2. Prevalence of dental caries experience (% of children affected) with 95%
Cl according to deprivation, by country (Source: Child Dental Health Survey 2013,
England, Wales and Northern Ireland).

IMD England Wales Northern Ireland

Obvious Decay (Primary dentition)

Least deprived 27.1(20.8-34.3) 33.2(28.0-38.9) 35.9(24.7-48.8)
2nd Quintile 28.7 (21.9-36.7) 43.8 (35.3-52.8) 44.8 (35.2-54.8)
3rd Quintile 35.3(28.2-43.1) 44.9 (35.2-55.0) 46.9 (40.3-53.6)
4th Quintile 44.5 (39.1-50.0) 55.5 (41.4-68.7) 46.8 (38.6-55.3)
Most deprived 47 (42.5-51.5) 59.3 (46.4-71.0) 62.4 (53.3-70.7)
Clinical Decay (Primary dentition)
Least deprived 44.9 (36.7-53.5) 54.7 (41.6-67.2) 48.8 (35.3-62.6)
2nd Quintile 45.8 (38.2-53.5) 58.9 (47.8-69.1) 49.9 (39.6-60.1)
3rd Quintile 48 (40.8-55.2) 59.6 (47.2-71) 55 (48.2-61.6)
4th Quintile 57.2 (50.7-63.3) 61.8 (49.4-72.9) 56.6 (47.4-65.4)
Most deprived 63.6 (57.2-69.6) 70.3 (55.5-81.8) 75.5 (64.4-84)
Obvious Decay (Permanent dentition)
Least deprived 17 (12.8-22.1) 28 (12.1-52.4) 48.4 (32.4-64.7)
2nd Quintile 21.6(17.8-26.0) 38.9(29.2-49.5) 45 (37.8-52.4)
3rd Quintile 26.1(20.6-32.6) 43.1(32.3-54.6) 44.2 (36.6-52.2)
4th Quintile 32.4(25.9-39.6) 51.7 (42.4-60.9) 50.4 (41.8-59)
Most deprived 38.9(33.4-44.8) 56 (50.3-61.5) 63 (52-72.9)
Clinical Decay (Permanent dentition)
Least deprived 36.3 (28.3-45.0) 48 (28-68.6) 60.9 (42.8-76.4)
2nd Quintile 41.7 (33.7-50.1) 61.8 (49.9-72.5) 55.8 (46.9-64.4)
3rd Quintile 48.8 (41.7-56) 68.6 (56-78.9) 56.1(47.3-64.5)
4th Quintile 53.3 (46.4-60.1) 79.1 (69.2-86.4) 65 (57.4-71.8)
Most deprived 60.2 (51.8-68.0) 73.2 (65.1-80.0) 72.4 (64-79.5)
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Table 2.3. Severity of dental caries experience (mean number of teeth affected,
with 95% CI) according to deprivation, by country (Source: Child Dental Health
Survey 2013, England, Wales and Northern Ireland).

IMD England Wales Northern Ireland

Obvious Decay (Primary dentition)

Least deprived 0.58 (0.74, 0.74) 1.16 (1.49, 0.74) 1.21(1.82, 0.74)
2nd Quintile 0.87(1.15, 1.15) 1.49 (1.94, 1.15) 1.29(1.60, 1.15)
3rd Quintile 1.02 (1.26, 1.26) 1.73 (2.32, 1.26) 1.47 (1.71, 1.26)
4th Quintile 1.39(1.59, 1.59) 2.27(3.28, 1.59) 1.49 (1.87, 1.59)
Most deprived 1.49 (1.68, 1.68) 2.03(2.73, 1.68) 2.14 (2.68, 1.68)
Clinical Decay (Primary dentition)
Least deprived 1.21(1.53,0.74) 2.24.(3.06, 0.74) 1.69 (2.39, 0.74)
2nd Quintile 4(1.81,1.15) 2.07 (2.42, 1.15) 1.68(2.18, 1.15)
3rd Quintile 1.58 (1.89, 1.26) 2.57(3.39, 1.26) 1.97 (2.30, 1.26)
4th Quintile .13 (2.53, 1.59) 2.86(3.98, 1.59) 2.08 (2.60, 1.59)
Most deprived 5(2.93, 1.68) 2.86(3.70, 1.68) 3.11(3.61, 1.68)
Obvious Decay (Permanent dentition)
Least deprived 0.41 (0.56, 0.74) 0.68 (1.27,0.74) 1.45 (2.06, 0.74)
2nd Quintile 0.52(0.70, 1.15) 1.02 (1.39, 1.15) 1.35(1.71, 1.15)
3rd Quintile 0.64 (0.79, 1.26) 1.19 (1.65, 1.26) 1.45(1.82,1.26)
4th Quintile 0.87(1.06, 1.59) 1.52(1.93, 1.59) 1.82(2.14, 1.59)
Most deprived 1.09 (1.29, 1.68) 1.76 (2.27, 1.68) 3.03(3.85, 1.68)
Clinical Decay (Permanent dentition)
Least deprived 1.18 (1.57, 1.15) 1.44 (2.34,1.15) 6(3.75, 1.15)
2nd Quintile 4(1.88, 2.15) 2.35(3.16, 2.15) 2.43(3.24, 2.15)
3rd Quintile 1.49 (1.80, 3.15) 2.38(2.82, 3.15) 2.12(2.61, 3.15)
4th Quintile 8(2.13, 4.15) 3.27 (4.26, 4.15) 2.83(3.57, 4.15)
Most deprived 2.35(2.79, 5.15) 3.09 (3.58, 5.15) 4.01 (4.84, 5.15)
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Table 2.4. Prevalence Ratio (PR) (percentage of children affected) and Relative
Index of Inequalities (RII) for dental caries experience, with 95% CI (Source: Child
Dental Health Survey 2013, England, Wales and Northern Ireland).

Index of
Multiple England Wales Northern Ireland
Deprivation
PR P PR P PR P
Value Value Value
Obvious Decay (Primary dentition)
Least deprived
quintile Reference Reference Reference
2nd Quintile 1.06 (0.71, 1.58) 0.77 1.32(1.01,1.73) 0.05 1.25(0.84,1.86) 0.27
3rd Quintile 1.30(0.97, 1.75) 0.07 1.35(1.00, 1.82) 0.05 1.31(0.94,1.81) 0.11
4th Quintile 1.64(1.27,2.13) <0.001 1.67(1.26, 2.20) 0.001 1.31(0.90, 1.89) 0.15
Most deprived
quintile 1.74 (1.32,2.29) <0.001 1.78 (1.45, 2.20) <0.001 1.74(1.26, 2.39) 0.001
RII 2.18 (1.64, 2.88) 2.01 (1.52, 2.66) 1.64 (1.21, 2.22)
P Value <0.001 <0.001 0.002
Clinical Decay (Primary dentition)
Least deprived
quintile Reference Reference Reference
2nd Quintile 1.02 (0.81, 1.28) 0.88 1.08(0.90, 1.29) 0.40 1.02(0.76, 1.36) 0.89
3rd Quintile 1.07 (0.86, 1.32) 0.55 1.09(0.76, 1.57) 0.63 1.13(0.85, 1.48) 0.39
4th Quintile 1.27 (1.03, 1.57) 0.02 1.13(0.92,1.39) 0.24 1.16 (0.84, 1.60) 0.36
Most deprived
quintile 1.42(1.15,1.75)  0.002 1.28(1.14,1.44) <0.001 1.55(1.17,2.04)  0.003
RII 1.71 (1.33, 2.20) 1.34(1.13, 1.60) 1.68(1.23, 2.29)
P Value <0.001 0.002 0.001
Obvious Decay (Permanent dentition)
Least deprived
quintile Reference Reference Reference
2nd Quintile 1.27(1.03, 1.59) 0.03 1.39(0.63, 3.08) 0.40 0.93 (0.64, 1.36) 0.71
3rd Quintile 1.54 (1.10, 2.16) 0.13 1.54(0.75, 3.15) 0.22 0.91(0.64, 1.31) 0.62
4th Quintile 1.91(1.37,2.67) <0.001 1.85(0.84, 4.08) 0.12 1.04 (0.69, 1.56) 0.84
Most deprived
quintile 2.30(1.71,3.09) <0.001 2.00(0.92, 4.33) 0.08 1.30(0.90, 1.89) 0.16
RII 2.86 (2.02, 4.05) 2.04 (1.25,3.32) 1.51 (1.00, 2.28)
P Value <0.001 0.006 0.05
Clinical Decay (Permanent dentition)

Least deprived
quintile Reference Reference Reference
2nd Quintile 1.15(0.96, 1.38) 0.13 1.29(0.81, 2.03) 0.26  0.92(0.70, 1.20) 0.52
3rd Quintile 1.35(1.08, 1.67) 0.008 1.43(0.93, 2.19) 0.10 0.92(0.70,1.22) 0.56
4th Quintile 1.47 (1.16, 1.86) 0.002 1.65(1.03, 2.63) 0.04 1.07(0.78,1.45) 0.68
Most deprived
quintile 1.66(1.28,2.15) <0.001  1.53(1.01,2.3) 0.04 1.19(0.88, 1.60) 0.25
RII 1.89 (1.35, 2.64) 1.48 (1.16, 1.89) 1.38 (0.98, 1.94)
P Value <0.001 0.003 0.07
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Table 2.5. Rate Ratio (RR) for mean number of affected teeth and Relative Index of
Inequalities (RIl) for dental caries experience, with 95% CI (Source: Child Dental
Health Survey 2013, England, Wales and Northern Ireland).

Index of
Multiple England Wales Northern Ireland
Deprivation
P P P
RR Value RR Value RR Value
Obvious Decay (Primary dentition)
Least deprived
quintile Reference Reference Reference
2nd Quintile 1.50 (0.94, 2.40) 0.09 1.29(0.89, 1.86) 0.17 1.06(0.62,1.81) 0.83
3rd Quintile 1.75(1.21, 2.54) 0.003 1.50(0.92, 2.43) 0.10 1.21(0.73, 2.01) 0.46
4th Quintile 2.39(1.79, 3.21) <0.001 1.96(1.24, 3.09) 0.006 1.23(0.71, 2.13) 0.46
Most deprived
quintile 2.57(1.86,3.55) <0.001 1.76(1.20,2.57) 0.006 1.76(1.06, 2.91) 0.03
RII 3.05 (2.16, 4.32) 2.18(1.21, 3.93) 1.85(1.14, 2.98)
P Value <0.001 0.01 0.01
Clinical Decay (Primary dentition)
Least deprived
quintile Reference Reference Reference
2nd Quintile 1.16 (0.81, 1.65) 0.41 0.92(0.68, 1.26) 0.60 0.99 (0.65, 1.53) 0.98
3rd Quintile 1.30(0.95, 1.80) 0.10 1.15(0.65, 2.03) 0.62 1.16(0.78, 1.73) 0.45
4th Quintile 1.76 (1.27, 2.43) 0.001 1.28(0.97,1.69) 0.08 1.23(0.76, 1.99) 0.40
Most deprived
quintile 2.07 (1.51,2.84) <0.001 1.28(1.02, 1.60) 036 1.84(1.22,2.77)  0.004
RII 2.76 (1.87, 4.08) 1.53 (1.15, 2.03) 2.05 (1.31, 3.20)
P Value <0.001 0.005 0.002
Obvious Decay (Permanent dentition)
Least deprived
quintile Reference Reference Reference
2nd Quintile 1.27(0.91, 1.77) 0.16  1.49(0.60, 3.75) 0.37 0.93(0.59, 1.46) 0.75
3rd Quintile 1.54 (1.00, 2.37) 0.05 1.74(0.71, 4.24) 0.21 1.00(0.61, 1.65) 1.00
4th Quintile 2.1(1.39,3.18) 0.001 2.22(0.90, 5.46) 0.08 1.25(0.79, 1.98) 0.33
Most deprived
quintile 2.65(1.79,3.92) <0.001 2.57(0.95, 6.93) 0.62 2.08(1.28,3.39)  0.004
RII 3.66 (2.25, 5.95) 2.77 (131, 5.85) 2.87 (1.63, 5.04)
P Value <0.001 0.01 <0.001
Clinical Decay (Permanent dentition)

Least deprived
quintile Reference Reference Reference
2nd Quintile 1.19(0.89, 1.58) 0.24 1.63(0.83,3.21) 0.15 0.94(0.59, 1.49) 0.78
3rd Quintile 1.27 (0.91, 1.76) 0.15 1.65(0.95, 2.86) 0.07 0.81(0.52,1.27) 0.36
4th Quintile 1.52(1.08, 2.15) 0.017 2.27(1.13, 4.55) 0.02 1.09(0.66, 1.81) 0.74
Most deprived
quintile 2.00(1.37,2.90) <0.001 2.14(1.09, 4.22) 0.03  1.54(0.95, 2.50) 0.08
RII 2.56 (1.51, 4.36) 2.15(1.28, 3.61) 1.9 (1.05, 3.43)
P Value 0.001 0.006 0.03
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Study 2

2.3.2 Variations in dental attendance in England and its

association with local area deprivation.

2.3.2.1 Variations by region and local area in England

The rate of DA (2017) in children aged 5 years old and under was 38.1%; rates
ranged from 17% in Hackney to 67.5% in South Tyneside. In younger children,
the rate was 11.7% in children aged 1 year old and under, ranging from 3.7% in
Hackney to 37.6% in South Tyneside. In children under 1 year old, the rate was
2.8%, the corresponding range was 0 in the City of London to 12.3% in South
Tyneside. The rate in children under 1 year old was higher than 10% in only two
out of 151 LAs. Table 2.6 presents the 10 local authorities with the highest and

lowest DA rates in 2017.

Generally, rates were higher in the North of the country. In children aged 5 years
old and under, rates varied from 29.1% in the region of London to 47.1% in the
North East. In those aged ‘one year old and under’ rates ranged from 7.8% in
London to 21.9% in the North East; and from 1.6% in London to 5.6% in the North

West in those children ‘under 1 year old’ (Figure 2.1).

2.3.2.2 Comparing changes in DA rates from 2017 to 2018

Generally, DA rates remained steady. In children aged 5 years and under, the
rate was 38.7% compared to 38.1% in the previous year. Rates ranged from
17.7% to 66.1% (compared to 17 to 67.5% from the previous year). In children

aged one year and under, DA rates increased from 11.7% to 13%, ranging from
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4.5 to 35.3% (compared to 3.7 to 37.6% from the previous year). Whereas the
rate in children under one year increased from 2.8 to 3.1%; ranging from 0.8 to

11.4% to (compared to 0 to 12.3% in the previous year).

South Tyneside persisted with the highest rates of DA in the three age groups.
Hackney still had the lowest rates in children aged 5 years and under and in
children aged one year and under, whereas Suffolk had the lowest rate in children

under one year.

In children aged 5 years and under, the highest increase in the DA rate was 6%
in Islington, while the highest decrease was 4.1% in Camden. In younger
children, the highest increase was 6% and 7% in children aged one year and
under and children under one year, respectively; both in the City of London.
Whereas the highest decrease was 2.2% in South Tyneside in children aged one
year and under and; 1.9% in Tameside in children under one year old. Figures
2.2-2.4 show a map of rates of DA across LAs. Maps were produced using Stata

14 (StataCorp., 2015).
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Table 2.6. The ten local authorities with the highest and lowest rates of dental
attendance (2017) in children (Source: NHS Dental Statistics for England, 2016-

17).
Children aged 5 years Children aged 1 year Sl U Sk eEr
and under and under
. Rate . Rate . Rate
Local Authority % Local Authority % Local Authority %
South Tyneside 67.5 South Tyneside 37.6 South Tyneside 12.3
Rutland 57.7 Tameside 27.2 Tameside 10.6
York 54.5 Rochdale 241 Oldham 9.0
Cheshire West
and Chester 54.0 Stockport 241 Stockport 8.3
Cheshire East ~ 51.4  Neweastleupon 55 ¢ o iherham 8.0
Tyne
Highest Stockton-on-
e Trafford 51.3 Tees 23.8 Rochdale 8.0
Bathand North o, ) gotherham 237 Bolton 7.4
East Somerset
Stockton-on- 50.7 Oldham )36 Cheshire West 79
Tees and Chester
Newcastle upon Cheshire West
Tyne 49.7 and Chester 23.3 Bury 6.9
Rochdale 49.6 Northumberland  23.2 Northumberland 6.8
Southampton 27.0 Southend-on- 5.8 North Eas.t 0.9
Sea Lincolnshire
Enfield 264 TowerHamlets 56  orehtonand 0.8
Hove
Newham 25.6 Isle of Wight 5.6 Torbay 0.8
Merton 235 Portsmouth 5.4 Hackney 0.7
s Waltham Forest  22.8 Suffolk 5.3 West Berkshire 0.7
rates Kensington and 22.4 Havering 4.8 Southampton 0.7
Chelsea
City of London 214 Waltham Forest 4.7 Waltham Forest 0.7
Westminster 21.0 Nprth Eas.t 4.3 Havering 0.6
Lincolnshire
Tower Hamlets 209 Southampton 3.9 Isle of Wight 0.5
Hackney 17.0 Hackney 3.7 City of London 0.0
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North West 45.9
63.2
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Yorkshire and the Humber o8 45.0
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North East : 47.1
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60.5
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East Midlands : 398
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East of England - 35.3
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Figure 2.1. Child dental attendance rates (%) in England (2017), by region (Source:
NHS Dental Statistics for England 2016-17).
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Dental attendance (%)

Highest (46.2- 67.5)

2nd Quintile (39.8- 46.2)
3rd Quintile (35.6- 39.8)
4th Quintile (32.6- 35.6)
Lowest (17- 32.6)

Dental attendance (%)

Highest (46.8 - 66.1)

2nd Quintile (40.6 - 46.8)
3rd Quintile (36.4 - 40.6)
4th Quintile (32.8 - 36.4)
Lowest (17.7 - 32.8)

Figure 2.2. Rates of dental attendance (a) 2017; (b) 2018 in children aged 5 years and under (Source: NHS Dental Statistics for England
2016-17; 2017-18).
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Dental attendance (%)
Highest (19.5 - 35.3)
2nd Quintile (14.2 - 19.5)
3rd Quintile (10.3 - 14.2)

4th Quintile (8.3 -10.3)
Lowest (4.5 - 8.3)

Dental attendance (%)
Highest (18.6- 37.6)
2nd Quintile (12.7- 18.6)

3rd Quintile (8.7-12.7)
4th Quintile (6.9- 8.7)
Lowest (3.7- 6.9)

Figure 2.3. Rates of dental attendance (a) 2017; (b) 2018 in children aged 1 year and under (Source: NHS Dental Statistics for England
2016-17; 2017-18).
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Dental attendance (%)
Highest (4.9- 12.3)
2nd Quintile (2.8- 4.9)
3rd Quintile (1.8- 2.8)
4th Quintile (1.3- 1.8)
Lowest (0-1.3)

Dental attendance (%)

Highest (5.2 - 11.4)
2nd Quintile (3.3 - 5.2)
3rd Quintile (2.1 - 3.3)

4th Quintile (1.6 - 2.1)
Lowest (0.8 - 1.6)

Figure 2.4. Rates of dental attendance (a) 2017; (b) 2018 in children under one year (Source: NHS Dental Statistics for England 2016-
17; 2017-18).
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2.3.2.3 DA and deprivation

23.23.1 Children aged 5 years and under

The Spearman test for the association between rates of DA for this group of age
and deprivation (IMD Average score) was not statistically significant
(Spearman=-0.02; p=0.78). There was, however, an inverse relationship
between DA and the proportion of LSOAs in the most deprived 10% nationally,
although it was weak (Spearman=-0.27; p=0.001). DA decreased as the
proportion of LSOAs in the most deprived 10% nationally decreased. There was
no statistically significant association with IDACI Average Score

(Spearman=0.12; p=0.14).

2.3.23.2 Children aged one year and under

The values of Spearman correlation showed a negative association between
rates of DA and deprivation (IMD Average score), although it was weak
(Spearman=-0.21p= 0.010). The percentage of children seen by a NHS dentist
decreased as the level of deprivation decreased (Figure 2.5). Similarly, there
was also a moderate association with the Proportion of LSOAs in most deprived
10% nationally (Spearman=-0.39; p=<0.001); DA decreased as the Proportion of
LSOAs in most deprived 10% nationally decreased. The association with IDACI

Average Score was not statistically significant (Spearman=0.11; p=0.20).
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2.3.23.3 Children under one year

There was also a negative association between DA rates and deprivation (IMD
Average score) as suggested by the Spearman test, although it was weak
(Spearman=-0.25; p=0.002). DA decreased as deprivation decreased (Figure
2.5). There was also a moderate association with the Proportion of LSOAS in
most deprived 10% nationally (Spearman=-0.42; p=<0.001); DA decreased as
the Proportion of LSOAs in most deprived 10% nationally decreased. The
association with IDACI Average Score was not statistically significant

(Spearman=-0.16; p=0.051).

Table 2.7 shows the percentage of DA by deprivation category. In younger
children, rates were higher in the most deprived quintiles. Whereas in children
aged 5 years and under and children of all ages the rates were similar across the

deprivation groups.
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Figure 2.5. Scatter diagram showing the association between dental attendance (2017) and deprivation (IMD 2015) in every local authority
(Source: NHS Dental Statistics for England 2016-17).

January 2021 CC Salomon-Ibarra 87



UNIVERSITYOF
BIRMINGHAM

INITIAL EXPLORATORY RESEARCH

2.3.2.3.4 Children all ages and adults

Rates of DA in all children (0 to 17 years old) have been reported by NHS
statistics (NHS Digital, 2017). Similar to the analysis in children aged 5 years and
under, the Spearman correlation did not show a statistically significant
association between rates of DA and deprivation. There was, however, an
association with the Proportion of LSOAs in the most deprived 10% nationally
(Spearman=-0.23; p=0.0005), although it was weak. There was not a significant

association with IDACI Average Score (Spearman=-0.11; p=0.18).

DA rates in adults have been also reported by NHS Digital. In this study, there
was a significant relationship between rates of attendance and deprivation (IMD
Average score); this association was stronger than in children (Spearman=-0.44;
p=<0.001). There was also an association with IMD Proportion of LSOAS in most
deprived 10% nationally (Spearman=-0.55; p=<0.001). The percentage of adults

seen by an NHS dentist decreased as deprivation decreased.
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Table 2.7. Rates of dental attendance in England (2017), by IMD quintile (Source: NHS Dental Statistics for England 2016-17).
Childrenaged 0to 17  Children aged 5years  Children aged 1 year Children under 1
years old and under and under year
DA % 95% ClI DA % 95% Cl DA % 95% ClI DA % 95% Cl
Most
. 57.4 (53.7,61.1) 38.1 (34.6,41.7) 13.9 (11.4, 16.4) 3.7 (2.8,4.7)
deprived
2nd 58.8 (56.4,61.3) 39.0 (36.0,42.0) 13.6 (11.1, 16.1) 3.5 (2.6,4.4)
3rd 58.4 (55.6,61.2) 38.8 (35.9,41.6) 13.2 (10.8, 15.6) 3.3 (2.5,4.2)
4th 57.6 (55.2,59.9) 37.9 (35.4,40.3) 11.1 (9.2,13.0) 2.5 (1.9,3.2)
Least
. 59.2 (56.4, 62.0) 38.1 (35.2,41.0) 10.0 (8.5,11.6) 19 (1.6, 2.3)
deprived
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2.3.2.4 Variations in DA in younger children

The values of Sll and RII for the analysis in children aged 5 years and under was
not statistically significant. In younger children, however, the results suggested
that DA rate for children under one was significantly higher in more deprived LAs.
In children under one, the SIl was -0.02 (95% CI=-0.01, -0.04) suggesting that
the difference in DA rate between the bottom and top of deprivation distribution
was 2 percentage points. The RII of 2.1 (95% CI=1.4, 3.2) suggested that DA
rate in the most deprived LA was 2.1 times higher than that of the least deprived

LA.

Similar findings were obtained for children aged 1 year and under; the SlIl was
-0.05 (95% CI=-0.02, -0.09) suggesting that the difference in DA rate between
the bottom and top of deprivation distribution was 5 percentage points. The RII
of 1.5 (95% CIl=1.2, 2) suggested that DA rate in the most deprived LA was 1.5
times higher than that of the least deprived LA. Table 2.8 summarises these

results.

The Sl and RII analyses were also carried out using data from NHS statistics

2017/18 but it did not show a substantial difference (Table 2.8).
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Table 2.8. Association between child dental attendance (2017/2018) and deprivation (IMD 2015) (Source: NHS Dental Statistics for
England 2016-17; 2017-2018).

Children aged 5 years and under Children aged 1 year and under Children under 1 year

2017 2018 2017 2018 2017 2018
(n=1,563,416) (n=1,592,452) (n=155,308) (n=173,863) (n=18,359) (n=20,799)

DA rates % (Range) 38.1(17.0,67.5) 38.7(17.7, 66.1) 11.7 (3.7, 37.6) 13 (4.5, 35.3) 2.8(0.0,12.3) 3.1(0.8,11.4)
Median (IQR)* 37.7 (33.5, 42.9) 38.9(33.7,44.9) 10(7.4,17.0) 12 (8.7, 18.5) 2.0(1.4,3.9) 2.4(1.6,4.7)
rs -0.02 -0.008 -0.21 -0.18 -0.25 -0.23
P value 0.78 0.91 0.01 0.03 0.002 0.004
SII (Cl)** 0.006 (-0.04, 0.05) 0.002 (-0.04, 0.05) -0.05 (-0.02,-0.09) -0.04 (-0.01,-0.08) -0.02 (-0.01, -0.04) -0.02 (-0.01, -0.03)
P value 0.80 0.93 0.003 0.009 <0.001 0.001
RII (ClI) 1.02 (0.99, 1.14) 1(0.9, 1.13) 1.5(1.2,2) 1.4(1.1,1.7) 2.1(1.4-3.2) 1.8(1.3,2.6)
P value 0.80 0.93 0.004 0.004 <0.001 0.001
*Interquartile range
**95% Confidence Interval
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2.3.3 Complementary analysis

There was no association between DA rates and dental extractions (DE), as
suggested by the Spearman test. As expected, there was a link between DE
(children aged 4 year and under) and deprivation (Spearman=0.32; p=0.0001).
Rates of dental extractions increased as local deprivation increased. Rates were
significantly higher in more deprived LAs; the Sll suggested a difference of 0.3-
percentage point across the deprivation distribution. DE rates in the most
deprived LAs were 2.7 times higher compared to the least deprived, as
suggested by the RIl. The analysis was also carried out considering children all
ages, similar results were found (Table 2.9).

Table 2.9. Association between dental extractions (Number of finished consultant

episodes for dental extractions) and deprivation (IMD 2015) (Source: Hospital
Episode Statistics 2016-17).

Children aged 4 Children aged 19
years and under  years and under
2017 2018
(n=9,001) (n=61,301)

Average % (Range) 0.30(0.02, 1.10) 0.50 (0.04, 1.60)
Median (IQR)? 0.28 (0.06, 0.40) 0.46 (0.21, 0.66)
re -0.32 -0.24
P value 0.0001 0.003
SIl (Cl) -0.003 -0.003
P value <0.0001 0.001
RII(CI) 2.7 2.0
P value <0.0001 0.001

9Interquartile range
b95% Confidence interval
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Study 3

2.3.4 Deprivation and child dental attendance in England:

exploring the shape of the association and moderators

The average rate of DA in children aged 5 years and under was 37%, for the year
to March 2017. Rates ranged from 10.6 to 56.5%. Figure 2.6 shows a map of

DA across lower-tier local authorities.

. Dental Attendance %

Il Highest (44 4 - 56.5)

[ 2nd Quintile (39.7 - 44.4)
3rd Quintile (36.3 - 39.7)
4th Quintile (32.2 - 36.3)

[ Lowest (10.6 - 32.2)

Figure 2.6. Rates of dental attendance (2017) in children aged 5 year and under,
by lower tier local authority (Source: NHS dental statistics 2017).
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Table 2.10 and Figure 2.7 show the results of the fractional polynomial
regression analysis which assessed the shape of the relationship between DA
and deprivation. The second-order polynomial model (m=2) was compared to the
linear model and first-order polynomial model (m=1). The best-fitting first-order
model (m=1) had a power 0.5 implying a curve that gradually ascended whereas
the best-fitting second-order polynomial (m=2) had powers (3 3) implying that this
was a pattern with two curves, an inverted U-shaped curve followed by a U-
shaped one. However, the second-order model was not statistically significantly
better in terms of model fit to data than neither the linear (p=0.582) or the first
order model (p=0.403). As FP models did not provide better fit than that of a
simple linear model, the linear model was selected for final analyses and the
association between DA and deprivation was treated as linear.

Table 2.10. Fractional polynomial models comparisons for the shape of the

association between dental attendance and deprivation® (Source: NHS dental
statistics 2017).

IMD _ Deviance =
df @ Deviance i b Powers
Models difference Value
Omitted 0 2209.57 8.34 0.08
Linear 1 2203.19 1.96 0.58 1
m=1 2 2203.06 1.84 0.40 0.5
m=2 4 2201.23 3 3 *

2Degress of freedom
bp value from deviance difference comparing reported models with m=2 Model
*Best powers of IMD among 44 models fit: 3 3.

+Best fitting second-order model (m=2) compared to linear model and best fitting first-order model

(m=1).
m=2 Model

Coef. 95% ClI P Value
IMD 1 -0.52 (-0.96, -0.08) 0.02
IMD 2 0.35 (0.02, 0.68) 0.04
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Figure 2.7. Fractional polynomial model for the association between dental attendance and deprivation (Source: NHS dental statistics
2017).
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Table 2.11 describes the variables for the multivariable regression analysis for
the association of deprivation and dental attendance. The results of this analysis
are shown in Table 2.12. In this model, deprivation remained a significant
predictor of DA after controlling for the effect of ethnicity, single parenthood,
dental caries and dentist-to-population ratio. The adjusted model explained
nearly 40% of the variation in DA (R-squared=0.3983). White ethnicity, single
parenthood and dental caries were directly associated with an increase in DA,
however, dentist-to-population ratio was not.

Table 2.11. Covariates of the regression model for the association of deprivation

and dental attendance in 0 to 5-year-old children (Source: NHS dental statistics
2017).

Independent Median QR
variable %

IMD? 18.1 (12.9-25.2)
White Ethnicity® 95.0 (87.4-97.4)
Single parenting® 3.2 (2.6-3.9)
Dental caries® 20.8 (15.4-26.6)
pentistto 59.8 (51.1-69.0)
population-ratio©

9Index of Multiple Deprivation Average Score.
bpercentage of White ethnicity population, Single parents and
5-year olds with dental caries in every local authority.

‘Dentists per 100,000 population in every local authority.
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Table 2.12. Regression analysis for the association of deprivation (IMD 2015) and
dental attendance in O to 5-year-old children (Source: NHS dental statistics 2017).

Model 1 Model 2

Independent P

=L Coef.  95%Cl Coef.  95%Cl  PValue
variable Value
IMD? -0.1 (-0.2,-0.03) 0.012 -0.39 (-0.53,-0.24) <0.0001
White Ethnicity® _ 0.35 (0.29,0.41) <0.0001
Single parenting® _ 2.21 (0.91, 3.51) 0.001
Dental caries® _ 0.34 (0.25,0.44) <0.0001
Dentistto _ 003  (-0.01,007)  0.162
population ratio
R2 0.0194 0.3983

9Index of Multiple Deprivation Average Score.

bpercentage of White ethnicity population, Single parents and 5-year olds with dental caries in every local
authority.

cDentists per 100,000 population in every local authority.

Statistical significant values are indicated in bold.

To evaluate the effect of modifying variables, interaction terms were added to
final models (Table 2.13). There were significant interactions between
deprivation and three covariates, dental caries (F (6,295) =34.44; p=0.009),
White ethnicity (F (6,295) =37.12; p=<0.001) and single parenthood (F (6,295)
=33.98; p=0.02). The decrease in DA with increasing deprivation was steeper in
those LAs with the lowest prevalence of dental caries and lowest proportion of
single parents, compared to LAs with the highest proportion of dental caries and
single parents (Figure 2.8 and Table 2.14). However, in LAs with the lowest
proportion of White population, there was an increase in DA with increasing

deprivation, but it was not statistically significant.
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Table 2.13. Models with interaction terms for the association of deprivation (IMD 2015) and dental attendance in O to 5-year-old
children (Source: NHS dental statistics 2017).

Interactions

IMD and Dental caries IMD and Ethnicity IMD and Single parenting

Indgpendent Coef. 95% ClI PValue Coef. 95% ClI PValue Coef. 95% ClI P Value
variable

IMD? -0.65 (-0.89,-0.41) <0.0001 0.80 (0.21, 1.39) 0.008 -0.73 (-1.06,-0.40) <0.0001
White Ethnicity® 0.35 (0.30,0.41) <0.0001 0.71 (0.53,0.89) <0.0001 0.35 (0.30,0.41) <0.0001
Single parenting® 2.33 (1.04,3.62) <0.0001 2.53 (1.25,3.81) <0.0001 -0.06 (-2.42,2.29) 0.96
Dental caries® 0.11 (-0.10, 0.31) 0.31 0.38 (0.28,0.47) <0.0001 0.36 (0.26,0.45) <0.0001
Dentistto 403 (001,007 020 005 (000,009 0029 003 (001,008 0.3
population ratio

Interaction term 0.01 (0.00, 0.02) 0.009 -0.01 (-0.02,-0.01) <0.0001 0.10 (0.01, 0.18) 0.024

R2

0.4119

0.4302

0.4087

9Index of Multiple Deprivation Average Score.
bpercentage of White ethnicity population, single parents and 5-year olds with dental caries in every local authority.

cDentists per 100,000 population in every local authority.
Statistical significant values are indicated in bold.

98

CC Salomon-lbarra

January 2021



.8 ' UNIVERSITYOF
=y BIRMINGHAM

Results

Table 2.14. Marginal effect of dental attendance rate (95% Confidence Intervals)
for the interaction of deprivation and White ethnicity, single parenthood and caries
prevalence at 1%, 25%, 50% and 75th percentiles” (Source: NHS dental statistics

2017).

Percentiles Coef. 95% Cl
1% 0.21 (-0.11, 0.53)
25% -0.41* (-0.55,-0.27)
White Ethnicity

50% -0.52* (-0.67,-0.36)
75% -0.55* (-0.71,-0.39)
1% -0.53* (-0.72,-0.34)
25% -0.47* (-0.63,-0.31)

Single Parenthood
50% -0.41* (-0.56,-0.27)
75% -0.35* (-0.49,-0.21)
1% -0.59* (-0.79,-0.38)
25% -0.48* (-0.64,-0.32)

Caries Prevalence
50% -0.42* (-0.56,-0.28)
75% -0.35* (-0.50,-0.21)

* P Value <0.001

+Model was adjusted for covariates.
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Figure 2.8. Predicted estimates for dental attendance according to deprivation by ethnicity, single parenthood and caries prevalence
(Source: NHS dental statistics 2017).
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2.4 Discussion

Despite there being lower levels of dental caries experience among children in
England, there were greater inequalities compared to Wales and Northern
Ireland. Nevertheless, inequalities in dental caries prevalence and severity were
seen in the three countries, with children from most deprived backgrounds

experiencing higher prevalence and severity in both dentitions.

Rates of DA were generally low with substantial variations across regions and
LAs. Approximately 60% of children aged 5 years and under were not seen by
an NHS dentist in the 12 months to June 2017 in England. Only 12% of children
visited an NHS dentist before the age of two and 3% before the age of one. Rates
were higher in the North of the country while the lowest rates were reported in
the London region. Rates varied considerably among LAs. The highest rates
were seen in South Tyneside whereas the lowest rates were seen in Hackney
and London. The highest rate of DA in children aged 5 years and under, more
than tripled the lowest rate; while in younger children, there was a tenfold
variation for children aged 1 year and under and a 12-fold variation in children

under 1 year.

Rates remained steady the following year (to June 2018), with an increase of
0.6% in the rate in children aged five years and under, 1.3% in children aged one
year and under and only 0.3% in children under one year. It was not possible to
compare rates before 2017 as NHS dental statistics from previous years did not

report the number of children seen by single age.
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There was a direct link between DA rates and local deprivation in younger
children with the percentage of children seen by an NHS dentist decreasing with
a decrease in the level of deprivation. Surprisingly, DA rates were slightly higher
in more deprived areas. Further analyses showed that the difference in DA rate
between the bottom and top of deprivation distribution was two percentage points
in children under 1 year, and 5 points in children aged 1 year and under, as
suggested by the SlI. In children under 1 year, the rate of DA in the most deprived
LA was 2.1 times higher than in the least deprived LA while in children aged 1

year and under, the rate was 1.5 times higher, as shown by the RII.

There was also an association between DA and IMD measured by the Proportion
of LSOAs in most deprived 10% nationally in the three age groups following the
same trend, a decrease in DA as the proportion of most deprived small areas in
a LA decreased. However, the associations were not strong, and no association
was found with the proportion of children living in income-deprived households
(IDACI Average Score). In the analysis in adults, deprivation was also linked to
DA rates, the percentage of adults seen by an NHS dentist decreased as

deprivation decreased. This association was stronger than in children.

DA in this study, although influenced by socio-economic factors, was only
partially explained by LA deprivation. For instance, in younger children, the LAs
with the highest levels of deprivation such as Blackpool, Knowsley and Hull were
not amongst those LAs with the lowest DA rates. Nevertheless, Hackney which
had the lowest rate is among the ten most deprived LAs. The City of London also
had the lowest DA rate, but it is not among those deprived LAs. Contrary to this,

South Tyneside which had the highest rates was ranked 26" in deprivation.
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In seeking to interpret the observed pattern of attendance The Chartered Institute
of Public Finance and Accountancy (CIPFA, 2017) “nearest statistical neighbour”
tool was used to explore whether DA rates were similar between LAs with
comparable characteristics such as ethnicity and urban/rural characteristics. This
tool is commonly used with other health data sets in England, including oral
health data (PHE, 2017b). However, it did not explain the variation. For example,
the DA rate in children aged 1 year and under in North-East Lincolnshire was
4.3% but its nearest statistical neighbour, Redcar and Cleveland, had a rate of

22% (Table 2.15).

Table 2.15. The five local authorities with the highest and lowest rates of dental
attendance (2017) in children aged 1 year and under compared to their nearest
statistical neighbour (Source: The Chartered Institute of Public Finance and
Accountancy 2017).

Local Authority with the Nearest local

highest rates & authority neighbour %
South Tyneside 37.6 Redcar and Cleveland 22
Tameside 27.2 Halton 12.2
Rochdale 241 Derby 11.3
Stockport 241 York 19.6
Newcastle upon Tyne 239 Stoke-on-Trent 17.5
Local Authorities with % Nearest local %
the lowest rates Authority neighbour
Havering 4.8 Bedford 8.5
Waltham Forest 4.7 Luton 10
North East Lincolnshire 4.3 Redcar and Cleveland 22
Southampton 3.9 Bristol 8.3
Hackney 3.7 Leicester 18.5

Nevertheless, it should be considered that LAs are not homogenous and that

there might be variations in population and deprivation both between and within
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LAs; for example one LA might be in the middle range of deprivation across its
whole population, whereas another with the same IMD score might have
substantial heterogeneity. In the study, South Tyneside which had the highest
dental rate in the three age groups, has a population dentist-ratio above the
England average (NHS Digital, 2017) even though it has a high level of
deprivation. It also has a small geographical size, which might make it easier for
patients to access services without the need to travel long distances. By contrast,
The City of London, which had a very low DA rate is a very heterogenous area
with a high level of immigration and a likely high population turnover. It has a very
small population of young children which might partially explain its low rate. Only
a small number of children were seen by an NHS dentist but none of those under
1 year. Factors such as the availability and access to NHS dental care and even
a pattern of reported inappropriate contact with health services might have an
influence (Muirhead et al., 2018). These factors, in addition to the small

population of young children, might explain the low DA rate.

Progressive restriction of NHS dental contracts that only provide care to children
(Secretary of State for Health, 2008) may also be a factor in producing the pattern
found. One of the limitations of these studies is that the reported rates did not
include children who may have visited a dentist under private arrangements.
However, figures of private dental providers were explored to see whether

children were being seen privately but apparently it was not the case.

Given that dental services are free for children under 18, the reports from surveys
state that nearly all children’s dental visits are under NHS arrangements (Tsakos

et al., 2015) and that a high proportion of the adult population report successful
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attempts to access NHS dental care, as reported by GPs surveys (NHS England,
2017a); it might be assumed that NHS dental access figures for children reflect
true access rates. Although, there might be a higher use of private dental care in
more affluent LAs; the 2017 GP survey reported that 38% of adults who reported
not having tried to get an NHS appointment mentioned private dentistry as the

reason for this (NHS England, 2017a).

Jones and colleagues (2013) discussed the information gap for private dental
care, which might affect any assessment of inequalities in dental access related
to deprivation, and it is logical to theorise that parents in relatively affluent areas
are more likely to see a private dentist and may ask the same dentist to care for
their child’s teeth, even if that dentist does not offer NHS dental care, rather than
take the child to a different dentist offering NHS treatment. These private dentists
might, in turn, offer their regular adult patients free or minimal charge check-ups

for their children, since they would probably have little need for treatment.

Rates of DA in this study do not necessarily represent children accessing dental
services at an appropriate interval for preventive care, as they will include
children who have attended for urgent conditions. The recorded child DA could
include any reason for the dental visit. The incidence of acute dental events is
likely to be higher in more deprived communities, matching the observed higher
prevalence of dental caries in more deprived groups. Also, the recording of
residence by dental provider location rather than child residence might also
explain some of the differences between LAs, but it is reasonable to assume that
very young children are likely to be taken to a dentist close to where they live.

Some children may have only used hospital dental services exclusively, which
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are not recorded in NHS dental statistics report. Any such use of hospital services
for dental care is, however, more likely to be for management of acute conditions
or reflect a small number of children with serious health problems needing to
access dental care in a hospital environment. The study of dental extractions and
deprivation showed that the rate of dental extractions was higher in deprived
areas, as expected, although it was a very weak correlation and there was no

link with DA.

It was then hypothesised that the relationship between DA and deprivation might
be modified by disease risk and the nature of the attendance outcome measure,
therefore the relationship would be non-linear with higher DA rates at the extreme
ends of deprivation. This hypothesis, however, was rejected. The fractional
polynomial models did not provide a better fit for the shape of the association

between DA and deprivation than the linear model.

There was a linear relationship between DA rates in children aged 5 years and
under, and deprivation at lower-tier LA level, with rates decreasing as deprivation
increased. After controlling for confounders (ethnicity, single parenthood, dental
caries and dentist-to-population ratio) deprivation remained a significant predictor
of DA. Moreover, the association between DA and deprivation was moderated by

the effect of ethnicity, single parenthood and dental caries.

In contrast to the previous findings from this study in younger children, children
in more deprived areas were less likely to visit a dentist; however, deprivation
only marginally explained variation in DA. It has to be borne in mind that this data

differs from previous dental access data in that it was reported at upper-tier LA
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level whereas the second data is reported at lower-tier LA level, the child (and
parent) populations were also different and DA data was recorded at different

times.

Regardless of this, the association between DA and deprivation has been
inconclusive. A study by Jones (2001) reported a significant association between
NHS child dental registration and social deprivation of English Health Authorities,
showing a decrease in the proportion of children registered with an NHS dental
practice as deprivation increased. However, the analysis also showed that child
dental registrations decreased in the most affluent health authorities, although it
was considered unlikely to be statistically significant. Jones (2001) concluded
that it might have reflected factors such as low disease prevalence and dental
needs but also the use of private dental care. Although the analysis by Jones
(2001) was also carried out at local level (i.e. at health authority level) it might be
difficult to make a direct comparison with the present study because of different
dental service arrangements at the time of Jones’ study (i.e. capitation scheme).
Additionally, deprivation data was from the 1991 census and a different measure
of deprivation (Jarman UPA score) was used. A study by Maunder et al. (2006),
also reported significant inequalities in child dental registration. The study,

however, was limited to a health authority in the North East of England.

Nevertheless, analyses of data from children 0 to 18-year olds have not shown
such relationship. For instance, a study by Ravaghi et al. (2019), also carried out
at local area level, showed that despite an apparent equal access to NHS dental
care, inequalities in dental decay are widening. In another study, Jones and

colleagues (2013) observed a lack of association between social deprivation and
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NHS dental registration of children (under 18) (for contractor and salaried
services) in Scotland, though there was a 6% absolute reduction in child
registration rates between the least (76%) and most (82%) deprived quintiles.
Nonetheless, it is important to consider that these results might not be
comparable to the findings in this study due to the differences in primary dental

care between England and Scotland.

The association between DA and deprivation might be moderate by the effect of
covariates. In this study, White ethnicity, single parenthood and dental caries
were directly associated with an increase in DA whereas dentist-to-population
ratio was not associated. The strength and direction of the relationship was
moderated by the effect of ethnicity and family profile as well as disease level in
the area. Most notably, there was a variation according to ethnicity; in LAs with
the largest proportion of non-White population, deprivation was associated with
a slight increase in DA although not statistically significant. Whereas in those
areas with lower prevalence of dental caries and lower percentage of single
parents, the decrease in DA with increasing deprivation was steeper. Somewhat
counter-intuitively, this association was less steep for areas with higher
prevalence of dental caries and higher proportion of single parents. For the latter
modifier, it is possible that we were observing an effect of symptom-driven

attendance associated with higher caries prevalence modifying the relationship.

There is evidence from the UK that minority ethnic groups are less likely to access
primary care services compared to the White majority (PHE, 2017c; 2018a).
Surveys in adults have also reported more frequent dental visits among White

ethnic groups in the UK (Arora et al., 2016). In terms of dental disease, lower
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levels have been reported in White British/Irish children, especially among
children from younger age groups (Rouxel and Chandola, 2018). Surveys of 5
year-olds have also reported lower proportion of dental caries in Black and White

groups in five-year-olds (PHE, 2017c).

The influence of parental factors on child oral health have previously been
reported, including single parenthood, but this might also be also associated with
lower income (Hooley et al., 2012). The present study showed, surprisingly, that

areas with a higher proportion of single parents tended to have higher DA rates.

There was also a direct association with dental caries, with rates of DA increasing
with an increase in dental caries. A study in England (Tickle et al., 2000a) had
previously reported a relationship between children’s dental caries experience
and contact with dental services, although this study was carried out in a small
geographic area. As discussed earlier, NHS dental statistics also included
children attending for management of urgent conditions and the incidence of
these events is likely to be higher in more deprived groups. According to the
National Dental Survey for 5-year-olds (PHE, 2016) the North West had the
highest caries prevalence (dsmft) in 5-year-olds and it was the second region with

the highest DA rates in children zero to five years.

Whilst studies in England have shown lower dentist-to-population ratios in
deprived areas (Moles, 2001; Boulos and Phillipps, 2004) this study did not find
an association between DA and dentist-to-population ratio. Nevertheless, it is
iImportant to consider barriers to general access and dental care. For instance,

areas with low population density might present challenges for more deprived
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groups due to transport and there may also be areas with a higher proportion of

their population experiencing language barriers.

Nevertheless, the extent to which DA is associated with a reduction in inequalities
in dental health is inconclusive (Shen and Listl, 2018). Some public health and
health service interventions may increase the health inequality gap (White et al.,
2009), as may those that widen the coverage of dental services (Kim et al., 2019).
Furthermore, a variation in attendance might not necessarily signify a variation in

use of preventive interventions (Shaban et al., 2017).

Children’s dental access has in recent years captured the attention of the public
media and policy makers. A number of strategies and interventions have been
advocated to facilitate NHS dental care, especially in areas of highest need. For
instance, there has been a new focus on optimising the use of dental services to
improve oral health and tackle inequalities. Therefore, there is considerable
investment in child DA to encourage young children to visit a dentist for both
prevention and treatment of oral diseases. Some examples are the Dental Check
by One campaign (British Society of Paediatric Dentistry, 2017) and the NHSE&I

Starting Well 13 and Staring Well Core programmes (NHS England, 2017b).

These exploratory studies provide new insights into the relationship between DA
and deprivation. Measures of inequality such as the Sll and RIl compare the most
and the least deprived groups while considering all categories across deprivation
groups, in this case across LAs; in contrast to conventional measures commonly
used in health and health care which compare only those in the extreme

categories of deprivation. Besides, it was the first study to evaluate the shape of
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the relationship between DA and deprivation using fractional polynomial models
and how it is moderated by other factors such as ethnicity and disease level.
Examining interaction terms between deprivation and covariates provided a

better understanding of the relationship of DA and deprivation.

These studies have important implications for policy makers in planning of dental
services to ensure children especially those from deprived areas and minority
ethnic groups have access to preventive dental care and to ensure all children
have a dental check-up by their first birthday. LAs with relatively affluent
populations and apparent low levels of registration might need to assess private
DA rates when planning estimates. It remains apparent, however, that dental
rates for very young children are uniformly low, even in areas where rates are

comparatively higher.

2.4.1 Limitations

An important limitation is that the recorded DA could be for any reason and as
mentioned earlier, some children in these studies might have attended for
management of urgent conditions. Therefore, DA rates do not necessary
represent those attending for preventive care. Additionally, some children might
have used hospital dental services exclusively, which are not recorded in NHS
primary care dental statistics. Moreover, these studies reported NHS dental
statistics only and have not included children who might have used private dental

services.

Another limitation is that residence was based on the location of the dental

service rather than the child residence. However, it is likely to have a minimal
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Impact on the results as it might be assumed that young children are more likely
to attend dental services close to their family home. Another aspect is that the
data allocated children to age groups based on their age at the end of the data
collection period and not the date that each child was first seen for examination.
There might be little difference between a child’s age when seen for an
examination and their age at the end of the collection period. Therefore, the data
are not a precise match for the population of interest and the reference population

data used to calculate rates.

It has to be acknowledged that data for covariates was taken from census
estimates and dental caries data was from a survey of 5-year-olds only, therefore
variables were measured at a different time and the population might be different.
For instance, there might have been changes in ethnicity in some areas since
2011. Data for dentist-to-population ratio was not available for the same period
of time as DA data; consequently, the data for the closest time period was used.
Data for dental activity is not available for every single age year in children, which
might have helped to assess the association with deprivation in younger children

and understand the reasons for DA.

Finally, the analysis used aggregate DA data from each local area rather than
data from individuals. Thus, care has to be taken when attempting to compare
these results with those at individual level. Moreover, findings might not imply
equitable DA within areas that reported higher rates. Nevertheless, most of the
available data (e.g. dental surveys, NHS dental statistics) is reported at local level

and it has been recognised that variations across LAs exist. Furthermore,
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decisions are usually made at local level. Hence, in order to improve DA, local

factors need to be considered and implications need to stay local.

2.5 Conclusions

There are still inequalities in dental caries in children with those from more
deprived backgrounds reporting higher prevalence and severity in England,
Wales and Northern Ireland. Despite lower levels of disease in England,

inequalities were greater than in Wales and Northern Ireland.

DA rates were generally low with substantial variations between LAs. Only a
small proportion of children visited an NHS dentist before their first birthday. More
deprived English LAs were, unexpectedly, more likely to report higher DA rates

in younger children.

DA, however, was only partially explained by deprivation at LA level. It was
hypothesised that the shape of the relationship between deprivation and DA in
young children might be curvilinear with higher DA in the extreme ends of
deprivation, but the analysis showed a linear association between DA and
deprivation. This was moderated by the effect of ethnicity, single parenthood and

disease level.

It is apparent from these studies that the relationship between deprivation and
DA is complex and should not be subject to simple assumptions. The very low
baseline and nature of the variation observed creates challenges for policy

makers seeking to achieve high rates of DA in younger children. Further research
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is needed to understand the underlying drivers for DA and the utility of potential

interventions to increase dental rates in young children.
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CHAPTER THREE

3 METHODOLOGY

The present chapter is organised in two sections. Section 1 provides a
background of the methods used in the study such as definitions and important
concepts. It gives an overview of what programme evaluation, qualitative
research and mixed methods are. Then the methodology for the present study is
described in Section 2. It first gives an overview of the Starting Well programme.
Section 2A describes the qualitative research conducted for the study and finally

Section 2B describes the quantitative approach.

Section 1: Background

3.1 Background on Programme evaluation

There are several definitions of evaluation depending on the context. Evaluation
can be defined as a process of judging something to determine whether it is
worthy, has value or merit. Evaluation is different from research as it does not
look to discover knowledge but to study how effectively existing knowledge is
used to inform and guide practical action and support decision making (Clarke,

1999; Mertens and Wilson, 2012).

January 2021 CC Salomon-lbarra 115



UNIVERSITYOF
BIRMINGHAM

METHODOLOGY

Evaluation research, often referred as programme evaluation, involves a
systematic assessment or examination using scientific research methods to
collect and analyse information of the structure and outcomes of an intervention,
a programme or a project. It looks to investigate the feasibility of a programme,
evaluate whether it was installed as planned and assess causal associations
between the activities of the programme or intervention and the outcome to
determine whether it works, and explain how it works. It also looks to evaluate

the responses of people involved (Lincoln and Guba, 1980; Clarke, 1999).

Evaluation research is closely linked to social sciences and can be seen as a
form of applied social research. It can also be seen as a type of policy research
as it usually involves a political activity and generates evidence to inform decision
making needs. Evaluation research, however, unlike social research and other
types of research, focused on the objectives, the purpose of the research
methods and on determining the value of an intervention or policy (Clarke, 1999;

Mertens and Wilson, 2012).

3.1.1 Types of evaluation

Generally, there are two approaches, formative and summative, which differ in
their design and methods. In the formative approach, the evaluation is carried
out during the planning and implementation of the programme aiming to identify
how a programme or intervention can be improved. In the summative approach,
the evaluation is carried out at the end of the programme or intervention looking
to determine its effectiveness (Clarke, 1999; Mertens and Wilson, 2012). Four

basic types of evaluation based on its functions and its stages have also been

116 CC Salomon-Ibarra January 2021



UNIVERSITYOF
BIRMINGHAM

Background on Programme evaluation

distinguished (Chen, 1996). These approaches and types are described in Table

3.1.

An evaluation can be a) external, the evaluator is independent and is
commissioned to undertake the evaluation on behalf on an agency or
organisation; b) internal, the evaluator is an employee within the organisation

that is conducting the evaluation (Clarke, 1999; Mertens and Wilson, 2012).

There are many other types of evaluation depending on its purpose. For example,
a needs and assessment evaluation would be useful to have an insight of an
intervention or programme, look at the implementation prior to the launch and
determine necessary inputs. An implementation evaluation, a process
evaluation, formative evaluation or participatory evaluation would be useful when
the purpose is to identify strengths and areas that need to be improved: e.g. what
works and what does not, and to examine a programme or intervention from

different perspectives (Mertens and Wilson, 2012).

A process evaluation would help to assess to what extent the intervention is
operating as planned and the effectiveness in addressing the needs of those who
will benefit from it, whereas an implementation evaluation would be more
convenient when a new programme has been implemented or when the
objectives of an existing programme are not satisfactorily met. Finally, a
summative evaluation, policy evaluation, outcome/impact evaluation or cost-
analysis are recommended to assess the effectiveness and efficiency of the
programme, evaluate impacts and benefits. Cost effectiveness and cost benefits
are the most common method for estimating efficiency of an intervention or

programme (Clarke, 1999; Mertens and Wilson, 2012).
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Table 3.1. Main types of evaluation (Chen, 1996; Clarke, 1999; Mertens and Wilson).
a) Main types of evaluation
Formative Summative

Aim

To identify how a programme or intervention can be improved.
Explores to what extent the activities are meeting the objectives,
how the programme operates and how it is perceived.

It is seen as process orientated.

To assess and determine the effectiveness of an intervention or
treatment.
It is seen as outcome-focused.

Target audience

Those responsible for planning, managing and delivering the
programme, e.g. programme managers, practitioners.

Policy makers, funders, public.

Data

Focus on goals, nature of implementation and outcomes.
There is a continuous monitoring and regular feedback to people
responsible for running the programme.

Focus on the implementation issues and the outcomes measures,
looking at the extent to which the programme or intervention has
achieved its objectives.

Evaluator role

Works closely with those involved in the programme (interactive
role).

Independent

Methodology

Uses both qualitative and quantitative, with an emphasis on
qualitative.

Emphasis on quantitative, mainly experimental and quasi-
experimental research designs.

Report

Informal, via discussion groups and meetings through the period of
the study.

Formal reports to the commissioning body on completion of
evaluation.

b) Basic types of evaluation (based on Chen, 1996).

Evaluation functions

Improvement

Assessment

Process improvement evaluation:
Uses findings from a specific study to inform decision making at a

Process-assessment evaluation:
Determine whether a programme has been successfully

Process general level. It contributes to programme planning, design and implemented
Programme development.
stages Outcome improvement evaluation: Outcome-assessment evaluation:
Outcomes Looks to in\./estig.at.e how Tche programme interventions affect the It assess the worth of a programme. Summative evaluation
outcomes, identifying which elements are more successful. It helps belongs to this approach.
to identify areas that need improvement.
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3.1.2 Evaluation design

In designing an evaluation, theory plays an important role in choosing the
adequate methods, providing guidance to determine both the purpose of an
evaluation and evidence for decision making (Mertens and Wilson, 2012).
Evaluation is informed by theories of evaluation, program theories and social
science theories. Evaluation theory refers to theory applied to evaluation, it
responds to questions of what the purpose is and why an evaluation is
appropriate. Programme theory, also referred as “theory of change”, helps to
explain the mechanism influencing the achievement of outcomes (Clarke, 1999;
Mertens and Wilson, 2012). Programme theory has been used to developed logic
models or log frames (The W.K. Kellogg Foundation, 2004; Mertens and Wilson,

2012), which are graphic depictions as shown in Figure 3.1.

A theory-based evaluation has its basis on a model, theory or philosophy about
how the programme works and the causal relationships. It has to meet three
criteria: 1) plausibility, the relationship between the activities and the outcome
must be coherent and logical; 2) there must be resources and expertise, and 3)
have a testable theory of change. This approach is needed when the purpose is
to determine how and why a programme was either successful or unsuccessful.
It can, however, be expensive and time-consuming (Connell and Kubisch, 1998;

Clarke, 1999).
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Resources needed to Accomplishment of Amount of service
. activities. Quantified intended to be delivered. Benefits for Resulting changes
deliver the programme . - L .
. actions and process to Quantifiable participants (short (longer term impacts).
e.g. funding, staff, o R
time deliver inputs and achievements. term effects).
produce outputs.

Figure 3.1. The basic logic model. Adapted from The W.K. Kellogg Foundation
(2004).

3.1.3 Methods used in evaluation

Evaluation uses qualitative and quantitative methods. The methods chosen will
depend on several factors such as the context, the purpose of the evaluation, the
nature of the evaluation problem, characteristics of the participants, information

needs, programme theory among others (Clarke, 1999).

Quantitative design can be either descriptive (e.g. surveys) or can determine the
effectiveness of an intervention or programme (e.g. experimental designs, cost
analysis) to show whether changes are the result of the interventions. In the
latter, the purpose is to determine whether the observable changes are the
results of the intervention. Qualitative design is mainly used in process
evaluation, it is useful to identify cause-effect relationships (Mertens and Wilson,

2012). This work provides an overview of qualitative methods in Section 3.2.

120 CC Salomon-lbarra January 2021



UNIVERSITYOF
BIRMINGHAM

Background on Programme evaluation

3.1.4 Evaluation in health care

The hierarchy of evidence has been discussed in Section 1.2. In public health
interventions, the assessment of causality depends on the level of evidence
(Glasziou and Longbottom, 1999; Rychetnik et al., 2002). However, the use of
randomised control trials is rare for these, it has been argued that randomised
control trials might not be feasible in public health interventions and might be
difficult to conduct due to the complexity of interventions, the difficulty in
interpreting the results, practical and resource constrains (Rychetnik et al., 2002).
Although quantitative approaches, for example epidemiological and statistical
techniques, have been used to evaluate public health programmes, cultural and
contextual variables can only be captured through qualitative research (Mertens
and Wilson, 2012). In recent years the use of qualitative methods in dental public

health has increased (Bower and Scambler, 2007).

3.1.4.1 The Donabedian model

Frameworks have been used in the evaluation of health services across different
settings. They are underpinned by theoretical principles and are useful to provide
guidance, both theoretical and practical, provide structure and simplify complex
process. A robust framework guides data analysis but also focuses on the effect

of services, sustainability and cost (Bradford et al.).

The Donabedian model has been used as a framework to examine and evaluate
the quality of care and health services (Gardner et al., 2014). It identifies three
dimensions of health care, structure, process and outcomes which according to

Donabedian each of them has an effect on the next (Donabedian, 2005). Every
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measure has a different purpose in determining the impact of a project or

intervention. Outcomes will finally validate the effectiveness and quality of care

of an intervention. Figure 3.2 summarises the three dimensions.

A literature review (Bradford et al.) of studies using frameworks to evaluate health

services suggested that the Donabedian model helps to simplify complex

processes by providing structure and guidance for the evaluation process. It

promotes a meaningful evaluation by including stakeholders, explaining reasons

for outcomes, generating transferable lessons and identifying mechanism driving

or inhibiting change. The Donabedian model has the advantage of being

adaptable to different situations. However, it might not identify unique aspects of

patients and environmental factors.

STRUCTURE }

The physical environment and
organisational characteristics
of health care.

What are the resources?

Considering infrastructure
e.g. amount and distribution
of buildings, equipment,
funding, attributes of services
and providers e.g. staffto
patient ratios, operating
times.

Also known as input

\ measures. /

[ PROCESS

/The way systems and process\

work to deliver the desired
outcomes.

How systems/process work?
Is the intervention/programme
performing as planned?

Focus on what happens between
health care professionals and
patients during health care.

Considering both, results of care
received and the aspects of the

diagnosis, treatment and
rehabilitation.

care delivery e.g. access,

I N
OUTCOMES
\
ﬂnd results and impact on thﬁ
patient.

What is the result?
How does the system impact
patients?

Focus on the results/effect of
health care on the
patient/population, e.g. waiting
time, satisfaction, mortality.

Itis related to the effectiveness
of a programme, e.g. to what

extend a treatment or policy
\ warks. /

Figure 3.2. The Donabedian model (Clarke, 1999; NHS, 2018; Toma et al., 2018).
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Balancing measures have been also used as a fourth measure when assessing
improvement. They refer to unintended consequences as a result of change to
improve one part of the system. They look at the system from different
dimensions. ldentifying and monitoring these measures is important to make the
necessary improvements when needed and evaluate the effectiveness of

changes (NHS, 2018; Toma et al., 2018).

3.2 Background on qualitative research

3.2.1 Definition and uses

Qualitative research constitutes a range of methodological approaches or
techniques for data collection and analysis aiming to have a deeper
understanding and explanations of social processes or phenomena by exploring
and interpreting people’s social and material circumstances, experiences,
perspectives and histories (Bower and Scambler, 2007; Braun and Clarke, 2013).
These social processes or phenomena are usually explored from the perspective
of the participants in their natural environment e.g. home or work (Britten et al.,
1995; Bower and Scambler, 2007). Qualitative research has been long used in
sociology, anthropology and education (Britten et al., 1995). More recently its use
has been extended to areas of health and healthcare research (Green and

Thorogood, 2004).

Qualitative research can address questions that are not possible to answer by
guantitative methods alone, e.g. those exploring people’s perspectives (Bower
and Scambler, 2007). It can be used at different stages of the research process.

For instance, to develop a hypothesis at the start of a project in a new or under-
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researched area which can then be tested by quantitative research in later stages
(Stewart et al., 2008). It can also be used to research poorly understood topics

where a hypothesis cannot be constructed in advance (Britten et al., 1995).

According to Braun and Clarke (2013), qualitative research can be divided into
the following: a) Experiential research, which focuses on the interpretations of
the participants, looking to validate meanings, views, perspectives and
experiences from the data. This process involves an organised and interpretative
framework around data; b) critical research, which looks to analyse
interpretations by understanding the factors influencing meanings and the effects
of meanings. The interpretations of the researcher are more important than those

of the participants.

Qualitative research generates knowledge of social events and processes;
providing a deeper understanding by looking to answer why, how and under what
circumstances social phenomena occurs. It also gives an insight into the
meanings of decisions and actions. Qualitative research can also help to
investigate beliefs and attitudes on sensitive topics. It can also give a holistic view

(Britten et al., 1995; Ulin et al., 2012).

In terms of methodologies, qualitative research uses interpretative and open-
ended methods; it is flexible, iterative and emergent; participants have an active
role while the researcher is an instrument; it is carried out in natural settings which
allows the researcher a better understanding of people’s experiences. Data is

mainly expressed in words and images.
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3.2.1.1 Use of qualitative methods in health research

The use of qualitative methods in health care and health policy has become more
common as a way to understand implications of health behaviours and health
services. Qualitative data can provide evidence for population needs and policy
development. For instance, it can be used to evaluate the process of health
interventions as it can answer questions that cannot be reached by quantitative
research or to explore beliefs and behaviours which then can provide information

for policymaking (Green and Thorogood, 2004).

In dental public health, qualitative research can be useful to evaluate perceptions
about services, treatments, programmes and health policies. For example, to
examine in-depth the implementation of an oral health promotion programme or
to evaluate oral health initiatives, exploring how programmes and initiatives are
perceived and understood by the people involved (Bower and Scambler, 2007;

Stewart et al., 2008).

3.2.2 Approaches for data collection

One of the strengths of qualitative research is that planning, collection and
analysis of data are cyclical, interactive and flexible (Britten et al., 1995).
Qualitative research approaches with a broad research question that can be open
to modifications as data is emerging. The flexibility of data collection and analysis
allows to explore emerging issues. The analysis of data collected in each phase
can provide information on the data to be collected in the following phases

(Britten et al., 1995; Bower and Scambler, 2007).
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In qualitative research more than one method can be used at the same time for
data collection, depending on the research question, the social context, individual
perspectives and topic sensitivity (Bower and Scambler, 2007). In health care the
most common used are research interviews and focus groups (Stewart et al.,
2008). Sampling in qualitative research is determined by non-probability
methods, identifying individuals with relevant characteristics to the study.
Sampling is systematic and based on a developed criteria in order to select the

appropriate sample (Stewart et al., 2008).

Main methods for data collection are described in Table 3.2. Approaches used

in the present study are further describe below.
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Table 3.2. Main methods for data collection (Britten et al., 1995; Green and
Thorogood, 2004; Bower and Scambler, 2007; Gill et al., 2008; Stewart et al., 2008;
Ulin et al., 2012).

Approach Description

They are the most common method of data collection in qualitative
research. Qualitative interviews are similar to a guided conversation aiming
to encourage the interviewee to talk about their experiences and
perspectives about a topic previously determined.

They are useful when the phenomena of study are not well understood and
to explore sensitive topics.

Qualitative
interviews

Focus groups are conducted in a small group of people to discuss a guided
topic, the discussion is monitored and recorded by the researcher. They
have similar characteristics to less structured interviews but allow the
researcher to collect information from many participants at the same time
and have information on a range of views. This is the most common
method used in social research.

Focus groups

Observation consists of systematically watching people and events with the
purpose of learning how people behave and interact in natural settings. The

LRIy researcher is engaged in watching but can also join the group of study and
interact.
It involves exploring content and meaning from texts or documents, e.g.
official reports, diaries and letters. In public health, it might involve looking
Documentary . . . )
el at hospital, clinical records f'and health gducatlgn ma‘Fer|a|s. It can be also
used as a secondary analysis of transcripts of interviews or focus groups
previously conducted.
The purpose of this method is related to personal and social change. It has
Action been used in commun.it.y develolpment pr(?jects to re;earch §<?cia| issues
research and can serve as a political tool in addressing health inequalities. It has a

cyclical research design where planning, observing and analysing data
provide feedback to the next planning cycle.

3.2.2.1 Qualitative interviews

One-to-one interviews

Interviews in research might be of three types: structured, unstructured and semi-
structured. In qualitative research, interviews are usually referred as being

unstructured to distinguish them from structured interviews which are commonly
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used in quantitative research. Qualitative interviews differ from structured
interviews in that these are constructed on the basis of structured questionnaires
to ask closed questions in a standardised manner. Qualitative interviews, on the
other hand, identify subjects rather than questions allowing the researcher to
have a detailed insight from the participants (Britten et al., 1995; Pope and Mays,

2005; Stewart et al., 2008).

Qualitative interviews are the most common method of data collection in
gualitative research and one of the most common methods in social and health
sciences (Pope and Mays, 2005; Braun and Clarke, 2013). Interviewing can be
defined as “conversations” with a structure and purpose aiming to encourage the
interviewee to talk about their experiences and perspectives about a topic
previously determined. Qualitative interviews are similar to a guided
conversation, they are flexible, interactive and responsive to the language and
concept used by the interviewee (Rubin and Rubin, 2011; Kvale (2008) cited in

Braun and Clarke, 2013).

Qualitative interviews provide information according to the interviewee’s
priorities, understanding and interpretations. They are useful when the
phenomena of study are not well understood and to explore sensitive topics for
instance, when participants might not feel comfortable with verbalising and
talking about certain issues. Qualitative interviews should create a positive and
motivated atmosphere to encourage participants to be open about behaviours
and attitudes that might not be admitted in normal circumstances. The skill of the
interviewer to listen attentively and encourage the interviewee to talk openly is

required. Questions are usually predetermined but they are flexible and should
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be open ended, understandable, neutral and sensitive. The interviewer has a
passive and adaptive role, giving direction to topic areas. The interview length
varies depending on the topic and the interviewee, generally health interviews
last between 20 to 60 min (Britten et al., 1995; Gill et al., 2008; Stewart et al.,

2008).

According to Rubin and Rubin (2011) there are four categories of qualitative
interviews, a) internet interviews, b) casual conversations and in-passing
clarifications; c¢) semi structured and unstructured interviews, and d) focus
groups. Internet interviews are useful with hard to reach participants and when
participants might not want or might not be able to talk face-to-face, they are
usually conducted through emails. Casual conversations and in-passing
clarifications occurred when the research and participant meet one another
unexpectedly, they are brief, unstructured and open-ended conversations. Semi
structured and unstructured interviews are the two fundamental types of in-deep

gualitative interviews.

Semi structured interviews (interview guide approach)

Semi-structured interviews are the most common approach in medical
research (Britten et al., 1995). A topic guide (a list of key open questions) is
predetermined as a guide to help to define the areas to be explored.
However, they are flexible as the interviewer does not need to adhere
strictly to this. The interviewee or interviewer might diverge to follow and
idea in more detail. Their flexibility allows the interviewee to bring issues

that were not anticipated by the researcher or important information that the
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researcher might not have thought previously (Pope and Mays, 2005; Gill

et al., 2008; Braun and Clarke, 2013).

Unstructured interviews

Unstructured interviews do not have a preconceived idea and are
conducted with less organisation. They usually start with a simple question
from which the interview develops. They can be, however, time consuming
and difficult to carry out since there is not a predetermined interview guide
(Britten et al., 1995; Gill et al.,, 2008; Braun and Clarke, 2013). Some
authors distinguish in deep interviews as a different approach from semi
structured and unstructured interviews (Pope and Mays, 2005). These are
less structured than semi structured interviews and might cover one or two
areas, they aim to have more detail and understanding of the research topic.
A list of themes or topics is also produced but the interview is mainly led by

the interviewee.

Interviews are mainly conducted face-to-face which is seen as the “gold
standard” (Novick, 2008). Face-to-face interviews are usually audio recorded and
then transformed into written text (Braun and Clarke, 2013). In some cases, face-
to-face interviews can be supplemented by telephone interviews, email and
online interviews. They have the advantage of being accessible for participants
that are not easy to reach geographically, can save time and money; although,
engagement with the participant might be more difficult compared to face-to-face
interviews (Rubin and Rubin, 2011). Some advantages and disadvantages are

shown in Table 3.3.
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Table 3.3. Advantages and disadvantages of face-to-face and virtual/telephone

interviews (Rubin and Rubin, 2011;

Braun and Clarke, 2013).

FACE-TO-FACE INTERVIEWS

VIRTUAL/TELEPHONE INTERVIEWS

Advantages

-Data can be rich and detailed.

-Flexible, allowing to probe and ask
unplanned questions.

-They can be suitable for sensitive issues.
-Allows the researcher to have control
over the interview.

-A small number of interviews is usually
needed.

-They can be used to collect data from

vulnerable groups.

-They could be more convenient and accessible, as
they are not limited geographically, e.g. can be
conducted in a comfort place.

-Participants might feel they are in control and feel
a sense of empowerment, e.g. they have more time
to reflect and answer the questions.

-Participants might find it easier to express
themselves and it might be ideal for sensitive
topics, e.g. hard to engage people might be more
willing to take part.

-They are more time and cost effective which

makes it possible to obtain a larger sample.

Disadvantages

-It can be time consuming for both, the
researcher and the participant.
-Participants might feel more comfortable
in a group setting.

-The lack of anonymity might make it hard
to engage participants.

-Participants might not feel empowered.

-Sample size may be smaller.

-More time consuming for participants (i.e. email
interviews), as they might take longer to complete,
and participants might find it onerous.

-Less accessible for some people, e.g. those with
limited access to a network, telephone. In the case
of email interviews, participants require reading and
writing skills.

-Some participants can express themselves better
when speaking than writing.

-Researcher might have less control.

-Data from email interviews is less spontaneous as

participants can edit their responses.
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3.2.2.2 Observation

Observation consists of systematically watching people and events with the
purpose of learning how people behave and interact in natural settings. The
researcher is engaged in watching but can also join the group of study and
interact. Observation can help to assess inconsistencies between what people
say and what they do. Disadvantages are, that care has to be taken so that the
researcher does not become too engaged or deviates from the research purpose,
it can be expensive, laborious and time consuming (Pope and Mays, 1995;

Stewart et al., 2008). Observation can be:

Direct

This method uses techniques such as questioning, watching, listening and acting.
Observations are recorded through fieldnotes which might or might not follow a
structured framework (Britten et al., 1995). This method maybe: a) Non-
participant. The researcher is only observing without being involved. It is useful
to understand how a particular event happened instead of how it was perceived.
It is often used in programme evaluation and operations research (Green and
Thorogood, 2004; Stewart et al., 2008). b) Participant. The researcher is the
observer and has also a participating role. Participant observation might be overt
or covert, depending on whether the study group knows that the observer is a
researcher (Britten et al., 1995; Green and Thorogood, 2004; Stewart et al.,
2008). Covert observation involves greater ethical considerations than overt
observation. However, overt observation has the risk that the researched group
might behave differently if they are acknowledged that are being observed

(Green and Thorogood, 2004; Stewart et al., 2008).
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Indirect

It refers to documentary analysis of written materials, for instance medical
textbooks; or conversation analysis of a doctor-patient interaction. This method
is widely used in health policy, although it is less common in health research.
Advantages are that it might be-cost effective when data is already available and
easy to access. However, there might be archiving and retrieval issues (i.e. when
dealing with larger volumes of data or material) (Britten et al., 1995; Stewart et

al., 2008; Pope and Mays, 2020).

3.2.3 Approaches for data analysis

Generally, qualitative analysis can be descriptive or interpretative. A descriptive
approach focuses on what people said about the topic, it is useful to know details
of an event (i.e. what happened, where, when and why) whereas in an
interpretative approach data is analysed in more detail; it looks to interrogate
and theorise in order to have a deeper understanding. This approach is
associated with experiential and critical research (described in Section 3.2.1)

(Braun and Clarke, 2013). (Braun and Clarke, 2013).

Analysis of data can look for patterns (pattern-based), interactions, or can look
at stories (Braun and Clarke, 2013). Analysis can be deductive or inductive in
terms of using a structure or framework. (Burnard et al., 2008; Braun and Clarke,
2013) A deductive approach uses a structure or framework to analyse the
transcripts. The researcher has their own concepts, ideas and topics and uses
them to interpret the data. It is useful when the researcher is already aware of

how participants will probably response. A deductive approach has the
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advantage of being relatively quick and easy to develop. However, it lacks
flexibility and can lead to bias as the framework is determined in advance which
can also limit theme and theory development (Burnard et al., 2008; Braun and
Clarke, 2013). An inductive approach, the most common in qualitative research,
analyses data with little or no structure framework or predetermined theory. In
this approach, theory is derived from the actual data and requires the
identification of codes and themes. Advantages of this approach is that it is
comprehensive and useful when little or nothing is known about the study
phenomena. It is, however, time consuming. In common practice both
approaches, deductive and inductive, are often used at the same time (Burnard

et al., 2008; Braun and Clarke, 2012; 2013).

There are several approaches and methods to analyse qualitative data.
Thematic, grounded theory and the framework approach are the three broad
methodologies (Pope and Mays, 2005). However, a number of qualitative
methods use a “thematic coding” where central organising concepts (themes)
related to the research question are identified and organised into categories or
themes (Braun and Clarke, 2013). Main methodologies of qualitative data
analysis are described in Table 3.4. The methodology used in the present study

(Thematic analysis) is further described below.
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Table 3.4. Main methods of qualitative data analysis (Britten et al., 1995; Green
and Thorogood, 2004; Pope and Mays, 2005; Braun and Clarke, 2013; Gale et al.,
2013; Clarke and Braun, 2017).

Methodology Description

This inductive approach provides a deeper analysis aiming to generate a
theory or provide an explanation. It is not guided by any preliminary
research on the topic. Data collection, coding and analysis, is a cyclical
Grounded theory | process. There are different versions, but some common characteristics
of this approach are the line-by-line coding, the constant comparative
analysis, theoretical sampling and saturation. This is commonly used in
social sciences.

This analysis is focused on exploring participants’ experiences looking to
Interpretative understand and interpret how those experiences are seen and perceived
Phenomenological | by the participant. It organises data within a framework, but emerging
analysis themes are discussed in more detail. It can serve to analyse individual
cases or identified themes across a small group.

The analysis is focused on language and aims to explore and understand
Discourse meanings produced by language. It looks at “what” (social realities) and
“how” (meanings) are created by language.

This approach was developed by the National Centre for Social Research
in England, to be used in policy research but has now been applied in
other areas. Analysis is deductive from the aims and objectives. Data is
Framework . - . e
summarised and analysed within a thematic framework which involves
organising data by cases or individuals and by codes, comparing data

across and within cases.

This method analyses data by systematically identifying, organising and
interpreting patterns of meanings across data. It is similar to content
Thematic analysis where data is coded and analysed systematically. Thematic
analysis provides a method for data analysis, but does not provide any
method for data collection.

3.2.3.1 Thematic analysis

This method analyses data by systematically identifying, organising and
interpreting patterns of meanings (themes) across data. It is similar to content
analysis where data is coded and analysed systematically. It involves identifying
codes from all interviews, organise and categorise them into themes. Thematic

analysis provides a method for data analysis, but does not provide any method
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for data collection and is not guided by any epistemological foundations (theory
of knowledge i.e. determines whether knowledge is or not true) or ontological
frameworks (theory about the nature of being i.e. determines whether reality is
separate from human practices and understandings) nor any theoretical positions

(Mackenzie and Knipe, 2006; Braun and Clarke, 2013; Clarke and Braun, 2017).

Thematic analysis has the advantage of 1) being accessible as it allows the
researcher to use other research methods simultaneously and it is useful when
the researcher might not have expertise in qualitative research as it can be easier
to learn compared to other analytic methods; and 2) being flexible (in terms of
theoretical framework, research question, methods of data collection), as it can
be carried out in different ways and can be used in most of the research
guestions. Identification of themes are data-driven in either a “bottom-up”
approach which is according to data content; or “top-down”, exploring particular
theoretical ideas. Both approaches can be often used together. Thematic
analysis can be experiential or critical (as described in Section 3.2.1). It can
develop a critical and constructionist analysis; or give a detailed description of a

phenomenon or some aspects of it (Braun and Clarke, 2013).

Some disadvantages are, however, that it requires a theoretical framework to
enhance interpretation, which might limit more interpretative analysis. As it
focusses on patterns, it does not provide a sense of continuity among individuals
participants, therefore individual voices might not be easy to follow (Braun and
Clarke, 2013). According to Braun and Clark (Braun and Clarke, 2012) thematic

analysis involves six phases (Figure 3.3).
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Familiarising with data

Il

Generating initial codes

4

Searching for themes

4

Reviewing potential themes

)

Defining and naming themes

L

Producing the report

Figure 3.3. Thematic analysis phases.

Familiarising with the data (e.g. by reading and rereading transcripts, listening
audio recordings, watching video data) is a necessary step to start thinking about
the meaning of data and highlight relevant topics. It requires reading actively,
analytically and critically. It also involves making notes, although this is not
systematically at this stage but observational and casual (Braun and Clarke,

2012).

Coding process

Codes can be words or phrases which represents relevant aspects to the

research question, they can be semantic or latent. Semantic (data-derived)
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codes are based on the semantic content, giving a concise summary of a
determined part of the data. They reflect the language and concepts from the
interviewees. Latent (research-derived) codes require interpreting data in a
more conceptual or theoretical way and identify meanings that are implied within

the data (Braun and Clarke, 2013).

In pattern-based analysis the coding process can be (Braun and Clarke, 2013):
a) Selective. Codes identify particular aspects of the data with the purpose of
reducing it. It requires the ability to identify analytic concepts. b) Complete. This
approach identifies and codes all the relevant data that answer the research

guestion. However, coding becomes more selective in the analytical process.

Relationships can be non-hierarchical (lateral) or hierarchical. Hierarchical
relationships have three levels of themes: 1. Overarching themes: they give
organisation and structure to the analysis, capturing main ideas but do not
contain codes or data; 2. Themes: they capture specific aspects of a theme; and

3. Subthemes (Braun and Clarke, 2013).

3.23.2 Use of Computer Assisted Qualitative Data Analysis
(CAQDAS)

Software packages such as ATLAS.ti, NVivo and HyperResearch can help store,
manage, sort and organise data for analysis and therefore increase efficiency.
Their use depends on the type of project, research question, data, analytic
approach and familiarity with the use of technology (Pope and Mays, 2005; Braun
and Clarke, 2013).These programmes have advantages such as managing large

volumes of quantitative data, allow coding data, help in a quick search of codes,
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do annotations and extract data. It can increase the rigour of coding and analysis
if performed correctly. However, disadvantages are affordability and that it might
require learning about their use. There might be a sense of “distance from data”
as some researchers might feel less immersed with the data. There might be also
a risk of over-coding or focus on quantity (Burnard et al., 2008; Braun and Clarke,

2013).

3.2.3.3 Verification of data analysis

Researchers might interpret data in different ways, therefore the process of
verification can make the analysis more rigorous and may reduce bias (Burnard

et al., 2008; Braun and Clarke, 2013). This can be made by:

a) Respondent validation or member checking. This involves asking the
participants to validate (or refute) the interpretation of the researcher. This form
of validation can help to refine theme and theory development. However, it is time
consuming and participants might not be engaged or want to take part, and the
participant might have changed their perceptions and views because of temporal

effects (Burnard et al., 2008; Braun and Clarke, 2013).

b) Peer review, peer debrief or inter-rater reliability. In this form of verification
an independent qualitative researcher analyses the data. This process might help
with lone researcher bias and can provide additional insight. However, it has
been argued that the researcher might interpret data differently which might

create conflicts (Burnard et al., 2008).
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c) Triangulation. This process involves using two or more methods of data
collection in order to have different perspectives of the subject study (Britten et
al., 1995; Bower and Scambler, 2007). Some authors are of the view that it helps
to strengthen analytic claims and have a “richer” story rather than having a single
accurate story (Smith (1996) cited in Braun and Clarke, 2013). This technique
was developed for qualitative methods but is also used in mixed methods

analysis (Braun and Clarke, 2013).

3.3 Background on the use of mixed methods

Quantitative and qualitative research can complement each other as they serve
different purposes and address different types of questions. Qualitative research
can be used as a preliminary study to a quantitative study, while it can contribute
to generate and develop theories (hypothesis generating), quantitative research

can be used to test these findings (hypothesis testing) (Britten et al., 1995).

For instance, in dental care research, quantitative methods are used to study the
extent of a phenomenon, for instance, disease prevalence, on the other hand,
gualitative research helps to describe the form and nature of this, e.g. the
experience of iliness (Britten et al., 1995). Quantitative research can investigate
variations in oral health behaviours, for instance those variations according to
sociodemographic characteristics, on the other hand, qualitative research can
help to explore why these variations exist, what is the social role of behaviour
and how advertisements of oral health products are perceived (Bower and
Scambler, 2007). Some differences between quantitative and qualitative

research are summarised in Table 3.5.
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Table 3.5. Differences between quantitative and qualitative research (Bower and
Scambler, 2007; Braun and Clarke, 2013).

Quantitative

Qualitative

Nature of reality
and knowledge

Reality is independent of human beliefs
and interpretations. It can be
measured directly.

There is an independent reality that can only be
accessed through human interpretations, there
are, therefore, multiple perspectives. Some
researchers claim that there is no single
independent reality, but individual or shared
human constructions.

Looks to identify associations between

Looks to understand and interprets meanings.

Aim variables, seeks general patterns. Aims Seeks patterns exploring differences and
to generalised findings. divergences within the data.
Use words and images (written and spoken
Data Use numbers. W ! ges (wri : P
language). Data is narrow but detailed.
How much, how many?
Research L .
. Looks for statistical differences, What, why, how?
questions . .
correlations, predictors.
Theory Testing, deductive. Theory generating, inductive.

Acquisition of

Mainly through deduction.

Induction and deduction.

knowledge
: : Data from participants is not affected Researcher and participant influence each other.
Relationship ) . L
by the researcher. The researcher is Values personal involvement and partiality
between . ) o o
detached and impartial (objective). (subjective).
researcher and
ZEIAE Pl ObJe.Ctlve' Value-free” research is Objective. “Value-free researcher” is not possible.
possible.
Reductionist, the design is Holistic, flexible allowing to explore emerging
predetermined. ideas.
Phenomena is understood from the Phenomena is understood from the perspective
Approach perspective of the researcher. of the participant.
o Focus on subjective meaning, understatin
Focussed on objective measures. ) g g
process
Conducted in natural settings.
Research Uses a validated instrument, measures, . . .
. . ) Researcher is the primary instrument.
instrument questionnaires.
Purposive and theoretical sampling reflecting
Uses probability sampling determined diversity Qf the population (flexible to be adapted
) . ) o by emerging theory).
Sampling by statistical calculations and it is - - )
. . Participant number is ideally determined by
representative of the population. . )
theoretical saturation. Involve a small number of
participants.
Fixed method (i.e. it may be difficult to
Method change the research focus once data Less fixed.
collection has commenced).
Analysis after the collection of data. Analysis is simultaneous with data collection.
Analysis Use of statistical analyses and formulas. | Use non-statistical methods, there is no formula.
) ) As it is interpretative, can take longer to
Can be completed relatively quick. P &
complete.
Provide descriptive statistics, statistical
Results evidence and prediction of effect of Detailed descriptions and explanations.

independent variables on an outcome.

Generalisation

Probabilistic, inferential.

Representational, inferential, theoretical.
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3.3.1 Integrating data

Data can be integrated by using a triangulation protocol which is the most used
approach in mixed methods studies (O'Cathain et al., 2010; Ostlund et al., 2010).
A triangulation protocol compares findings from each study using a “convergence
coding matrix” to see whether data converge, e.g. agreement, partial agreement
or silence (a theme appearing in one set of data but not in another), dissonance
or whether data offer complimentary information (O'Cathain et al., 2010).
Triangulation can be via data when data is collected from different sources; via
methods where different methods of data collection and data analysis are used,
commonly used in mixed methods; and via researchers where a team of

researchers collect and analyse data (Braun and Clarke, 2013).

3.3.2 Mixed methods in healthcare evaluation

Some ways in which quantitative and qualitative studies can be combined in
health care evaluation are (Pope and Mays, 2005): a) for instance, in a process
evaluation, observation and interviews can be conducted along with experimental
designs, e.g. RCTs to study how the intervention works; b) in a formative or
summative evaluation, qualitative research methods can help with the
development of the intervention whereas quantitative research can be used to
assess whether the intervention has worked; c) in a trial, observation and
interviews with health professionals that are recruiting patients for RCT, can help
to identify barriers for participation, and finally d) qualitative research can be used
at different stages of the evaluation of complex interventions to gain a better

understanding of how the intervention works and improve its delivery.
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Section 2: The Starting Well Programme and
Methodology for the study

3.4 The Starting Well programme

3.4.1 Introduction

The NHS Starting Well programme (A Smile4Life Initiative) (NHS England,
2017b) was announced through a Ministerial Statement to the British Dental
Association conference in May 2016 in response to the challenge of improving
children’s oral health (House of Commons Hansard, 2017). This programme of
dental practice-based initiatives aimed to reduce oral health inequalities and
improve oral health in children under the age of five years living in 13 areas
identified as ‘high priority areas’ (Section 3.4.2). The programme was available
to all children under five, with a focus on those who are not currently visiting the
dentist and those aged under one-year. The programme documentation and
methods were made available to all NHS England local teams, meaning that
commissioners can consider using the programme as a template for other areas.
An aligned initiative, Starting Well Core, commenced during 2018. This
programme is also designed to improve access to dental services for young
children and promote a greater focus on prevention. To assist distinction from the
Staring Well Core, the programme being evaluated has been referred as Starting

Well 13 (SW13).
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3.4.2 Selection of the 13 areas

The 13 high priority areas were selected in terms of high levels of deprivation and
tooth decay, and with an anticipated no change or worsening of disease levels
based on data trends. PHE assisted with the process to select these priority
areas. Figure 3.4 shows LA boundaries and the LAs in which SW13 was
commissioned. Details of the 13 local authorities who took part in the initiative

are summarised in Table 3.6.

Blackpool
Blackburn

Bolton
Salford

Leicester

Figure 3.4. Local authorities in which SW13 was commissioned.
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Table 3.6. Details of local areas participating in the SW13 (Department for Communities and Local Government, 2015a; NHS Digital,

2017; PHE, 2018b; c).

Dental Attendance rates (2017)

Changes in the

level of decay
IMD Dental caries ) prevalence
Local Authority él;ﬁr?k Average in 5 years old All Cg I»'if; :Ezd Children aged 1 Children (Trend
Score % (2017) children year and under | under 1year classification
Unaee using PHE
analysis)
Blackpool 1 41.997 24.9 57.4 39.4 15.0 3.8 -
Kingston upon Hull,
City of 3 41.235 32.8 70.8 46.2 15.3 3.6 Not change
Middlesbrough 6 40.216 32.1 70.7 48.1 20.0 5.6 Improving
Blackburn with
Darwen 14 34.189 42.6 67.8 445 14.3 3.5 No change
Rochdale 15 33.684 47.1 65.7 49.6 24.1 8.0 No change
Leicester 19 33.065 38.7 68.9 46.6 18.5 4.9 Improving
Salford 20 32.959 44.6 62.1 42.1 16.7 51 No change
Oldham 28 30.291 34.8 61.5 46.7 23.6 9.0 No change
Bolton 40 28.42 37.8 64.4 47.5 21.5 7.4 No change
Luton 47 27.577 37.6 55.2 35.0 10.0 1.8 No change
Wakefield 52 26.892 28.8 65.5 45.9 14.9 3.3 -
Ealing 73 23.585 30.7 57.2 334 9.5 2.0 -
Slough 78 22.873 415 52.3 28.6 6.8 1.5 No change
ENGLAND - - 23.3 58.3 38.1 11.7 2.8 -
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3.4.3 Modes of delivery

The Starting Well initiative has two modes of delivery:
a. Starting Well Preventive Practice (SWP)

Interventions were offered at an individual child and family level. This aspect
focussed on implementing systems and processes within practices to ensure a
greater preventive focus. Features included each practice identifying a

designated practice prevention champion to support change.

b. Advanced Starting Well Preventive Practice (ASWP)

This aspect involved all the features of SWP but, in addition, dental teams were
to integrate with their local community and engage with a range of local partners
to promote key oral health messages, uptake of dental checks by children before
their first birthday and increase access for “high-risk groups” (i.e. those at high

risk of developing caries).

3.4.4 Contracting and monitoring

Dental providers were recruited by local commissioners who held launch events
to introduce the programme to dental practices and local partners. Contracting
was via a standard contract variation to NHS GDS contracts. The number of
contracts that could be offered in any particular area was determined by the

funding made available to local commissioners.
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Providers were required to submit information centrally describing their activities
over and above the information submitted through standard FP17 returns. SW13

Practices were monitored on the following activities:

e Establishment of a designated Practice Prevention Champion (PPC)

e Staff training and meetings on preventive practice and safeguarding

e Implementation of a Delivering Better Oral Health audit and action plan

e Improvement against the baseline Delivering Better Oral Health audit

e Dental attendance by young children

e Provision of preventive advice and interventions

e Fluoride varnish applications in the under fives

e Follow-up appointments for children referred from Starting Well practices
for extractions under general anaesthetic or sedation

In addition to the monitoring required of a SWP, ASWP were also monitored on

the following:

e Number of external settings engaged with to promote oral health
e Types of oral health promotion activities provided

e Number of DAs by children aged under the age of five from the selected
high-risk group

e Number of children that attend following referral by health or social care
professionals
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3.5 Evaluation of the Starting Well 13 programme

The evaluation of the Starting Well 13 was a joint initiative between NHS England,
NHS Business Services Authority, Public Health England and The University of
Birmingham. My contribution was to the design of an evaluation plan, conducting
gualitative research to an agreed programme, summarising quantitative data
collected by NHSBSA and contribute to the development of a Baseline and Final
evaluation report. These reports can be found in Appendix Ill. The final report

was still under development at the time of writing and is presented as a draft.

3.5.1 Aim of the evaluation

To evaluate if the aims and objectives of the programme were met and to inform

the development of guidance to future commissioners of such programmes.

The evaluation sought to assess the programme from the perspectives of
commissioners, dental teams, local networks and PHE consultants in dental
public health. It focused on whether the interventions were operable and whether
high level outcomes such as increased number of children from high needs areas

attending dental practices were achieved.

3.5.2 Evaluation design

The evaluation followed the Donabedian model (Donabedian, 2005) (described
in Section 3.1.4.1) which examines Structure, Processes and Outcomes. It used

a mixture of qualitative and quantitative methodologies. In evaluation, mixed
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methods are commonly used when the focus of the evaluation is on the process
(Mertens and Wilson, 2012). A concurrent mixed methods design was employed

(Described in Section 3.3) as both methods were implemented at the same time.

The evaluation plan was designed to be dynamic and adapt to meet changing
circumstances during the course of the programme. The evaluation was
conducted from January 2018 to March 2020. The timeframe for the evaluation
and coverage of the initiative did not allow an assessment of whether the initiative

led to reduced levels of tooth decay among the local population.

A summary of the evaluation plan is shown in Table 3.7.

3.5.3 Data

Quantitative data

Quantitative data for the evaluation derived from routine FP17 data and specific

Starting Well submissions (via a Web Tool):

1. A monthly practice submission. Practices reported operation of the main

processes through which Starting Well 13 services are delivered.

2. A quarterly preventive practice audit. It was based on PHE guidance Delivering
Better Oral Health in which practices report a wide range of preventative

practices.
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3. Quarterly patient experience audits (Patient questionnaire). Parents and
guardians report their experience of individual visits by children to Starting Well

practices.

Qualitative data

A series of semi-structured interviews supplement the above data. As mentioned
earlier, semi-structured interviews are commonly used in health research to
explore perceptions about a programme or intervention on how it is perceived
and understood by the people involved. An advantage of semi-structured
interviews is their flexibility as emerging issues can be explored. The qualitative
study also included observation of some local and national networking events

through the development of the programme.

Quantitative and qualitative data were collected and analysed separately, then
they were integrated following a triangulation protocol (O'Cathain et al., 2010)
(described in Section 3.3.1 Integrating data) in which findings were compared
and complemented. The methodologies for both, quantitative and qualitative

studies, are detailed in the next two sections.
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Table 3.7. Evaluation plan for the SW13 programme.

. . To evaluate if the aims and objectives of the programme were met and to inform the
Aim of the evaluation . .
development of guidance to future commissioners of such programmes.
Duration January 2018 to March 2020.
Qualitative data Quantitative data
FP17
1st Stage 2nd Stage
DONABEDIAN - & & Non-FP17 Data Data
Objectives ) - -
MODEL Before Midway Practice . Patient
: : o Audit . .
implementation through Submission Questionnaire
in SW practices | implementation Monthly | Quarterly Quarterly Annually
Describe the SW13 areas, the commissioners and the practices: -Semi- -Semi-
i. The commissioning processes used to recruit and contract with structured one- | structured one-
practices joining the initiative. to-one to-one
| ii. The number of participating practices and pattern of provision interviews with | interviews with
DOMAIN 1: (SWP/ASWP). local dental practices
STRUCTURE e
iii. The contract models employed between NHSE and the dental teams. commissioners | to capture hQW
iv. Details of the local networks, including LDNs, LAs and early years leads. ) and th(_jse they see their
. o ) involved in the role
v. Local oral health strategies and other initiatives relevant to child oral ) )
health in the 13 areas design and developing,
- - — — - - planning of the | support needs,
i. Practice development (identification of prevention champion, team I
devel t, audits) initiative (local processes v v
“eve opment, au _I 3) ) ) ) ) partners: PHE, adopted,
DOMAIN 2: ii. Local pa-rtnersmp working (e.g. prevention champlonlworklng BDA, HEE, LDNs) potential L,
PROCESS Follaboratwely with early years partners, local community, oral health to capture facilitators and
improvement team / LA health improvement, local PHE). experience in barriers.
iii. Process adopted by dental practices. establishing Follow-up v
Seeks to provide a narrative on: local projects. interview with
i. How access rates for younger children changed after the initiative -Observation of local
DOMAIN 3: | commenced, particularly for children who were not regularly visiting the national/local | commissioners. v
OUTCOMES | dentist. meetings. -Observation of
ii. The extent to which practices adopted a more preventative approach national ?”d v v v v
as a result of the initiative. local meetings.
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Section 2A

3.6 Qualitative study for the evaluation of the SW13

programimme

3.6.1 Aim

To capture the experiences of those involved in the design, planning,
implementation and development of the programme. Interviews were carried out
in two stages, before implementation in dental practices and midway through

implementation.

3.6.2 Ethical approval

An application form for ethical review was submitted to the University of
Birmingham for consideration of any implications as the study involved human
participants. However, participants were not identified as vulnerable. After
consideration, it was decided that further ethical approval was not required, rather

the study was noted as a “Service evaluation programme”.

3.6.3 Participants and recruitment

The number of interviews was determined by the number of people involved in
the design, implementation and development of the initiative across the 13 SW
areas and according to the objectives of each stage. A list of participants is shown

in Table 3.8. A purposive (selective) sampling technique was used (Palinkas et
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al.; Etikan, 2016). In this non-random technique participants are chosen
deliberately because they have certain characteristics. In this case, all local
commissioners across the 13 areas and people involved in the planning and

design of the evaluation were included.

For the selection of dental practices, a maximum variation (heterogeneous)
purposive sampling was used, this approach looks to have a broad range of
perspectives (Palinkas et al.; Etikan, 2016). Since it was not possible to interview
all dental practices participating in the programme the criteria developed

included:

1. Atleast one PPC and one dental provider (NHS contractor) in each of the

eight SW13 District Commissioning Offices (DCOSs).

2. Arange of interviewees in terms of progress and engagement (assessed by

local commissioners).

3. A mix of Preventive and Advanced practices. Interviews also included a
follow up with NHS England local commissioners and/or PHE Consultants in

Dental Public Health.

A list of contact details (local commissioners, local dental networks chairs, Public
Health England consultants in dental public health in the 13 SW areas and
national leads) was provided by the NHS central team who advised participants

of the interviews. Contact details of dental practices were provided by local

January 2021 CC Salomon-Ibarra 153



UNIVERSITYOF
BIRMINGHAM

METHODOLOGY

commissioners or PHE consultants in dental public health in each of the eight

SW13 DCOs.

Participants were invited for the interview via email, they were informed of the
purpose of the evaluation and the aims of the interview, the anonymity of the
interview, the use of data and the main topics covered, this in order to provide
them an insight of the expectations. For the first stage of the interviews 34 people
were invited, 6 of them did not reply. For the second stage, 37 people were

contacted, 4 of them did not reply.
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Table 3.8. Participants and main topics for each stage of qualitative research.

FIRST STAGE
Before implementation in
dental practices.
Nov 2017 to Feb 2018.

SECOND STAGE

Midway through implementation.
Nov 2018 to Mar 2019.

Aim of qualitative
research

To capture the experience of
those involved in the design and
initiation of the SW13
Programme.

To explore early experience with
implementing and establishing the
programme at local level.

Participants

28 interviews:

-NHS Central Team (4)

-Chief Dental Officer
representative

-PHE National Lead

-BDA national representative
-Local Commissioners (8)

-PHE Consultant in dental public
health (8)

-LDN Chair (5)

33 interviews:

-NHS England local commissioners
and/or PHE Consultants in Dental
Public Health (10)

-Practice Prevention Champions (11)
-Dental providers (10, four of them
were also PPCs)

-Health Education England (2)

Main
topics

Expected ambitions and
benefits.
Structure of the programme.

Current shape of the programme.
Current context and synergy with other
programmes.

Structure | Local context and programme Specific to dental practices:
suitability with local programs. Practice organisation
Experience during initial
implementation.
Recruitment of practices. Recruitment of practices and
Role of key partners/ contracting.
Partnership working Practice and PPC development.
Required process to achieve the | Training.
benefits. Partnership working and local network.
Anticipated challenges and how | Information and monitoring.
to overcome them. Challenges to date, facilitators and
Process barriers.
Anticipated challenges.
Specific to dental practices:
Role of the practice and PPCs.
Process adopted by dental practices to
achieve a preventive focus and taking
on new patients.
PPC role developing
Challenges, facilitators and barriers.
Evaluation of success, Evaluation of success and achievement
anticipated outcomes and how of outcomes:
they will be achieved. Indicators of improvement to
Outcomes

Key lessons.

date/measures of success.
Sustainability.
Key lessons.
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3.6.4 Data collection

Sixty-one semi-structured interviews were conducted either face-to-face or by
telephone (28 face-to-face interviews during the first stage; 26 face-to-face
interviews and 7 telephone interviews during the second stage). Face-to-face
interviews were usually conducted at the participants’ place of work or at a
convenient place. Telephone interviews were planned to be conducted mainly
with dental practitioners to make them more accessible. The duration was around
30 to 60 minutes. Interviews were recorded using a digital voice recorder in order

to have an accurate summary of the responses.

At the time of the first stage of the interviews, recruitment of dental practices was
still underway. By the second stage, it was anticipated that commissioners and
providers had already agreed the local shape of the programme and providers
had already started to undertake the commissioned activity. Table 3.8 shows the

stages of qualitative interviews.

3.6.4.1 Consent and data security

Participants were given reassurance of the confidentiality and anonymity of the
interviews and were asked for permission to record the interview. Recordings
were transferred to a secured computer at the Dental School, University of
Birmingham. Transcripts and files from NVivo 12 Plus (QSR International, 2018)
software were also stored in a secured folder. Two of the participants did not

consent to record the interview.

156 CC Salomon-Ibarra January 2021



S UNIVERSITYOF
S BIRMINGHAM

Qualitative study for the evaluation of the SW13 programme

3.6.4.2 Topic guide

The topic guide was developed following the Donabedian’s model described in
Section 3.1.4.1 looking at the structure, process and outcomes. The first
interviews served as pilot to determine if there was a clear understanding of the
research questions and make the adequate changes for a better understanding
and sequence of the questions. This was modified through the development of
interviews. Questions were modified according to the interviewee position (e.g.
local commissioner, Public Health England Consultants). Main topics are also

summarised in Table 3.8. The full topic guide can be found at Appendix IlI.

3.6.4.3 Observation of meetings

Three national meetings (one online meeting) and four local networking meetings
(one telecom) were observed following a direct non-participant approach
(described in Section 3.2.2.2.) National meetings were organised by the central
team and attended by local commissioners and/or PHE England Consultants in
Dental Public Health. Local meetings were organised by local teams usually with
the support of Local Authorities. These meetings were attended by local

champions, and in some cases by dental providers and local partners.

3.6.5 Data analysis

Audio-recorded interviews were transcribed verbatim (orthographic transcription)
to avoid bias. In this style words and non-semantic sounds (erm, er, uhuh...) are

transcribed (Braun and Clarke, 2013). Transcriptions were carried out by an
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independent person with no relation to the project. Five interviews of those from

the first stage were transcribed by myself in order to get some hands-on
experience. Manuscripts were captured in Word. The recordings were listened
carefully using Media player to check agreement between the recordings and the
transcripts. Punctuations were omitted. Pauses were signalled as (Pause). Non-

identified words were checked with supervisors.

Analysis of data followed a thematic analysis using a framework approach
(described in Section 3.2.3.1). NVivo 12 Plus (QSR International, 2018) was
used to organise and manage data. Steps taken are described in Figure 3.5, as
suggested by Braun and Clarke (2012). Main themes and subthemes identified
are shown in Figure 3.6. These will be presented and discussed in the next

chapters.

Triangulation was used as a form of verification, via methods, using two different
data collection methods: semi-structured interviews and observation.

Observation of meetings helped to validate findings from interviews.

158 CC Salomon-Ibarra January 2021


https://d.docs.live.net/d1e83380379e3dc3/Work-Dissertation/Thesis%20draft%20Initial%20exploratory%20research%2020200610.docx?web=1

UNIVERSITYOF

BIRMINGHAM
Qualitative study for the evaluation of the SW13 programme
Reading and * Transcripts were read, re-read and examined manually by the PhD researcher.
familiarising * Topics from the interview guide were highlighted in different colours. @
with data * First thoughts were captured and when possible, initial codes were identified.
* Transcripts were imported from Word to NVivo Software (2013) to help with data organisation as it allowed an
easier management of the information. Data was organised in different folders: local commissioners, PHE dental
dine d consultants in dental public health, dental practices and HEE.
Coding data * Elaboration of codes involved an open coding and re-coding, following a complete coding approach. Codes @
identified were mainly semantic. Deviations or data not related to the research question was uncoded.
* A process of “constant comparison” was used, reading and re reading data until no further codes were identified
and data reached saturation.
 Patterns (themes) from the topic guide and emerging themes were identified. Codes were reviewed and organised into
e . categories according to the main themes identified. Similar codes were grouped.
Identifying * A pattern-based approach was followed, for which frequent ideas related to the research question across the data were @
patterns identified. “Saliency analysis” was also used. In this approach, important ideas that do not appeared frequently are also
identified.
Reviewing ) ] ]
. * Themes were revised and refined to check agreement and coherence between themesand codes; checking themes towards @
potential codes across the whole data.
themes
o *Both styles of thematic analysis descriptive and interpretative were used.
Defining and *Analysis mainly focused on what the participants said (semantic and descriptive) rather than how it was said.
naming *Extracts of data were selected to illustrate themes, show evidence of what has been stated and allow the reader to make own @
themes judgement between the interpretations and data.
*Extracts were used as both illustrative example (semantic approach) and interpretative (latent approach).
* Data extracts were cleaned and edited. Punctuations were added to aid readability once checking the audio again using intonation and
Writing up the pauses. Hesitations and repetitions were removed. Brackets [...] were used when some data was removed.
analysis * Quantified language was avoided as it is not recommended for qualitative analysis. However, some quantifying language was used but
does not indicate strength. For instance, “many” which will refer to the majority of the participants.

Figure 3.5. Steps taken for data analysis of qualitative interviews.
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Figure 3.6. Main overarching themes, themes and subthemes derived from analysis of qualitative data.
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Section 2B

3.7 Quantitative study for the evaluation of the SW

13 programme

Indicators from the SW13 which were captured through the monthly practice
submission were grouped according to the process, structure and outcomes.

They are shown in Table 3.9.

Data received from monthly submissions, audit and patient questionnaire were
collated, cleaned (due to inconsistences described below) and summarised in
excel tables. This was done with every monthly submission. Then, some
indicators were chosen to present them in the results as graphs and tables. The
monthly practice submission was presented quarterly; results of the quarterly
preventive practice audit were presented biannually whereas the patient
experience audit was presented quarterly. FP17 data was presented per year (12
months to January for dental access data and 12 months to March 2020 for

Fluoride Varnish rates).

3.7.1 Data management

There were some inconsistences related to the number of submissions and errors
when introducing the contract number. Some practices made more than once

submission in a month having as a result duplicated data. These data were
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reviewed in detail. Some of them were late submissions, as reported by some

practices in the additional information. Actions taken were:

1) For those who clarified that it was a late submission, the data was moved to

the corresponding month.

2) Only one submission was considered when the other(s) were incomplete.

3) In some cases, figures from both submissions were summed up. For non-
numeric indicators, when the answer to the “Practice Submission indicator”

should be YES/NO, the responses were modified to show only one response.

Some practices made multiple submissions of the Audit to reflect the individual
work from each dentist in the practice, in these cases the average was taken.
There were also some inconsistences when reporting the percentage achieved
in the Audit indicators, and other practices wrongly reported the total number of
patients seen and the number achieved inversely. Those figures were amended
accordingly. For those practices that introduced an incorrect number, it was

verified, and data was reported in the appropriate contract.
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Table 3.9. Quantitative data indicators for the SW13.

SW .
Practices Indicators Source data Frequency
DOMAIN 1: STRUCTURE (Data derived from Qualitative study).
DOMAIN 2: PROCESS
-Has the practice completed a
baseline DBOH audit?
-Has the practice completed an action
plan for their baseline audit?
-The practice has a flow chart for
managing Safeguarding concerns
-Does t.he pract|ce have a prevention Prac.tlcle Monthly
champion in post? submission
i. Practice All -Has the practice held a monthly
development | Practices | meeting for all dental team members
on preventative practice and Starting
Well?
-Is the practice advertising it is a
breast-feeding friendly practice?
Has the practice submitted the Patient
. . . . . Quarterly
quarterly patient questionnaire data? | Questionnaire
Has the practice submitted the .
quarterly DBOH re-audit data? DBOH Audit | Quarterly
All Has the champion attended the most
- Practices | recent locality network meeting?
i. Local ; .
artnershi Number of health and social care Practice Monthl
\a/orkin P Advsavr\mlced staff engaged with during the month submission Y
& Practices | 1YPES of social care staff engaged
with.
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Table 3.9. Continuation.

SW

. Indicators Source data | Frequenc
Practices g ¥

DOMAIN 3: OUTCOMES

-Is the practice actively taking on new
patients who are under 5 years old?
Has a target high risk group/locality
been identified through the local
prevention network?
-The number of patients under 5 the
practice has taken on from the high-
risk group/locality.
-The total number of patients
(without a regular dentist) who have
been referred to the practice post
extraction under general

All anaesthesia/sedation (include
practices | children under 5 and their siblings).
-The total number of patients who

i. How
access rates
for younger

children . .
have attended the practice, having .
changed , Practice
been referred to the practice, post o Monthly
after the , submission
S extraction under general
initiative : o
commenced anaesthesia/sedation (include
. ’ children under 5 and their siblings).
particularly .
) -The total number of patients from
for children . . .
the high-risk group/locality who have
who were .
been referred from the practice for
not regularly .
L extraction under general
visiting the ) o
. anaesthesia/sedation (include
dentist

children under 5 and their siblings).
-The number of patients attending
the practice who have been
Advanced | signposted to the practice from a
SW named adopted setting.
Practices | -The number of patients attending
the practice who have been referred
by health and social care staff.

-The number of new under-fives

All accessing care.
) . ) FP17 Data Annuall
Practices | -The number of under-fives accessing Y
care.

FP17 data is captured monthly but received per year (12 months to January) for analysis.
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Table 3.9. Continuation.

SW
Practices

Indicators

Source data

Frequency

DOMAIN 3: OUTCOMES

ii. The
extent to
which
practices
adopted a
more
preventative
approach as
a result of
the initiative

All
practices

-The number of under-fives accessing
care.

-The number of parents of children
under 5 that have had a ‘Make Every
Contact Count’ contact.

-Practice has had an oral health
improvement display in practice with
content that has been agreed by the
network.

-Number of tooth brushing packs
given to under 5-year-olds.

Advanced
SW
Practices

-Tooth brushing club supported.
Has the practice had an open day?
-The number of other oral health
events and initiatives the practice has
supported in the previous month
(include both in-practice and wider
setting activities, but not tooth
brushing clubs).

-Details of oral health events and
initiatives supported.

-Has the practice adopted any new
settings in the previous month that
have been agreed by the Network?

-Details of activity at adopted settings.

Practice
submission

Monthly

All
practices

-The fluoride varnish rates for under-
fives.

FP17 Data

Annually

All
Practices

-Prevention advice given to all O- to 2-
year-olds.
-Prevention advice given to all 3- to 4-
year-olds.

Practice Audit

Quarterly

-Patient experience: Dental
appointment visit.

Patient
Questionnaire

Quarterly

FP17 data is captured monthly but received per year (12 months to January) for analysis.
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CHAPTER FOUR

4 RESULTS

4.1 Introduction

This Chapter presents the results from both, quantitative and qualitative research
conducted for the SWI13 initiative. As discussed in the previous chapter,
guantitative data derived from routine dental data and specific SW13
submissions. At the time of the first stage of qualitative research, recruitment of
dental practices was still underway. The second stage of the interviews was
conducted after implementation of the programme in dental practices. Main

emerging themes are shown in Figure 4.1 and are discussed along this chapter.

First stage of interviews

programme design Second stage of interviews
Anticipated strengths and weaknesses Recruitment process and contracting
Local fitting and suitability Supporting mechanisms for delivery
Launch events Developing networks and partnership working
Initial recruitment process Increasing preventive focus in practices
Funding and contracting Improving uptake of dental care among priority groups
Developing local networks and partnership working Challenges improving prevention
Robustness of the programme Engaging with local health and social care system
Generalisability of findings Role of PPC and leadership
Key lessons Monitoring delivery and progress
Perceived benefits towards the end of year 1
Robustness of the programme
I ' Generalisability of findings
Key lessons

Figure 4.1. Main emerging themes from qualitative interviews.
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4.2 Establishing the programme

4.2.1 Programme Design

The NHSE&I central team arranged national programme board meetings on a
frequent basis. These meetings involved a representative from each locality,
usually local commissioners and provided an opportunity to collaborate in
different aspects of the planning and development of the initiative. Local teams
were very positive about the programme at the point of initiation. It was
considered that the initiative was ambitious and had brought an opportunity for

different parts of the health system to work together in a coordinated way:

‘I think it’s been incredibly rewarding to see people who don’t normally work together
working outside of their comfort zone to produce something as high quality as we can

and really people have been very committed to doing that’ (NHS central team).

‘It’s got a lot of the things you need to make something work so you’ve got the national
leadership you’ve got the programme board...I've really enjoyed working on it...we’ve
had just about the right number of meetings that hasn’t become a chore and you don’t
get to the point where you think we don’t need to meet | think it’s been managed really
well it’s funded, we’ve managed in [SW locality] to identify funding for it and | know

that’s not the case everywhere’ (Local Commissioner, NHS England).

‘I think it’s such a good programme it was really collaborative work with the public health
team and the local authority and we actually put in some active movement as part of

the training...” (Regional Dental Adviser, Health Education England).
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In particular it was felt that the initiative had allowed practices to devote more time

to prevention and engage with local communities:

‘I think the Starting Well Programme is good because they do pay the practices to free
up staff and | think that’s a really good thing you know | think that’s going to make it

much more effective.’(BDA).

‘What | like about Starting Well is it’s absolutely inspired because it looks into the
practice and it also looks outside as well because without that link with the community
our efforts as a dental profession will be less effective’ (PHE Consultant in Dental Public

Health).

It was anticipated that the programme might facilitate local system development
which would be of benefit beyond the SW13 objectives, as exemplified by this

comment:

‘We leave a legacy which means that our local authorities and our dental practices are
forever linked together and working together going forward that once the funding runs
out it’s custom and practice for health visitors to talk to dental practices and it’s custom
and practice for Sure Start dentists to talk to our dental practices to have that kind of

engagement going backwards and forwards’ (NHS Central team).
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4.2.2 Anticipated strengths and weaknesses at the point of
initiation

Having a national framework was helpful, whilst allowing some flexibility for local
adaptation. There were some conflicting views, however, implementing a

programme that is led nationally but funded and implemented locally:

‘The national programme has been really helpful in terms of providing a framework
nationally and a national profile for us to then adopt and adapt locally so as | say we
are not doing exactly what the national framework is but we are looking to deliver the

same outcomes’ (Local Commissioner, NHS England).

‘..how that balance between a nationally led but locally implemented ...that dynamic is

quite a difficult one to achieve’ (Local Commissioner, NHS England).

There were some concerns voiced over the ability of dental providers to adopt
more preventive approaches and adapt to new ways of working and that

investment in training and support would be vital:

‘I'm not sure that the dental practices were ready for it | think there are still practices
out there that are not following the advice in delivering better oral health ... (PHE

Consultant in Dental Public Health).

‘I think quite a lot will fall on the oral health champion the prevention champion that is
within the model and | think my biggest worry probably would be turnover of staff...”

(LDN Chair).
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‘I think you need to have the teams the whole dental team really trained up [...] | think
there are challenges for the dental teams in terms of finding the time to do what they
need to do there’s challenges in terms of them actually having had the training and the

knowledge to do what needs to be done’ (PHE Consultant in Dental Public Health).

The importance of working with the community was seen as essential in attracting
patients and producing a cultural change towards prevention, as exemplified by

this comment:

‘I think we certainly need to work with communities to stimulate demand and to get
them to understand that dentistry and the delivery of dental care is not necessarily
interventional it is about prevention and improving health and that’s a massive job that

we have to do’ (NHS Central team).

Some interviewees felt that caution was needed to emphasise how the
programme requirements differed from those for base contracts, particularly
regarding individual prevention interventions. It was also recognised at the outset
that it might take some time for oral health improvement to be apparent and that
in the short term some indicators, such as referrals for extractions might worsen.
Concerns were also raised about long-term sustainability of the programme,

including funding arrangements. Some comments were:

‘Part of the big benefits will be that if the prevention messages are embedded then
hopefully in the future years the level of decay etc. will be reduced...but that’s not

something that happens that quickly...” (Local Commissioner, NHS England).
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‘Always difficult to say for preventative programmes...I think over a number of years we
might expect there to be an improvement in the oral health of the children that have
been involved in the programme...hopefully encouraging that both them and the rest of
their family to take better care of their teeth to understand what they need to do and to

reduce the incidence of dental decay later in life’ (NHS Central team).

‘If particularly in (locality) if you get more children coming to the dentist GAs are almost
certainly going to go up so and that’s not necessarily a bad thing because actually it
means that maybe these kids who weren’t getting their dental care addressed will now

get it addressed’ (Public Health England Consultant in Public Health).

In some areas, securing local funding was one of the main challenges and there

were concerns in relation to the number of practices that the programme could

afford. However, the fact that it was a national programme helped to obtain local

investment that otherwise would not have been possible for some localities to

obtain:

‘Securing the funding was a challenge with all of the other competing priorities that we
have... | don’t think anyone will disagree improving the oral health of children is a priority
but there are a number of priorities around we’ve had challenges around access for all

ages...” (Local commissioner, NHS England).

‘I think it was a national programme and it was you know at the ministerial kind of
announcement behind all of that | think our local directors understood the importance
of making this happen and so we got it through but getting money for anything is always

a challenge’ (Local commissioner, NHS England).
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423 Local fitting and suitability of the programme with

local priorities

Local teams (usually formed of local commissioner, PHE Consultant in Dental
Public Health and LDN chair) agreed that the programme was a good fit with local
needs and priorities for oral health improvement and felt that the programme
might be applicable to other areas of high need that had not been included in the

selection of the 13 areas. Some comments were:

‘There are a number of areas in [Region name] which have quite a lot of social
deprivation and there are other areas in [Region name] who felt that they should have
been chosen for the initiative rather than [SW locality] but according to the criteria for
selection of the areas [SW locality] was actually the one which in particular showed the
least improvement in child oral health over a given period which was one of the critical

criteria’ (Local Commissioner, NHS England).

... we have concentrated very much on the priority areas [...] so the other areas are saying
what about us can we do this... but it’s not conflict it’s more that they want to get
involved and get on board with the whole programme (Local Commissioner, NHS

England).

Some areas already had oral health improvement initiatives; the view of
interviewees in general was that Starting Well would work alongside these
initiatives rather than duplicate them, though care might be needed to ensure this.
In follow-up interviews local teams reported that the initiative had complemented

and reinforced other local programmes, though contract management can be
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challenging for local commissioners. Some areas had already planned to

implement the subsequent initiative Starting Well Core. Some comments were:

‘We already have a number of initiatives which were going on in (locality) relating to
trying to improve the health of young children [...] and basically this just helps to kind of
cement that and give us a little extra resource to play in the local dental practice and get

them more involved’ (LDN Chair).

‘| think there could have been (duplication) but because we’ve mapped out you know
quite well | think what’s already happening [...] so it’s not that there’s clashes it’s just
that we need to be clear about what’s happening under each heading really’ (PHE

Consultant in Dental Public Health).

What was already existing has just been built into the Starting Well programme so in
other words it’s been revitalised and re-badged and re-energised through the Starting
Well Programme, so | don’t think there has been any duplication... (PHE Consultant in

Dental Public Health).

Views from dental practices were that the initiative had utility and was appropriate

to local oral health needs. Some comments were:

‘It seems to be working really well and it’s definitely a job that was needed, to go and
spread the word even if they’re not your patients at the practice, it’s going out saying
make sure you get a dentist make sure you register babies faster earlier ... | definitely

think it’s a good a great programme’ (PPC).

‘I thought it was a good opportunity to try because | don’t see new patients for the past

few years it was a good opportunity to build up a number of new patients of that age
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group and try to help the community too because it is a big case really in our area with
the attendance of that age group and the problems and the work that the hospitals get

to do because the oral care isn’t good at this age group’ (Dental provider).

4.2.4 Establishing the programme in the 13 localities

Local commissioners, PHE consultants in dental public health and LDNs were
reported to work closely in each area to implement the programme. At the time
of the first stage of the interviews it was apparent that there were variations in

how the programme was being implemented.

In some areas, the programme ran alongside, or was integrated with other local
initiatives. For instance, in Greater Manchester, local commissioners continued
to commission ‘Baby Teeth Do Matter’ and the SW13 contract was amended,
alongside a community-based initiative working with LAs. Commissioners in
Middlesbrough implemented a modified version of SW13 that they felt able to
offer to all practices within the available cost envelope and in Hull the programme
was integrated with an initiative to refer children at risk of tooth decay for intensive

prevention under a programme called In-Practice Prevention.

The SW13 initiative started at different times in the 13 areas and the anticipated
duration at the time of the interviews varied depending on funding availability.
Some areas started the initiative in February 2017. Generally, the initiative
finished in March 2020, but some areas managed to secure funding to continue
and/or extend it to other areas. Middlesbrough finished the programme in April

2019.
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4.2.5 Introducing the programme to dental practices

Advertising of the programme to dental practices was generally through the local
dental network in the form of emails and / or letters, including newsletters,
followed by launch events that were supported by Colgate. These events were
organised between September and October 2017; usually scheduled in the
evening and at a convenient place for attendees in terms of location.
Communication between local teams and dental practices was usually through

the practice principal or contract holder.

The launch events, designed to introduce the initiative to dental practices, were
felt to have been useful and successful though some were held before some key
details were available. Some reported, however, that they were resource

intensive.

‘It was really successful we got some fabulous feedback and the workshops went down
particularly well and the case study from a local GDP went down well. | think non dental
people found it really helpful because | don’t think they appreciated really what was
being done in practice and they found it a really useful opportunity to actually meet
practices and dentists and people that they send patients to but have never seen’ (PHE

Consultant in Dental Public Health).

‘We were pleased in that it was a good turnout there was a good discussion at the
meeting and | think it was helpful that we had some sort of nationally derived slides to
work from so we were giving the same message as being given elsewhere’ (Local

Commissioner, NHS England).
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‘I think there was something about the events were incredibly difficult to develop and do
locally on top of everything else and a huge amount of work locally [...] | think perhaps
some of that stuff...could have been done nationally so the LDN Chairs presentations
there could have been a national slide set there was a slide set which we had to do
significant amount of work on to tweak because actually those...are the important bits

in terms of selling the project...” (PHE Consultant in Dental Public Health).

Some local teams emphasised the importance of giving practices adequate
notice of events to help them attend and some felt that this may have limited
practice attendance. The importance of having key information to communicate,
particularly funding arrangements, was underlined by some. Practices were of
the view that launch events had been successful, although some reported that it
would have been helpful to have more detail about the initiative. Some comments

were:

Something that felt a little bit last minute you know | didn’t feel as though we were
always able to give them all the information [...] we can’t give you all the detail and
when we get the detail we will tell you about it, it would have been nice to have had a

lot of that stuff in advance’ (PHE Consultant in Dental Public Health).

‘I think the launch was successful it was just basically telling me all what the initiative
was going to be about and going over like statistics of GA referrals and why they’ve put

all the scheme together it was quite useful’ (PPC).

‘It [the launch event] told you the basics and things that you need to know | think the

detail came afterwards when you actually get into it and it tells you exactly what you’ve
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got to do that’s when | understood it a bit more | guess it was more vague at the

introduction but it was helpful it give me an idea of what | was going to be doing’ (PPC).

The Chief Dental Officer attended some events and there was usually
representation from the NHSE&I central team, local authorities, commissioners,
PHE, the local dental network chair and a range of local partners such as school
nurses, health visitors, early intervention team, community dental services,

Health Education England and Healthwatch.

4.2.6 Process for recruitment

Whilst the recruitment process was still underway at the time of the first stage of
the interviews, there was a general optimism from local commissioners on the
number of practices that were going to be recruited. Restricting the number of
practices that could participate to match the funding available was a concern to

some commissioners.

Commissioners reported following the national criteria for practice selection but
there was some local variation. In addition to more routine procurement criteria
such as capacity to deliver, base contract type and stability of delivery, some
commissioners identified areas within their locality that were a priority for

recruitment based on local needs. Some comments were:

‘We already knew that we wouldn’t be able to roll it out to all of our practices...we
gathered some intelligence around the deprivation indices, the current access rates for

children...” (Local Commissioner, NHS England).
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‘We looked at the needs assessment for “Starting Well locality” and we looked at the
areas that had the highest decay rates so a number of things ...when we had our event
for Starting Well we invited all of the for “Starting Well locality” dentists but we did
specify obviously that we are going to be focusing on ‘x’ areas’ (Local Commissioner, NHS

England).

Commissioners felt at the outset that practices may decline to participate if they
were struggling to deliver against their base contract, or if they felt the level of
remuneration was insufficient or the activities too onerous. Some reported that
corporate practices might be more difficult to engage on the programme. One felt
that practices in the priority areas were under-represented among those seeking

to participate. Some comments were:

‘It’s a difficult time to engage practices and it’s probably come at a time when practices
are probably struggling to think about taking on new initiatives to do more for a little bit
of money it’s probably going to be a challenge...” (PHE Consultant in Dental Public

Health).

‘| think if you’re looking a needs based approach the problem is that we have to work
with what we’ve got working with existing practices and where we’d like the initiative,
we haven’t got all those practices they are not the ones that have come forward...I think
there is some genuine nervousness you know people who want to sign up to something

but they think they can’t deliver...” (PHE Consultant in Dental Public Health).

In the second stage of interviews, it was reported that some practices decided

not to take part due to their experience with previous programmes, concerns
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about delivery, staff capacity, internal practice issues and perceived insufficient

funding.

Challenges in communicating with the dental team were the internal
communication within dental practices and communication reliant on individuals

such as practice owners, as shown in this comment:

We engage with our contract holder or provider who runs the practice but often it’s the
dentists, the hygienist, the therapist and the dental nurses who want to make sure they
get the message and we are very much reliant on the dental practice owner
communicating that [...] sometimes it depends who opens the emails or you know
communication within practices sometimes isn’t very good...” (Local Commissioner, NHS

England).

4.2.7 Facilitators for the recruitment of practices

Local teams were generally positive about the recruitment process and were very
pleased with the level of uptake. They saw the initiative as an opportunity to

establish or reinforce a relationship with dental practices:

‘I think more positively from the practices’ point of view probably for the first time they
were very engaged with the commissioners in a proper commissioner wider sense |[...]
that was the best part of the Starting Well actually for me getting to know those
practices and you know being able to sort of encourage them to be thinking about the

public health role...” (Local Commissioner, NHS England).
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‘I mean it feels quite good that we’ve got the number of practices that we have and
we’ve got a mix of practices and there is the engagement from the practices some of the
providers and the champions you know there’s the links with the local authority [...] |
think it’s positive we haven’t had any like | say nobody drop out no real issues with the

contract variation and the funding...” (Local Commissioner, NHS England).

‘...because we’ve got really good relationships with our practices and because we work
quite closely with our practices they’ve been involved in other prevention initiatives and
there’s such a high oral health need in the area the practices have been absolutely
fantastic have been really receptive so I’'ve not encountered any challenges particularly

in this area’ (PHE Consultant in Dental Public Health).

In some areas PHE Consultants in Dental Public Health had been closely
involved, supporting the recruitment. This kind of support was identified as a
facilitator in the implementation of the initiative. In some areas PHE Consultants
in Dental Public Health, local authorities and LDN chairs provided support in

engaging dental practices.

Commissioners mentioned that the commitment shown by dental practices, clear
understanding of objectives, relationship management and the financial reward
offered to providers were some of the facilitators. Greater awareness of the

initiative before recruitment would, however, have helped discussions.

4.2.8 Funding and contracting

The nationally developed NHS GDS contract variation was adapted according to

local circumstances. In general, the initiative was funded from dental
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commissioning budgets, including funds made available through “claw back”. In
the current dental contract income is based on Units of Dental Activity (UDAS). In
the clawback, the commissioning body (i.e. NHSE&I) who provides the practice
with a contract is able to “claim back” the value of underachieved activity (i.e.
UDASs). Local commissioners used a national template to calculate the funding

allocated to dental practices which was based on practice workforce numbers.

The different incentives for contract holders and dental performers was reported
to be a challenge to increasing prevention, some dental providers felt that the
incentives applied to providers but not all team members; the lack of incentive in

the mandatory services contract was noted. Some comments were:

‘... there is funding from the NHS for the practice but there’s no funding formal as such,
so for the practice principal it makes sense but for the practice associates there’s no extra

funding to be part of Starting Well...” (Dental provider).

‘In our current contract there’s no additional payments for us to do prevention so for
example if you do an examination on a child then you would get paid the same whether
you examine a child didn’t really give any instructions and you sent them on their way
[...] so there’s no incentives with the current contract to emphasise prevention to your

patients’ (Dental provider).

Some areas allocated funding for additional access, and in one DCO to
community based oral health interventions. In some areas where practices
already had other programmes in place, the amount of funding was adapted to

reflect this.
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4.3 Programme implementation

4.3.1 Extent of the programme

There was a total of 112 dental contracts providing SW13 services (Table 4.1) of
which 101 (90%) were providing Advanced SW services. Some practices joined
towards the end of the programme but were not considered for the evaluation.
Whilst the number of contracts does not necessarily denote the number of
locations from which services were offered, the number of locations from which
services were being provided was also 112. Over the first year of the programme
there was a progressive increase in participation. The total value of contract

variations to reimburse providers was £1.53M.
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Table 4.1. Overview of Starting Well 13 initiative
Contracts Contracts
Physical providing providing
NHSE DCO Starting Well | Contracts* Ioca'Zions** Advanced Preventative
area locality Starting Well | Starting Well
services services only
n n n n
Central Leicester 4
Midlands Luton 1
Cumbria and .
North East Middlesbrough 7 6 7 0
Bolton 12 13 12 0
Greater Oldham 12 12 12 0
Manchester Rochdale 10 10 10 0
Salford 14 14 14 0
Blackburn with 3 g Z 1
Darwen
Lancashire
Blackpool 4 4 4 0
London Ealing 12 12 12
South Central | Slough 4 4 4
West .
Yorkshire Wakefield 7 7 5 2
Yorkshire and | Kingston upon y Z 4 3
The Humber Hull
TOTAL | 112 | 112 101 11
Percentage of contracts providing Advanced/Preventative 90% 10%

Starting Well

*Annual contract value (NACYV variation, full year effect) for SW13 services 2018/19 was £1,525,190.
** Some contracts relate to services provided at more than one location and some locations relate to more
than one SW13 contract.
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4.3.2 Supporting initial delivery

Results from the second stage of interviews revealed that although there were
stil some challenges in local implementation of a nationally designed
programme, associated resources such as guidance were felt to have been
helpful as they gave legitimacy that reinforced local action. Some comments

were:

‘...although it was a local implementation you had a national message behind it so in
some ways it’s easier to take that national message and then try to get that to be
adopted locally [...] | think if you tried as a local office... would really struggle to do all of

those individual elements on your own...” (Local Commissioner, NHS England).

‘I think there’s real benefit in the national programme around the focus and around the
commitment ...and you know the response to the Secretary of State that we wouldn’t
have been able to do if it had been a local programme... but | think the national
programme became very complex [...] if this is about how we target you know resource
to meet local needs that needs to be considered as that it needs to be very simple’ (Local

Commissioner, NHS England).

Supporting mechanisms for practices were reported to include meetings, training
and physical resources such as leaflets, posters and toothbrush and paste packs.
These were appreciated by providers, though were not always in place before
the initiative commenced and commissioners considered that it was necessary to

have a logistics plan in place in order to avoid any issues or delays in the delivery
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of packages. A practice mentioned that being part of a corporate practice

provided additional support in terms of resources. Some comments were:

‘We got all the leaflets... the tooth brushing packs and everything else [...] some of the
material that the scheme’s provided us with the leaflets and things like that has
facilitated it because it saved us having to try to produce of all that ourselves which

would’ve been a lot more difficult...” (Dental provider).

“...they were quite clear what they wanted us to do but they needed to give us more
material and more information sooner... we were still waiting so we were having to buy
our own toothbrushing packs and because we didn’t want to wait we wanted to get on

with it...” (Practice manager).

Some practices mentioned that having an agreed action plan was helpful in giving

structure to delivery and monitoring progress:

‘I think the main facilitation factor is really... when we started the process we were given
an action plan and part of that action plan said okay you need to do this at these
particular times and part of signing to this agreement was that we will do these things
so | think there’s been some degree of control through the area team...” (Dental

provider).

Some local teams were of the view that the initiative created a sense of

competition and considered that it had encouraged practices to share ideas for

delivery:
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“..they’re in a little bit of competition and | like that it’s healthy competition so one
practice will come in and say I’m doing this and somebody will go Oh | didn’t think of
that I’'m going to start doing that so there’s that really healthy competition [...] when
practices see other practices doing something they do become competitive and go | want

to be better’ (Local commissioner, NHS England).

In one area a project manager was appointed to oversee and support the
initiative. It was suggested that it might be helpful to have this support for
example, a practice facilitator, a senior practitioner or a project manager
dedicated to the initiative. Local teams also expressed that in order to support
dental practices it is necessary to have access to the resources and data on a
regular basis. In some areas such facilitation to bring focus on the initiative was

present but in others this resource was not available.

Nevertheless, some practices were struggling to provide the service and felt that
the reporting requirements were burdensome and confusing. The guidance and
support from the local NHSE&I team was identified as key to facilitate the
implementation in dental practices. While some practices felt very well supported,

others expressed that more support was needed:

‘We’ve had a lot of support from NHS England local team lots of support we’ve had
monthly meetings and they have provided guidance and what is expected of us also how
we can deliver various activities, they’ve supported us also in planning and delivery of

the activities as well as providing resources...” (Dental provider).
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‘I think the concept is a really good idea and when | first heard about it and asked to be
a part of it I was really looking forward to doing it but I’'ve found it quite challenging [...]
I’m not sure whether I’m up to date with everything because there’s nobody to say yes

you’re doing that right or no you’re not doing it right and here’s how to fix it’ (PPC).

4.3.3 Training of practices (PPC and dental providers)

Learning modules developed by HEE were available shortly after the programme
commenced and were reported to have been very useful. These were, however,
challenging to produce to the required timescales. The modules included: a) a
“Starting Well programme” module containing details of the programme (e.g.
aims, completing FP17 data, role of the PPC) aimed at all staff; b) a “Delivering
Better Oral Health Key Messages” module containing topics such as research
and evidence base behind key messages, recommendations to 0-4 year olds,
risk and recall intervals, and team approach to prevention, two sessions were
developed, the first aimed at non-clinical staff and the second aimed at clinical
staff; and c) a “Behaviour Change theory” module to help clinical staff to apply
communication and behaviour change theories and models to everyday practice
(e.g. empowering patients, recognising barriers and supporting resisting parents).
The modules on Delivering Better Oral Health and Behaviour Change are
available to all practices on the e-Learning for Healthcare website (e-Learning for

Healthcare, 2021b; c; a).

Practices highlighted, however, the importance of having the modules available
earlier so that they could be completed before commencing delivery. A few

suggested that the content could be summarised. Some comments were:
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‘I think the challenge is time, the expected timescales of when the project was launched
to when we needed to have the training day was very tight... because you’re relying on
very busy people to do this work as part of their normal job so | think one of the
challenges was actually delivering something that was fit for purpose that was user
friendly that could be piloted before it was rolled out which takes time and stages...”

(Postgraduate Dean for Health Education England).

‘We got given some Starting Well modules to do... the dentists and the nurses in the
practice and reception and everybody had to read through them answer the questions
on them so they all had a good read about actually what it was about so the training in

terms of Starting Well is you know it was quite good’ (PPC).

Some practices also received locally designed and delivered training which was
reported to be helpful to reinforce the knowledge and give more confidence to the
dental team. Some other practices received online training and some others were
given funding for training. While some practices felt they had received enough
support in terms of training, some others expressed that continuous training was

needed. Some comments were:

‘They’ve [The local team] arranged training of staff with very highly qualified people in
the field like consultant paedodontist and they have invited the nurses, dentists
receptionist to go to these courses to train them on how to deliver the message and
generally make us more aware of what can be done [...] so the training and education

support has also been very good’ (PPC/Dental provider).

‘I think we need to have more training events for whole practice teams like they ran last

year again so they need to do those sorts of things and get those messages across
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certainly and keep everybody motivated and essentially reinforce what we already know’

(Dental provider).

Training needs were identified to empower PPCs in order to support their
leadership role and to engage with the community, especially for Advanced

practices:

‘I think leadership is very important this is led by a champion within the practice and it’s
about empowering them to be able to sort of plan and bring the whole team on board...
ongoing training in leadership | think is a key thing and that’s something that Health
Education England and particularly on our patch we’re very interested in exploring
looking at how all members of the dental team can be leaders...” (Regional Dental

Adviser, Health Education England).

4.3.4 Developing networks and partnership working

At the commencement of the programme commissioners described engagement
with partners, in particular LA and public health teams, and were establishing
local networks. Where engagement was strong this was described as beneficial

in affording a perspective into the needs of local communities:

‘We’ve got very strong links with the local authorities the local councils and they
attended our launch events but | think within the local councils we’ve got some fairly
strong relationships as well with local communities and it’s all facilitated with local

councils’ (PHE Consultant in Dental Public Health).

‘... luckily in the area they’re just actually setting up a managed clinical network around

oral health prevention and the local council ... they’re very engaged in the initiative
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because it bolts in well with the other initiatives so for local partnership working it’s come
at the right time [...] | think the local authorities they have a very much an interest in oral
health we have intended to work with them very closely or closely enough | think
initiatives like this will help to maintain that momentum so it’s more about us learning

from each other and working with each other’ (Local Commissioner, NHS England).

At the point of initiation, some, however, anticipated that it might prove difficult in

some areas to engage stakeholders and manage local expectations:

‘I think it could be a challenge in terms of getting the other partners involved because
they’ve already got a lot of stuff they have to try and take on and so it will be a question
of trying to sort of sell the benefits to them so they can see some positive outcomes for
them always | think one of the risks is when you do things multi organisationally it’s

whether it’s a priority for that other organisation...” (Local Commissioner, NHS England).

‘I think the expectations of our local authority stakeholders making sure they are
managed appropriately | think they have very high expectations that this will be a cure
all and it will happen very quickly and | think they also have some | think what they
ultimately want to see is dental clinicians going out into different settings providing

dentistry which isn’t going to happen at all’ (Local Commissioner, NHS England).

There was general agreement that a wide range of local partners had a role in
supporting the programme to achieve its objectives, including local authorities,
local dental networks, PHE local teams, health visitors, early intervention teams
and community dental services. There was a particular role for these other
agencies in helping providers understand the needs and perspectives of

communities who were not regular dental attenders.
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‘..and | think in particular in “Starting Well locality” we have...a partnership...with our
local community organisation; they are going to do some focus group work for us for
example so that we can best understand our population so lots and lots of partners’ (PHE

Consultant in Dental Public Health).

The role of the LAs was identified as key to give the SW13 initiative priority in the

area and to provide an environment to facilitate delivery. Reported examples of

support included providing venues, hosting meetings, engaging dental practices,

making links with local settings and identifying high risk groups. Some practices

mentioned that they had received support in the form of advertising, banners,

leaflets and support with open days and school visits. Some commissioners had

already an established relationship with local authorities, for others the SW13

initiative helped to establish it. Some comments were:

They are the ones who have provided the venue all the time throughout all of this they’ve
also been working with community dental services because they actually inform them of
what they want them to do even though we are commissioning the service so they have
been working very closely to us with everything we have been doing they are also doing
the tooth brushing scheme alongside the schools and supporting that so there’s been a
massive amount of support from “Starting Well locality” Council... (Local Commissioner,

NHS England).

‘They [Local Authorities] have engaged hugely | think in some ways this addresses to
some degree their statutory responsibility for oral health... the way that they can support
that responsibility is also via supporting the Starting Well programme and | think they

have been a massive support...” (PHE Consultant in Dental Public Health).
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In some areas PHE Consultants in Dental Public Health had been closely
involved, supporting the recruitment, engaging practices and networking; this
support was regarded as very helpful. The clinical leadership of PHE Consultants
in Dental Public Health and LDN chairs was felt useful in helping to engage dental

practices:

‘I think probably the clinical leadership of the process through the LDN and Public Health
England... | think it’s been good to have clinical people front and centre of that rather
than commissioners going out, the practices would tend to see the relationship with us
as being contractual [...] | think they’re really crucial [PHE Consultants in Dental Public
Health] in terms of getting this to fly because they do they keep coming back to
explaining to people why we need to do this and | think they haven’t got any contractual
axe to grind so you know they’re really able to explain to people why this is big picture

stuff...” (Local commissioner, NHS England).

‘...as well have worked quite closely with LDN Chair in terms of the Health Education
England elements cause “LDN Chair’s name” got some funding agreed for certain places
... like for training for the champions... he’d again worked with the local authority on
getting that funding secured and then identifying people to attend so again that meant

NHS England we | didn’t have to get involved...” (Local Commissioner, NHS England).

A few areas reported working with HEE at local level. Where this type of
engagement existed, it was also described as very helpful. Their role was seen
as crucial in supporting practice leadership and networking. Some comments

were:
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‘We have training by them [HEE] so a massive amount of training for all our practices
not just the Starting Well... they’ve been absolutely brilliant they attend these meetings
as well and they support whatever issues we may have so if we said we need a bit more
training on this they will actually pick up that issue first so they’ve been very supportive’

(Local Commissioner, NHS England).

... training | think has probably been a big thing and a lady called “Person name” from
Health Education England’s been really helpful on that she’s been part of a national
group looking at the training resources to support it... (Local Commissioner, NHS

England).

Local networking

While some areas were already part of mature local networks, others were new
to this way of working. Local meetings had different formats in different areas, in
some they were coordinated by PHE Consultants in Dental Public Health or LDN
Chairs; in others they were incorporated into other meetings such as LA oral
health meetings. Lack of direction and local ownership were some of the
challenges in setting up a network. While some interviewees reported that
networking meetings had been successful with a good patrticipation of practices

and stakeholders, in others the level of engagement had not been the same.

Local meetings were reported by dental practices to be very helpful for share
learning and networking between practices and health services. Some mentioned

that they would have liked more meetings. Some comments were:
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‘It’s helpful going to these meetings and discussing with other centres and discussing
with NHS England things they want to bring in or things that aren’t working so that’s

been quite helpful’ (PPC).

‘I think it’s been good I've enjoyed it | have enjoyed going to the meetings as well because

you get to find out what other practices are up’ (PPC).

Some areas set up a WhatsApp group to share ideas and to provide support

among dental practices:

‘We’ve up I've set up a WhatsApp group with all the champions in our area as well so we
all share ideas send each other pictures and keep in touch just if anybody’s got any
questions we’ll email each other backwards and forwards so that’s a good support

network...” (PPC).

During 2018, four local network meetings were attended to observe the
developing dialogue between practices and other parts of the local health system.
The role of NHSE&I local commissioners and LA public health teams was key in
facilitating local links. It was apparent that cooperation and mutual support
between practices was beneficial, particularly as there was a wide variety in sKill

and experience among PPCs.

4.4 Delivery of the initiative in dental practices

By December 2018, 89 out of the 112 contracts (79%) had submitted at least one
monthly SW13 return (an example of the online data capture tool is included in

Appendix 1V). There was some variability across areas with the proportion of
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contracts submitting these data in each local area varying from 42% to 100%.
However, fewer contracts submitted a return for every month. As an indicator of
this only 41 contracts (37%) had submitted at least 2 returns for the period
October to December 2018. The progressive increase in the percentage of
monthly returns is shown in Figure 4.2. The proportion of contracts that submitted
SW13 returns, monthly submission, audit and patient questionnaire are shown in

Figure 4.3.

By the end of the programme (March 2020) 96 out of 112 dental practices (86%)
had submitted at least one monthly SW13 return with the proportion of contracts
reporting data in each LA varying from 58% to 100% (Table 4.2). In 9 out of the
13 localities, all practices submitted at least one monthly SW13 return. Almost a
half of dental practices submitted at least six monthly SW returns during the whole
duration of the programme. During the last six months of the programme 35% of

the practices submitted at least two SW13 returns.

Regarding the practice audit, by December 2018, 69% of practices had submitted
at least one quarterly Delivering Better Oral Health (DBOH) audit return, it
increased to 78% by the end of the programme. During the whole period of the
programme 54% submitted at least four audit returns and 63% made at least one
submission containing patient questionnaires (Table 4.3). Although not all
practices were submitting data, there were early signs of improvement in delivery

of preventive practice.
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February 2018 N 7%

March I 15%
April I 21%
May I 35%
June I 34%
July I 35%

August I 31%

September I 34%

October I 43%
November I 41%
December I 39%

January 2019 I 44%
February I —— 4%
March I 44%
April I 30%
May I 40%
June I 35%
July R 39%

August I 37%
September I 35%

October NI 29%

November I 37%
December I 31%
January 2020 I 20%
February I 19%
March 2020 I 13%

0% 10% 20% 30% 40% 50%

Figure 4.2. Proportion of contracts (dental practices) that submitted SW13 monthly
returns from February 2018 to March 2020.
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At least six monthly SW13 returns _ 51% (57)
At least two monthly SW13 returns in the last six months of
I -
the programme (October 2019 to March 2020)

At least four quarterly DBOH audit returns _ 54% (60)

At least one monthly return that contains patient
yretum Sy
guestionnaires

At least six monthly SW13 returns that contains patient )
e I o
questionnaires

0% 20% 40% 60% 80% 100%

Percentage response % (Number of SW13 contracts)

Figure 4.3. Proportion and number of contracts (dental practices) that submitted SW13 returns (monthly submission, audit and
patient questionnaire) from February 2018 to March 2020.
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Table 4.2. Overview of Starting Well 13 returns: monthly submissions from February 2018 to March 2020, by locality.

Contracts that submitted at

Contracts that Contracts that least two monthlv SW returns
Starting Well locali Contracts e e SR LG in the last six mgnths of the
NHSE DCO area € ty one monthly SW six monthly SW
return returns Programme
(Oct 2019 to Mar 2020)
n n % n % n %
Leicester 8 8 100% 4 50% 13%
Central Midlands ° ° >
Luton 7 7 100% 4 57% 29%
Cumbria and .
Lo Middlesbrough* 7 7 100% 0 0%
North East
Bolton 12 9 75% 7 78% 3 25%
Greater Oldham 12 7 58% 3 43% 3 25%
Manchester Rochdale 10 7 70% 3 43% 3 30%
Salford 14 9 64% 5 56% 3 21%
, Bt i 8 8 100% 6 75% 2 25%
Lancashire Darwen
Blackpool 4 4 100% 2 50% 2 50%
London Ealing 12 12 100% 6 50% 5 42%
South Central Slough 4 4 100% 4 100% 4 100%
West Yorkshire Wakefield 7 7 100% 6 86% 4 57%
Yorkshire and The .
Humber Kingston upon Hull 7 7 100% 7 100% 5 71%
TOTAL 112 96 86% 57 51% 37 35%
*Middlesbrough finished the programme in April 2019.
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Table 4.3. Submission of quarterly returns and patient questionnaires from February 2018 to March 2020, by locality.

AUDIT PATIENT QUESTIONNAIRE
i?jﬁ:;?::;git i?jﬁ:;g:;git Contracts that submitted | Contracts that submitted
NHSE DCO area | Starting Well locality | Contracts P, least four at least one monthly at least six monthly SW
return that contains returns that contains
SHRIE P CUeTiErl] Dl atient questionnaires atient questionnaires
audit return audit returns P q P g
n n % n % n % n %

Central Leicester 8 8 100% 6 75% 6 75% 4 50%
Midlands Luton 7 7 100% 6 86% 5 71% 2 29%

Cumbria and . . 0 0 0 0
North East Middlesbrough 7 6 86% 1 14% 4 57% 0 0%
Bolton 12 8 67% 6 50% 7 58% 5 42%
Greater Oldham 12 6 50% 3 25% 4 33% 2 17%
Manchester Rochdale 10 6 60% 4 40% 6 60% 1 10%
Salford 14 7 50% 3 21% 7 50% 3 21%
. Blackburn with s| s 100% 5 63% 7 88% 1 13%

Lancashire Darwen

Blackpool 4 4 100% 3 75% 4 100% 0 0%
London Ealing 12 9 75% 6 50% 4 33% 1 8%
South Central Slough 4 4 100% 4 100% 4 100% 4 100%
West Yorkshire Wakefield 7 7 100% 6 86% 7 100% 6 86%
Yorkshire and . o o o 0
The Humber Kingston upon Hull 7 7 100% 7 100% 6 86% 5 71%
TOTAL 112 87 78% | 60 | 54% 71 63% 34 30%

*Middlesbrough finished the programme in April 2019.
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4.4.1 Increasing preventive focus

Among those practices that submitted information, 92% completed a DBOH audit
and an action plan (79% of the total practices participating in the programme);
and 99% reported having a flowchart for managing safeguarding concerns and a
practice prevention champion in post (85% and 84% of the total dental practices,

respectively). These indicators are shown in Table 4.4.

Similarly, 99% of practices reported holding monthly dental meetings within the
practice (85% of total practices). Whilst reducing numbers of returns in latter
stages of the programme made it hard to assess, those that were submitted
information indicated a reducing number of meetings. Challenges with data
submission will be discussed in Section 4.7 Monitoring delivery and progress.
The number of PPC attending local prevention networking meetings increased
along the development of the programme but it decreased again by the end of

the programme.

In terms of oral health promotion (Table 4.5), 92% of dental practices had
reported to have an oral health improvement display (79% of total dental
practices); and 95% reported that the practice was breastfeeding friendly (81%
of total dental practices). A high number of parents or carers of patients under 5
have had a 'Make Every Contact Count' contact although it varied considerable
across dental practices. All practices that submitted information were taking on
new patients, 86% of the total number of SW13 practices. These indicators

saturated early in the programme and tended to decline thereafter (Figure 4.4).
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Table 4.4. Practice actions reported via SW13 practice monthly submissions from February 2018 to March 2020.

Contracts that . Contracts reporting Contracts reporting .

. Contracts reporting . . . Contracts reporting
submitted at . having a flow chart having practice

. . completing a . . . monthly dental

NHSE DCO area | Starting Well locality least one baseline DBOH audit for managing prevention champion team meetings

LD and action plan UGG in post (at least oncg)

return P concerns (at least once)
n % n % n % n % n %
Central Leicester 8 100% 8 100% 8 100% 8 100% 8 100%
Midlands Luton 7 100% 7 100% 7 100% 7 100% 7 100%
;‘;’:::r;:t"d Middlesbrough 7 100% 5 71% 7 100% 7 100% 7 100%
Bolton 9 75% 8 67% 9 75% 9 75% 9 75%
Greater Oldham 7 58% 6 50% 7 58% 6 50% 7 58%
Manchester Rochdale 7 70% 5 50% 7 70% 7 70% 6 60%
Salford 9 64% 9 64% 9 64% 8 57% 9 64%
Lancashire Blackburn with Darwen 8 100% 8 100% 8 100% 8 100% 8 100%
Blackpool 4 100% 3 75% 3 75% 4 100% 4 100%
London Ealing 12 100% 11 92% 12 100% 12 100% 12 100%
South Central Slough 4 100% 4 100% 100% 4 100% 4 100%
West Yorkshire | Wakefield 7 100% 7 100% 7 100% 7 100% 7 100%
‘T(::;k:':r':bzr:d Kingston upon Hull 7 100% 7 100% 7 100% 7 100% 7 100%
- - -

iﬁff;?rrnnaicijzzl of practices that submitted 96 B 88 929% 95 99% 94 99% 95 99%
% from all SW13 practices 112 | 86% 88 | 79% 95 85% 94 84% 95 85%
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Table 4.5. Practice actions reported via SW13 practice monthly submissions from February 2018 to March.

NHSE DCO area Starting Well Contracts reporting actively Contracts reporting oral Contracts reporting practice
locality taking on new patients <5yrs | health improvement display is breastfeeding friendly
n % n % n %
. Leicester 8 100% 8 100% 8 100%
Central Midlands
Luton 7 100% 7 100% 7 100%
Cumbria and .
Middlesbrough 7 100% 7 100% 7 100%
North East
Bolton 9 75% 7 58% 9 75%
Greater Oldham 7 58% 6 50% 6 50%
Manchester Rochdale 7 70% 5 50% 6 60%
Salford 9 64% 6 43% 8 57%
, el TN 8 100% 8 100% 8 100%
Lancashire Darwen
Blackpool 4 100% 4 100% 4 100%
London Ealing 12 100% 12 100% 10 83%
South Central Slough 4 100% 4 100% 4 100%
West Yorkshire Wakefield 7 100% 7 100% 7 100%
:ZL':Z';':G andThe | i 7 100% 7 100% 7 100%
. -
% fror'n tot:.;\l of prac.tlces that 96 100% 28 92% 91 959
submitted information
% from all SW13 practices 96 86% 88 79% 91 81%
Numbers are for at least one submission reporting the specific detail.
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Contracts that submitted at least one monthly SW return 190
I 1%

81%

Contracts reporting having a flow chart for managing
safeguarding concerns

e 70%

81%

Contracts reporting having practice prevention champion in

post 81%

Contracts reporting monthly dental team meetings

79%

Contracts reporting actively taking on new patients <5yr

82%

Contracts reporting oral health improvement display

Contracts reporting practice is breastfeeding friendly

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

Percentage of SW13 contracts %

M Feb 2019 - Mar 2020 Feb 2018 - Jan 2019

Percentages are from all SW13 dental practices (contracts), irrespective of whether they reported data.
Numbers are for at least one submission reporting the specific detail.

Figure 4.4. Practice actions reported via SW13 practice monthly submissions, by periods.
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Whilst the data was limited and not all practices submitted audits, the indicators
from those submitting DBOH audit returns suggested that there was an
improvement in the delivery of prevention advice and treatment (Tables 4.6-7).
There were generally high levels of compliance at the outset and consequently
little apparent scope for improvement. For instance, the percentage of 0 to 2
years receiving advice on toothbrushing increased from 83% in the first months
of the programme to 98% by late 2019. However, rates decreased in the last

three months of the programme.

There were substantial improvements in promotion of breast feeding and
avoiding adding sugar to weaning foods for 0 to 2-year olds and advice on
prescribing of sugar free medicines. For instance, advice on breastfeeding
increased from 44% in the first months of the programme to 75% by December
2019. Nevertheless, rates of advice on sugar free medicine were lower compared
to other indicators. Some dental teams reported that they rarely prescribe
medication for child patients and this might have affected the reporting rather than

practices not usually prescribing sugar free medicines.

Some dentists reported difficulty in providing advice on breastfeeding as they felt
some parents might feel uncomfortable over the matter being discussed. Other
dentists reported that it can be difficult to provide advice to parents due to cultural
reasons. This will be discussed in Section 4.4.5 Challenges improving

prevention.
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Table 4.6. Prevention advice and treatment given to all 0 to 2-year olds (Source: Quarterly preventative practice (DBOH) audit

returns).

% of cases examined where advice recorded as given

Audit indicators Feb-June Jul-Dec Jan-Jun Jul-Dec Jan-Mar | _
2018 2018 2019 2019 2020

Prevention advice and treatment given to all O to 2-year olds
1. Parents should brush twice daily as soon as teeth erupt 83% 95% 95% 98% 86% 94%
2.P houl hi hi igh h

argntss ould brush last thing at night and on one other 849 899 949% 979% 859% 929%
occasion
3. Use a smear of toothpaste containing at least 1000ppm fluoride 70% 90% 89% 95% 81% 88%
4. Breast feeding provides the best nutrition for babies 44% 64% 70% 75% 65% 67%
5. From the age of six months, babies should be introduced to
drinking from a free-flow cup. Bottle feeding should be discouraged 64% 75% 80% 82% 74% 77%
from 12 months old
6. Sugar should not be added to weaning foods 59% 74% 76% 87% 75% 77%
Zéggeczzency and amount of sugary foods and drinks should be 299 91% 949% 96% 349% 91%
8. Sugar free medicines are recommended 51% 72% 74% 83% 74% 73%
9. Tooth brushing instruction 82% 92% 92% 96% 85% 91%
10. Prescribe sugar free medicines 39% 63% 64% 80% 72% 66%

Percentages are number of cases reported achieved divided by number of cases examined. Figures may be affected by multiple submissions from some contracts.
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Table 4.7. Prevention advice and treatment given to all 3 to 4-year olds (Source: Quarterly preventative practice (DBOH) audit

returns).

% of cases examined where advice recorded as given

Audit indicators Feb-June Jul-Dec Jan-Jun Jul-Dec lan-Mar | _ o
2018 2018 2019 2019 2020

Prevention advice and treatment given to all 3 to 4-year olds

1. Brush last thing at night and on one other occasion 89% 90% 92% 94% 83% 92%
2. Brushing should be carried out/supervised by an adult 78% 84% 87% 92% 75% 86%
3.Usea pea—5|z.ed amount of toothpaste containing more than 20% 879 389% 90% 31% 6%
1000ppm fluoride

4. Spit do not rinse 69% 81% 87% 90% 83% 84%
Eégtrjecizency and amount of sugary foods and drinks should be 86% 90% 389% 939% 82% 899%
6. Sugar free medicines should be recommended 38% 65% 69% 79% 63% 66%
7. Application of fluoride varnish for all children twice a year 79% 88% 85% 87% 81% 85%
8. Tooth brushing instruction 81% 89% 83% 90% 81% 88%
9. Prescribe sugar free medicines 35% 61% 61% 65% 63% 59%
10. Use 1350-1500ppm fluoride toothpaste 74% 77% 80% 82% 71% 78%
tl\i/}CAepapuzaatr|on of fluoride varnish for high-risk children more than 779% 759% 759% 70% 63% 70%
12. Investigate diet and advise in line with the Eat well Guide 73% 75% 75% 78% 74% 75%

Percentages are number of cases reported achieved divided by number of cases examined. Figures may be affected by multiple submissions from some contracts.
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442 Indicators of a change for a preventive focus in

practices

The general impression was that the SW13 initiative had helped to reinforce and
prioritise prevention by dental teams. There were multiple overlapping
mechanisms through which this was reportedly achieved, from involvement of the
wider team, educational support and financial incentives allowing time to be

devoted to the issue. Some comments were:

‘I think this programme has really kind of emphasised the importance of prevention and
| think it’s something that we’re all at least in our practice more involved [...] | think
previously prevention was really between the dentist and the patient but now it’s a little

bit more wider than that...” (Dental provider).

‘...some of the reception staff don’t have dental background they’re not nurses so now
because we have the regular meetings we talk about Starting Well and about the
messages that they can deliver on the front desk they’ve been really helpful it helps for

the front desk’ (PPC and Dental provider).

Some practices felt that the audits had helped to monitor and assess whether
prevention was being delivered; though others felt that these were too time

consuming and suggested making them simpler.

‘The audit has been brilliant for us to use to adjust... we’ve been able to look back at the
audit and Oh you know this information was missing we must make sure that we try and

address that so from the audit we then sit down and have a meeting [...] so like the audits
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have been really good to help us make sure we’re hitting everything that’s been asked’

(PPC).

Practices reported developing a range of in-house materials to support
prevention. For instance, sugar displays, which were the most appealing among
patients. Some practices organised child tooth brushing clubs within the practice
and activities during school holidays. The use of social media was helpful to

advertise the initiative and promote the activities that practices were developing.

‘The displays that we have in the practice, patients see those displays and ask to discuss
things with the receptionist for instance like our sugar display... and the receptionist tells
us the number of people that look at that display and start to discuss how much sugar
particular food or drinks have... | think it’s definitely encouraged prevention on a wider

level’ (Dental provider).

‘...in-house we have with every school holidays we make a list of children who are due
for their examinations and we try and book them in and we run a kids club so we have
activities and things for them to make the dentist a bit more fun and so it’s just then

encouraging children to go...” (PPC).

4.4.3 Improving uptake of dental care among priority groups

At the initiation of the initiative there were concerns expressed about how difficult
it might prove to increase uptake of dental care, for example whether practices
had the capacity to take whole families on as new patients. Guidance from the
Chief Dental Officer was felt to have been helpful in reassuring dentists about

potential contract delivery implications of seeing very young children.
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However, a number of practices reported to have enough capacity to take new
patients. In some areas, practices were given additional funding through their
mandatory services contract to be able to see additional children. Some dental
providers mentioned, however, that the limited UDAs capacity might be a

challenge, as exemplified by this comment:

‘We kind of are struggling a little bit in maintaining the monthly UDA contract so we’re
actually overrunning contract a little bit so that that’s the only challenge that we are
facing is how to keep taking on new patients but still work within our NHS pot [...] I'll
probably overshoot my UDAs because of having to take new patients...” (Dental

provider).

Practices reported using advertising and providing information on how to contact
the practice through leaflets and posters in local settings such as GP surgeries,
pharmacies, nurseries and schools. Although a number of practices said they had
been taking on young patients prior to the initiative, they expected the initiative to
help target children from communities where DA was patrticularly low and risk of
dental disease high. Establishing contacts with local settings, especially schools,
was felt to be helpful in this context. Practices reported monitoring children
referred for extractions under general anaesthesia or sedation though some

reported that they rarely had to refer patients.

The initiative was also reported to have focussed teams on the importance of

early attendance:

210 CC Salomon-Ibarra January 2021



@ UNIVERSITYOF
&y BIRMINGHAM

Delivery of the initiative in dental practices

‘We didn’t encourage babies to come to the practice, Starting Well | think has opened
up more educating parents and educating new mums [...] now it’'s newborn babies
educating the mums so that’s preventative that’s | would say how we’ve changed as a
practice [...] we are encouraging reception if they see any new born babies to speak to

parents’ (PPC).

‘We are also really asking the patients to register the children as soon as possible but
we’re also asking pregnant women to bring the child to be in because of the
recommendation that is dental check by one and in fact we start giving the prevention
advice with leaflets and supporting verbal messages to the pregnant women |[...] so that

they know the little one can be brought in as soon as possible...” (PPC/Dental provider).

Most of the practices interviewed reported organising open days, these were
seen as an opportunity to be more involved with the community, increase
awareness and to engage with patients. This required effort to organise, and
experience was mixed. Some practices received support from the local council,

e.g. in the form of advertising and/or banners.

‘Our practice has been quite successful with them but | know that a lot of the other
practices have really struggled to get people to attend the opening days they are quite
hard to get to get kids on board cause a lot of parents they haven’t got the time to come

or and things like that’ (PPC).

...we’ve had we’ve had three so far ... three open days and they were really good because
| know a few of the other practices have only had one or two people turn up... we had

about 30 turn up [...] so they’ve been really successful here... (PPC and Project manager).
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Some practices encouraged the whole family to attend but for others this proved
challenging. The majority, however, reported not seeing the numbers of patients

expected and not receiving enough referrals. Some comments were:

‘I know with my receptionist when they book in a family it’s always do you have any more
children who need to come in so they always try and encourage families rather than just

parents to come in so our numbers are always improving with children...” (PPC).

‘We’ve allocated some spaces specifically for patients that have been referred through
the scheme [...] whereas before we wouldn’t have necessarily been taking on all the time
but we’ve made allocations for a whole family if that’s what’s necessary [...] | expected
a bit more from the referrals | expected the children’s centres and health visitors to have
been able to bring more children... | don’t know it it’s quite steady like there’s always
people of that age being accepted and being offered appointments, but | did expect it to

be a bit more...” (PPC).

According to quantitative data, 86% of the total dental practices participating in
the initiative reported to have been taking on new child patients aged under 5
years (Table 4.5); this was reported by all 96 contracts who submitted data. Of
the total dental practices, 30% organised an open day at least once. Practices,
however, were unsure about identifying a high-risk group through the local
prevention network. For instance, approximately 30% of dental practices who

submitted data clearly stated they had identified a high-risk group.

It appeared that practices had been struggling to see patients that had been

signposted from an adopted setting. For instance, from those practices that
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submitted information, 28% saw patients signposted from an adopted setting at
least once. Despite challenges 21% of those practices submitting data reported

seeing patients who have been referred post-extraction.

In terms of dental access, the number of children being seen under the SW13
contracts collectively increased by 14.2% over the two years of the programme
compared to an increase of 6.2% in the SW13 localities and an increase of 3.7%
across England. Whilst the numbers for SW13 contracts increased in all localities
there was wide variation from 0.9% to 40.1% (Table 4.8). However, these are not
necessarily children from the locally determined priority populations. Figures 4.5

and 4.6 show the number of children attending SW13 practices.
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Figure 4.5. Children aged under 5 accessing NHS dental care in SW13 areas (Source: FP17 data).
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Figure 4.6. Children aged under 5 years accessing NHS dental care in SW13 practices, by locality (Source: FP17 data).
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Table 4.8. Children aged under 5 accessing NHS dental care in SW13 practices, by locality (Source: FP17 data).

12 months 12 months 12 months . . .
toJan 2018 | toJan 2019 | to Jan 2020 Difference 2018-2019 Difference 2019-2020 Difference 2018-2020
SW Area " " -
Difference Difference Difference
n n n . % change . % change . % change
in number in number in number

Leicester (incl. SW contracts) 10,775 10,825 10,347 50 0.5 -478 -4.4 -428 -4.0
i Leicester SW Contracts 1,599 1,507 1,838 -92 -5.8 331 22.0 239 14.9

Central Midlands -
Luton (incl. SW contracts) 5,362 5,662 5,948 300 5.6 286 5.1 586 10.9
Luton SW Contracts 3,012 3,169 3,454 157 5.2 285 9.0 442 14.7
Cumbria and Middlesbrough (incl. SW contracts) 4,256 4,298 4,118 42 1.0 -180 -4.2 -138 -3.2
North East Middlesbrough SW Contracts 2,725 2,905 2,749 180 6.6 -156 -5.4 24 0.9
Bolton (incl. SW contracts) 8,502 8,543 8,678 41 0.5 135 1.6 176 2.1
Bolton SW Contracts 3,802 4,120 4,289 318 8.4 169 4.1 487 12.8
Oldham (incl. SW contracts) 7,176 7,581 7,439 405 5.6 -142 -1.9 263 3.7
Greater Oldham SW Contracts 3,802 3,992 3,861 190 5.0 -131 -3.3 59 1.6
Manchester Rochdale (incl. SW contracts) 6,694 6,667 6,866 -27 -0.4 199 3.0 172 2.6
Rochdale SW Contracts 3,287 3,574 3,791 287 8.7 217 6.1 504 15.3
Salford (incl. SW contracts) 6,807 7,233 7,445 426 6.3 212 29 638 9.4
Salford SW Contracts 2,978 3,378 3,612 400 13.4 234 6.9 634 21.3
Blackburn w. Darwen (incl. SW contracts) 4,257 4,367 4,525 110 2.6 158 3.6 268 6.3
L hi Blackburn w. Darwen SW Contracts 2,058 2,121 2,249 63 3.1 128 6.0 191 9.3

ancashire
Blackpool (incl. SW contracts) 2,726 2,556 2,675 -170 -6.2 119 4.7 -51 -1.9
Blackpool SW Contracts 1,350 1,454 1,639 104 7.7 185 12.7 289 21.4
London Ealing (incl. SW contracts) 7,422 8,242 8,802 820 11.0 560 6.8 1380 18.6
Ealing SW Contracts 2,862 3,378 3,600 516 18.0 222 6.6 738 25.8
Slough (incl. SW contracts) 3,258 3,510 3,970 252 7.7 460 13 712 21.9
South Central

Slough SW Contracts 1,074 1,243 1,505 169 15.7 262 21.1 431 40.1
i Wakefield (incl. SW contracts) 8,630 9,358 9,718 728 8.4 360 3.8 1088 12.6

West Yorkshire X
Wakefield SW Contracts 2,025 2,311 2,484 286 14.1 173 7.5 459 22.7
Yorkshire and Kingston upon Hull (incl. SW contracts) 7,032 7,236 7,505 204 2.9 269 3.7 473 6.7
The Humber Kingston upon Hull SW Contracts 3,302 3,813 3,614 511 15.5 -199 -5.2 312 9.4
Local Authority (incl. SW contracts) 82,897 86,078 88,036 3,181 3.8 1,958 2.3 5,139 6.2
Total SW13 Contracts 33,876 36,965 38,685 3,089 9.1 1,720 4.7 4,809 14.2
England 1,147,398 1,174,007 1,189,614 26,609 2.3 15,607 1.3 42,216 3.7

Figures for Local Authorities are based on location of dental practice.
Each child identity is counted only once in the time period.
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Reported fluoride varnish application rates were slightly higher at baseline
(2016/17) for (subsequent) SW13 contracts (32.0%) compared to all contracts in
the SW13 areas (31.3%), rates increased in each year thereafter for all contracts,
though the increase was greater for SW13 contracts in each of the following three
years (10.2% for SW13 contracts; 8.3% for all contracts) (Figures 4.7-4.8 and
Table 4.9). It is not known whether the increase reflected true changes in practice
or changes in reporting only and whether the increase was for children from the

locally determined priority populations.

The increase in the actual number of FP17s relating to children aged 0-4 was
greater but may reflect other factors. There were 19,049 reports with fluoride
varnish from SW13 contracts in 2016/17 rising to 30,196 in 2019/20, a 58.5%
increase compared with a 31.9% increase for all contracts in SW13 localities.
There was some variation between localities in the programme; while the rates
of fluoride varnish increased in all areas in some it was little different to, or lower

than the change in the locality as a whole.
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Rates of fluoride varnish in children aged under five (%)
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Figure 4.7. Rates of fluoride varnish in children aged under 5in SW13 areas (Source: FP17 data).

218

CC Salomon-Ibarra

January 2021



UNIVERSITYOF
BIRMINGHAM

Delivery of the initiative in dental practices
60

52.9
51.6
50
459 47. 2
445 |
42 7
208 41 1 408 416 594
40 383 37 7
36.1
35.4
32.7 32 8
20 29. 6
27.4
24 3 24.4
22.6

20
10

0

Leicester Luton Middlesbrough Bolton Oldham Rochdale Salford Blackburn w. Blackpool Ealing Slough Wakefield Kingston upon

Darwen Hull
2016-17 m2017-18 m2018-19 m2019-20

Rates of fluoride varnish in children aged under five (%)

Figure 4.8. Rates of fluoride varnish in children aged under 5in SW13 practices, by locality (Source: FP17 data).
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Table 4.9. Rates of fluoride varnish in children aged under 5 in SW13 practices, by locality (Source: FP17 data).

2016-17 2017-18 2018-19 2019-20 Difference 2016/17 - 2019/20
SW Area N o N % N % N % F)ifference Difference T
in number in %
Leicester (incl. SW contracts) 7,354 39.1 7,933 42.2 8,895 45.5 8,634 46.8 1280 7.7 17.4
Central Midlands Leicestfer SW Contracts 1,027 38.3 1,331 45.9 1,609 52.9 1,791 51.6 764 133 74.4
Luton (incl. SW contracts) 3,531 37.2 4,095 40.5 4,749 43.6 5,079 45.3 1548 8.1 43.8
Luton SW Contracts 2,424 48.2 3,017 52.2 3,320 54.1 3,757 54.4 1333 6.2 55.0
Cumbria and North Middlesbrough (incl. SW contracts) 3,029 39.1 3,237 43.4 3,474 44.5 3,035 42.7 6 3.6 0.2
East Middlesbrough SW Contracts 2,130 42.7 2,161 44.5 2,543 47.2 2,205 45.7 75 3.0 3.5
Bolton (incl. SW contracts) 3,258 21.1 4,241 26.7 5,130 31.6 6,201 37.7 2943 16.6 90.3
Bolton SW Contracts 1,339 19.5 1,744 24.3 2,474 30.8 3,368 41.3 2,029 21.7 151.5
Oldham (incl. SW contracts) 4,622 33.6 5,348 39.6 5,759 40.1 5,839 42.2 1217 8.5 26.3
Oldham SW Contracts 2,569 38.4 3,140 44.6 3,093 42.5 3,183 45.8 614 7.4 23.9
Greater Manchester -
Rochdale (incl. SW contracts) 3,911 30.8 4,844 38.2 4,951 37.8 5,444 41.3 1533 10.5 39.2
Rochdale SW Contracts 1,919 30.4 2,407 37.4 2,762 37.7 3,158 41.7 1239 11.3 64.6
Salford (incl. SW contracts) 2,937 25.0 3,577 30.0 4,244 33.4 4,949 37.9 2012 12.9 68.5
Salford SW Contracts 1,091 22.6 1,722 32.7 2,117 36.1 2,511 39.8 1420 17.2 130.2
Blackburn w. Darwen (incl. SW contracts) 2,405 27.7 2,813 34.6 2,797 32.9 2,831 32.6 426 49 17.7
Lancashire Blackburn w. Darwen SW Contracts 1,316 32.8 1,561 40.6 1,675 41.1 1,770 40.8 454 8.0 34.5
Blackpool (incl. SW contracts) 1,233 23.3 1,225 25.3 1,232 27.6 1,324 29.5 91 6.2 7.4
Blackpool SW Contracts 588 24.4 689 27.4 732 29.6 858 31.5 270 7.0 45.9
London Ealing (incl. SW contracts) 3,389 27.6 4,471 34.1 5,331 36.6 5,129 35.6 1740 8.0 51.3
Ealing SW Contracts 1,394 28.1 1,796 35.4 2,154 37.6 2,148 34.9 754 6.8 54.1
South Central Slough (incl. SW contracts) 1,682 30.1 2,111 34.8 2,621 39.5 2,781 39.8 1099 9.7 65.3
Slough SW Contracts 332 18.9 585 29.5 956 40.8 1,455 39.1 1123 20.1 338.3
West Yorkshire Wakefield (incl. SW contracts) 5,005 32.3 5,747 35.2 6,551 38.1 6,580 38.8 1575 6.4 31.5
Wakefield SW Contracts 998 28.0 1,237 32.3 1,448 35.3 1,531 36.1 533 8.2 53.4
Yorkshire and The Hull (incl. SW contracts) 5,171 34.9 4,853 35.1 4,748 36.6 4,859 36.5 -312 1.6 -6.0
Humber Hull SW Contracts 1,922 34.8 2,171 37.7 2,784 41.6 2,461 39.9 539 5.2 28.0
Local Authority (incl. SW contracts) 47,527 31.3 54,495 35.7 | 60,482 38.0 62,685 39.6 15158 8.3 31.9
Total SW Contracts 19,049 32.0 23,561 37.7 27,667 40.4 30,196 42.2 11,147 10.2 58.5

Data include all activity data collected from FP17s scheduled in any of the fifteen schedule months from April to June, where the date of completion is on or between 1st of April and 31th of March.
Figures for Local Authorities are based on Local Authority location of dental practice.

Percentage of total FP17s.
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4.4.4 Patient questionnaire

There were 4,910 patient questionnaires submitted. More than a half (60%) of
children whose parents filled in the questionnaire were around two to four years.
There was a similar percentage of male and female patients; 54% were from
White ethnicity. Around half of parents or caregivers (51%) rated the oral health
of their child as very good. There was a relatively low percentage of parents
reporting their child had difficulties in the last six months, for instance, 10%
reported their child had pain, around 6% and 5% reported difficulty eating and
sleeping, respectively. The majority of children (88%) attended for a dental check-
up, 7% because the child had a dental problem and 3% for dental treatment. Over
a half (56%) of parents/caregivers reported that their children had visited the
dentist in the last 6 months. The percentage of children who attended to the
dentist for the first time was 28%; among those one year and under 65% attended

for the first time.

The indicators from the patient questionnaires showed a high level of preventive
behaviour from the outset and this changed little during the course of the
programme. In general, indicators about the experience of dental appointment
were rated high. The majority of parents/caregivers reported to have seen
information, mainly posters and leaflets (72% and 63% respectively). In
gualitative interviews, practices frequently reported that displays were successful
in attracting patients. A great percentage of parents/caregivers reported to have

received advice on toothbrushing (88%), fluoride toothpaste (61%) and diet
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(71%). Over a half of patients (54%) said they received information on how often

to visit the dentist (Table 4.10).

Nearly all respondents reported that they felt the dentist had listened carefully to
their views, the dentist spoke to them and the child in a way that they could
understand, they had enough time to discuss the child’s oral health, they were
treated with respect and friendliness and that they had confidence with tooth
brushing, diet, attending future check-ups and that their child’s teeth would be
healthy in the future (Table 4.11). The 1,099 questionnaires that related to
children before their first birthday showed a very similar pattern, though with a
slightly greater proportion of respondents (63%) recalling advice on frequency of

dental visits (Table 4.10-11).
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Table 4.10. Indicators from patient questionnaire regarding oral health promotion in the dental visit (February 2018 to March 2020).

All children Children aged one year and under
. 2018 2019 2020 2018 2019 2020
Indicator
Feb- Jul- Jan- | Jul- Jan- | Feb 2018 - Feb- | Jul- Jan- Jul- Jan- Feb 2018 -
Jun Dec Jun Dec Mar | Mar 2020 Jun Dec Jun Dec Mar Mar 2020
Total Questionnaires 426 1461 | 1434 | 1298 291 4910 | 102 332 303 298 64 1099
First dental visit 23% 30% | 28% | 27% 28% 28% | 69% | 68% | 67% | 62% 66% 65%

Information seen in the practice about how to take care of the child’s teeth

Posters 73% | 71% | 74% | 70% | 71% 72% | 75% | 71% | 76% | 70% | 69% 72%
Leaflets 63% | 65% | 65% | 62% | 54% 63% | 70% | 63% | 69% | 63% | 63% 65%
Messages on TV screen 15% | 23% | 24% | 15% | 18% 20% | 13% | 20% | 18% | 10% | 20% 16%
Other information 26% | 30% | 23% | 24% | 25% 26% | 25% | 34% | 26% | 25% | 38% 29%
No information 5% 6% | 6%| 8%| 9% 7% | 5% | 6% | 5%| 7% 6% 6%
Advice given about how to keep the child’s teeth healthy

Tooth brushing 88% | 89% | 87% | 88% | 82% 88% | 93% | 90% | 88% | 91% | 72% 89%
Fluoride toothpaste 60% | 63% | 61% | 61% | 56% 61% | 65% | 64% | 67% | 65% | 55% 65%
g?naktsthe child eats and 71% | 72% | 69% | 70% | 74% 71% | 75% | 75% | 74% | 74% | 81% 75%
::r‘]':i;’tfte” tovisit the 50% | 56% | 50% | 57% | 64% 54% | 65% | 66% | 60% | 61% | 64% 63%
No advice 4% 2% | 4% | 3%| 7% 3% | 1% | 2% | 3%| 2% 8% 2%

* Percentages are from the total of patient questionnaires.
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Table 4.11. Indicators from patient questionnaire regarding the dental visit (February 2018 to March 2020).

All children Children aged one year and under
. 2018 2019 2020 2018 2019 2020
Indicator
Feb-Jun | Jul-Dec | Jan-Jun | Jul-Dec | Jan-Mar Feb 2018 - Feb- Jul- Jan- Jul- Jan- | Feb 2018 -
Mar 2020 Jun Dec Jun Dec Mar | Mar 2020
Agreement/Disagreement with the following statements:
The dentist listened carefully to what | had to say about the child's teeth
Strongly agree 64% 73% 68% 71% 60% 70% 73% 73% 75% 77% 70% 74%
Agree 32% 25% 28% 26% 34% 27% 23% 25% 21% 20% 28% 23%
The dentist spoke to the child and | in a way that | could understand
Strongly agree 63% 72% 67% 70% 56% 68% 67% 72% 73% 75% 64% 72%
Agree 32% 25% 29% 26% 34% 28% 25% 26% 23% 21% 30% 24%
| had enough time to discuss the child's oral health
Strongly agree 62% 72% 65% 69% 54% 67% 68% 74% 73% 74% 66% 73%
Agree 32% 26% 29% 26% 38% 28% 29% 24% 22% 22% 33% 24%
The child and | were approached with respect and friendliness
Strongly agree 69% 75% 70% 73% 60% 72% 74% 76% 77% 78% 73% 76%
Agree 29% 23% 26% 23% 33% 25% 25% 23% 20% 20% 25% 22%
| feel confident that | can help improve the child's tooth brushing
Strongly agree 61% 69% 62% 66% 54% 64% 68% 73% 73% 73% 66% 72%
Agree 35% 29% 33% 29% 35% 31% 29% 25% 23% 22% 33% 24%
| feel confident that | can help improve the child's eating habits
Strongly agree 57% 64% 60% 63% 52% 61% 65% 71% 70% 71% 64% 70%
Agree 36% 31% 33% 29% 34% 32% 27% 25% 24% 23% 34% 25%
| feel confident that | will bring the child for a dental check-up in the future
Strongly agree 70% 73% 69% 71% 56% 70% 77% 77% 77% 78% 69% 77%
Agree 27% 25% 28% 25% 34% 27% 22% 22% 20% 19% 30% 21%
| feel confident that the child's teeth will be healthy in the future
Strongly agree 63% 71% 65% 68% 54% 67% 72% 75% 74% 76% 66% 74%
Agree 31% 27% 29% 27% 34% 28% 25% 23% 22% 22% 33% 23%

* Percentages are from the total of patient questionnaires.
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4.4.5 Challenges improving prevention

Despite practices having the capacity to take patients, most of the practices
reported challenges in encouraging regular DA as they felt people attended
mainly for emergencies and that it consequently would have a negative effect on

children DA:

“..like a lot of people in this town don’t aren’t regular attenders they just wait until they
have pain so they come for emergencies they’re not interested in preventative dentistry...
they don’t see the point in coming to a dentist and if that’s how the adults are again it
does feed down to the children they’re not being brought regular for their

examinations...” (PPC).

‘..there is capacity it seems like it’s a choice not to attend [...] it’s a high needs area but
we don’t have regular attenders [...] we’ve got enough people you know to keep our

books full but they’re just choosing not to come in (PPC and Contract Manager).

Achieving behavioural change was reported to be challenging by some
interviewees; cultural barriers, language and parents’ attitudes and behaviours
were reported to be barriers. For example, it was commented that differences in
diet and beliefs could make providing advice challenging. Despite the availability
of translation services for non-English speaking patients, communication could
still be a barrier. Some practices had translated information, but some felt that
having access to materials such as educational videos in other languages would

also be beneficial. Some comments were:
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‘... if the kids have problems with the baby teeth they’re [Parents] not really concerned
about that because they know they’re going change the teeth so they think it’s not that
important [...] it’s quite difficult to get interaction with the parents you could see that

you would speak about diet and they would get quite defensive...” (Dental provider).

‘... Is educating parents as well as educating children and “Starting Well locality” is just
one of those areas where not all cultures brush their teeth twice a day and that’s not
going to change just because they live here so that is one of the main barriers that we

have in this particular town’ (PPC).

‘SW area” is a very multicultural town... so the language barrier is an issue [... ] we have
an arrangement with a language translation service... which is helpful in-house but it’s
getting the parents who don’t necessarily speak English we need to educate them as
much as we educate the children because especially younger children don’t brush their

own teeth until they’re you know five six seven so that is a barrier’ (PPC).

Generally, dental practices felt that prevention needs to be supported under

current NHS arrangements. Although other interviewees felt that prevention is

part of the practice and that it is required to do by regulation. Some local teams

were of the view that contracts could be modified to support prevention as

exemplified by this comment:

I think the contract that they’re working under if that could be modified or using flexible
commissioning so that they’re being rewarded for prevention so then you’re going to get

all that preventive activity... (PHE Consultant in Dental Public Health).
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4.5 Engaging with local health and social care systems

(SW13 Advanced practices)

Engaging with the community was seen as an important component of the
initiative to deliver prevention messages and reach high-risk patients, pregnant
women and mothers of young children. The SW13 also enabled the link between

dental practices and the health and social care system. Some comments were:

‘...we were very aware that perhaps the message wasn’t getting across and | think since
starting this programme we’ve engaged more children within the community as opposed
just our regular patients. It’s been surprising perhaps how little the families know about
looking after their dental health, so it’s been really important to get that message

across...” (Dental provider).

‘Because | think when we were going into the community they felt like their barriers were
dropped because they were in their place and we were going there one of my nurses
would just go and answer any questions... she’d get in touch with the oral health
educators and take some of their resources along she’d take some leaflets and things we
could register them with the practice there and then and we would just ring them after
book an appointment so | think just because it was more of a relaxed environment people
were did have the time to listen where if they’re in the dentist they’d get X amount of

time for a check-up’ (PPC).

During the period of February 2018 to January 2019, 30% of all practices reported
any engagement with health and social care staff. The percentage was 26% for

the period of February 2019 to March 2020 (Table 4.12). Practices engaged

January 2021 CC Salomon-Ibarra 227



RESULTS

& | UNIVERSITY©OF
BIRMINGHAM

mainly with health visitors, social workers and nurses. Around 37% of all practices

reported organising oral health events including toothbrushing clubs and a range

of events and activities such as national smile month and school visits.

Table 4.12. Number of contracts who have reported at least one engagement with
Health and Social Care staff (Source: Monthly practice submissions).

Number | Feb 2018 - Jan | Feb 2019 - Mar
Indicator of 2019 2020
practices | n % n %
Any reported engagement with health and social care staff*
Adva_nced Starting Well 101 34 37% 29 29%
Practices
Starting Well Practices 11 0 0% 0 0%
All practices 112 34 30% 29 26%
Any reported oral health events and initiatives, including
toothbrushing clubs*
Adva_nced Starting Well 101 39 39% 41 20%
Practices
Starting Well Practices 11 1 9% 0 0%
All practices 112 40 36% 41 37%
Number of engagements n n
Advanced Starting Well Practices 221 371
Starting Well Practices 0 0
All practices 221 371

*Number of contracts who have reported at least one engagement with Health and Social Care

staff.
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As mentioned earlier some areas were already part of mature local networks but
were new to this way of working. The importance of local system support and

facilitation was emphasised by many:

‘I think that we’ve got really good healthcare partners who have been fabulous at
working with us... they have been you know in the bedding system that we’ve adopted
so that we can really go to the hard-to-reach groups in the demographics that were
highlighted as the ones we really needed to target | think if there hadn’t been... we would

have really struggled...” (Local Commissioner, NHS England).

In qualitative interviews some practices reported already working with local
settings, mainly schools, at the commencement of the initiative, but it was felt that
the initiative had helped support approaches to other local settings and health
care professionals. In some areas funding was allocated to commission health
visitors and early year settings to supervise toothbrushing. It was perceived that
the support of the oral health team, oral health improvement network, local dental
committee or community connector had been helpful in facilitating links and

engagement, as exemplified by the following comment:

‘In [Starting Well locality] they already have an oral health promotion team so we were
coming along and became part of that so our practices find it very easy to engage [...] in
[Starting Well locality] that was less so they don’t have a dedicated oral health
promotion programme or people who work in oral health promotion... that brings it a
slightly different dynamic you have to start educating the local authority about what the

scheme’s about...” (Local Commissioner, NHS England).

January 2021 CC Salomon-Ibarra 229



&1 UNIVERSITY©F

-5 BIRMINGHAM
RESULTS S

Local systems to signpost families to dental practices were at various stages of
development at commencement of the initiative and remained so. Having a
dedicated local oral health team, usually from local councils, was reported to

greatly facilitate this:

‘We have an oral health team who are really active so they will signpost mothers and
children to the practice so getting the numbers it hasn’t been too difficult [...] we have

really good contacts with our local nurseries...” (Dental provider).

* Health visitors and early years

Some practices had been working with health visitors and reported that they were
key in providing advice and referring patients as they were in direct contact with
parents of young children, especially those who were not habitual regular
attenders. Some of the challenges mentioned were the lack of health visitor’s

capacity to support the initiative. Some comments were:

‘The practices tell us that they are now using the health visitor red books now so | think
that will help the communication between the health visitors and the dental practices in
terms of the health visitors being able to follow up with parents whether they are

actually attending’ (PHE Consultant in Dental Public Health).

‘I think the challenge, health visitors the nought to 19 staff are not employed by [SW
locality] they’re actually employed by [Care Trust’s name] so if you want to make any
changes or if you want to ask the health visitor to do a little bit more it’s not as easy
because [...] they will only work to what has been agreed to provide so | think that’s been

a challenge (PHE Consultant in Dental Public Health).
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A few practices reported making contact with midwives and baby clinics, but most
felt that making such contacts had been challenging. Some felt that weigh-in
sessions could provide an opportunity to approach mothers of young children to

give talks and information on diet and dental access.

‘I actually... had a meeting with a range of midwives and gave them flyers explaining
what Starting Well was and encouraging them to give them to parents as soon as they

have their newborns but we didn’t actually get much back from that to be honest’ (PPC).

‘We also asked if they wanted us to liaise with the health centres where babies are going
for the weigh-ins and things like that we’ve asked if we could have maybe one of the
rooms there and when they come in then if they wanted to see you know the dentist we
could quickly give them some oral health education and even look in their mouths if they

wanted us’ (PPC/Dental provider).

Some practices reported establishing links with nurseries to encourage DA. For

instance, one practice mentioned the support given by one of the headmasters:

‘In our area we worked with a nursery across the road and the headmaster there was
very keen for his children to come and see us and he literally had to force his parents to

bring the children here’ (Dental provider).

o GPs and pharmacies

A few practices reported links with pharmacies and GPs. There were views that
the SW13 initiative has helped to enable the link with pharmacies. Linking with

GPs, however, had been more difficult. Some comments were:
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‘The pharmacy however they were very good and helpful and they’re happy to work with
us... it’s overall good the only thing | think we need to work on is to get into better contact

with GP’ (PPC).

‘I went to GP practice as well and | didn’t have very good feedback from them at all they

don’t seem very interested’ (PPC and Dental provider, joint interview).

‘The pharmacies have started their community projects are going to be talking oral
health or thinking about oral health in smile month which is coming up and so now we’re
linking the practices into the local pharmacies to support that so that | don’t think
would’ve happened if we hadn’t had Starting Well so it’s those sorts of movement to get
certainly in primary care people working together better (Regional Dental Adviser,

Health Education England).

o Community centres and places of worship

Some had made links with community centres and places of worship which was
regarded as helpful in approaching parents and carers of young children to

promote oral health and DA, as shown in this comment:

‘..we were already doing programmes in the community [...] we go to the local mosque
and we give them some information about oral hygiene and diet advice... sometimes
those children won’t necessarily see the dentist regularly so we’ve got an opportunity to

give information there...” (Dental provider).

° Schools

Most practices reported working with schools to give talks and organise tooth
brushing clubs, some practices, however had not been successful. Having a

previous relationship with schools facilitated the work. Tooth brushing clubs were
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beneficial as for some children it might be the only way to have contact with a

dentist. Some comments were:

‘We’re interacting with the school it’s just very close to us and | think we’re the only
practice that has had success with the schools because they think the schools have

struggled to follow the programme’ (PPC/Dental provider).

‘There are so many children that didn’t even know how to use a toothbrush... | think the
teachers were saying the one time of day that they brush their teeth at school may be
the only time they’re brushing their teeth... which is worrying but I’'m glad we can do

something to help...” (PPC/Dental provider).

4.5.1 Challenges approaching local settings

The reported ease with which practices were able to engage with other parts of
the local health system was variable. Practices reported they would like to have
had more involvement with local settings, but the importance of facilitation or

support was highlighted:

‘Having access to more schools, more interaction with the school it’d be great to have a
bit more communication, but you know like | said the school has not been so

responsive...” (PPC/Dental provider).

‘It would be really useful if as a health community we could work together... | know the
pharmacists are meant to be trained now to give certain dental advice and when I've
been into my local pharmacy, they didn’t know about it [...] if we could have a space in
the social centres, the childcare centres to help so that if we did a clinic up there or PPC

could set a base up there... that would’ve been really good...” (Dental provider).

January 2021 CC Salomon-Ibarra 233



&1 UNIVERSITY©F

-5 BIRMINGHAM
RESULTS S

Awareness of the initiative was one of the main challenges in approaching local
settings. Although some practices had tried to increase awareness in the
community by using local media, e.g. radio or newspapers, it was felt that a
collective voice was needed. An engagement event between practices and local
settings was suggested as a mean to introduce the initiative and to help establish
the communication. Sending letters to inform potential local partners about the
initiative or having a familiar local identity for the initiative would have been

helpful. Some comments were:

‘... the schools and nurseries ... they don’t even know what the Starting Well initiative is,
there has been resistance with trying to get in to the schools to do visits because they
don’t know what we’re about [...] it just would’ve been a lot more helpful if they already

knew about it...” (PPC).

“...dental practices we feel quite passionately about trying to get the message across but
we do perhaps need some extra support from the health authority to liaise with local
doctors maybe if they were sending out a letter, we have Public Health and | know we’ve
tried to liaise with them we’ve tried to engage with the newspaper and with the radio
but because we’re one single voice as a single dental practice there’s not a collective

voice... (Dental provider).

Besides increasing awareness of the initiative, challenges in working with schools
included lack of engagement and support from schools, and school organisation.
One practice commented that they were given a list of schools and nurseries to

approach which facilitated the link; however, information about the initiative
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should have been provided in advance. There were also some schools interested

in taking part in it but they were not part of the allocated list. Comments included:

‘It’s been a struggle | feel like we’re constantly bombarding the school they don’t always
reply... I've heard from other people, other dental officers that have been going in, that
they wanted other things they wanted more toothpaste, things like that but we’re trying
to get through to them and they’re not replying so yeah things have been slow because

of that the communication is not great’ (PPC/Dental provider).

‘One of the things they [The local team] have done well is they’ve given us a list of schools
that we’re responsible for... that’s been really good that we haven’t had to chase that up
ourselves that is already written... but it would be easier | think if they just knew a
practice was responsible for them if we could’ve met them before we’d be able you know

take our diaries with us and book in some visits there...” (PPC).

4.6 Role of PPCs, skills and Leadership

Interviewees considered that the SW13 initiative had highlighted the benefits of
developing skills across the whole team, for example tasking a dental nurse with
taking a lead role to drive preventive practice and increase uptake of care by local
children. It was felt that, although utilising the skills of other members of the
dental team might be challenging, it could also be a cost-effective way of

delivering care. Some comments were:

‘I think there should be more places for people like “PPC’s name” because “PPC’s name”

is much better at sometimes delivering that message... she’s a bright person and she
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understands the community and she can give that message just as well as we can...”

(Dental provider).

‘I think sometimes the dentist likes to do it themselves but that’s not always a cost-
effective way of actually delivering the care so by training and upskilling other people in
the practice to be able to do it has created some capacity but | think that challenge has
always been... the Starting Well 13 because there’s been a payment attached | think it’s
been easier to actually persuade them about the benefits of utilising other members of

the team’ (Postgraduate Dental Dean for Health Education England).

The role of the PPC was regarded as key for successful delivery, for example
organising activities and ensuring that other members of the dental team

contribute to the delivery of the initiative:

‘I think “PPC’s name” has made it successful | think how she has organised it and got
everyone else on board | think the champion is a big part of that, having someone that’s

enthusiastic...” (Contract manager).

‘PPC’s name” was very helpful she did a lot of work and actually she was the best type
of person to get involved in a programme like that, she was pestering us all the time with
the audit with everything... | think it’s very important every practice that works in a
programme like that to have somebody that’s so engaged and so passionate about the

programme...” (Dental provider).

PPCs were from different backgrounds, e.g. dental nurse, dental provider and
practice manager. While some had volunteered to take the role, others were

appointed. Generally, PPCs mentioned that participating in the initiative had been
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a good experience. For some, taking on their role had gone smoothly but for
others it proved difficult. Some PPC, especially dental nurses, reported previous
experience with prevention activities which facilitated their role. Local teams, on
the other hand were concerned that differences in professional background and
PPCs lack of experience in going to the community might challenge their role.

Some comments were:

‘I wouldn’t say it was easy because it was all new to me as well but | really enjoyed it at
first and if | know I’'m making a change in someone’s life then it motivates me even more
and lot of our staff feel the same way so if they know that they can make even a slight

change in a patient’s life then that will motivate them to take an extra mile’ (PPC).

‘... with all the challenges that I've explained we’ve managed it and we would like the
programme to succeed but it has been quite challenging with regards knowing exactly
what to do, we’ve had to spend quite a lot of time working things out...” (PPC/Dental

Provider).

‘Prevention champions have not started at the same place, have struggled to understand
what their role is and there is an expectation of them, they are educated professionals
but at different levels and that has to be acknowledged... | think the learning from this is
the amount of support that they actually need...” (PHE Consultant in Dental Public

Health).

Some PPCs felt very well supported but others expressed ongoing uncertainty
about their role and a desire for more support and feedback on their delivery.
Having guidance in the form of a toolkit, a training day or a national meeting for

PPCs would have been helpful. For example:
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‘An annual get together would probably be beneficial [...] | think speaking with the
commissioners and people as well just though they can let you know if you’re on track
and everybody give ideas and just get that you know just to make sure that you are doing

the right thing just a bit of a second opinion, I think that would be beneficial to me’ (PPC).

‘What | think is missing which would be a good facilitator is a package or a toolkit for
the prevention champions | know there’s guidance out there | know but unfortunately
the guidance it just tends to go out to the providers... so a facilitator for future would be
to have a toolkit ... clearly outlining their role giving all the modules and knowledge that
they need to undertake the role and giving them a visual almost YouTube video type

instruction on how to submit the data...” (PHE Consultant in Dental Public Health).

Main challenges reported by PPCs were the workload and lack of time to develop

the activities. However, the support of the practice lead, principal or the practice

manager was helpful in allowing the PPC to have dedicated time for this role.

Some PPCs had received considerable support from the dental team but others

had struggled. Another challenge mentioned was that nurses who are taking the

role as PPC might feel they lack the authority to ask other members of the dental

team to carry out the activities required. Some comments were:

‘Management support is something that maybe the other practices are lacking a little
bit whereas I've got full support here... but | know the girls that are struggling are from

big corporate practices where maybe the managers are not in the practice...” (PPC).

‘...as far as myself and “Dental provider’s name” the principal dentist, we’ve got this

information and sometimes relaying it to the other members of the team the morale it’s

238

CC Salomon-Ibarra January 2021



A

UNIVERSITYOF

BIRMINGHAM
Role of PPCs, skills and Leadership

been you know a bit slow... | think that’s been a challenge trying to get everybody else

on board’ (PPC).

‘The audit was quite difficult at first because you know they see me as a nurse and... |
was sort of checking up to make sure that they were doing their job properly so at first...
I just felt like it wasn’t my place to check up on a dentist... that was slightly difficult at

the beginning, but | do it every three months now and it’s not a problem...” (PPC).

Some local commissioners expressed concern about PPCs not having enough

support from the practice and that there might be a lack of leadership and reliance

upon the PPC. It was perceived that PPCs from corporate practices might have

needed more support:

‘The main challenge | think from our perspective has been in relation to providers signing
up to the scheme and not appropriately enabling the oral health champions to do the
work so this will be the oral health champion is daily brought into conflict with their GDS
role they haven’t got the space within their working day to do the Starting Well role...”

(Local commissioner, NHS England).

‘I think the corporates operate this delegated model where sometimes there is a
complete lack of leadership and there is a reliance upon the champions to know exactly
what they’re doing and to be proactive [...] | think they have needed a lot more support
from us and they were looking to us for that support whereas | think the non-corporates
look to their providers for the support and they got much more support from their

providers and much more direction’ (PHE Consultant in Dental Public Health).
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Local teams mentioned that the role of a PPC might had been subtly different in
practices and that ownership of the initiative by providers and managers and
selecting someone with the right skills and authority for the PPC role influenced
the development of the initiative. Turnover of staff was a challenge reported by
some, including loss of the PPC. Larger practices or groups of practices were felt
to have the advantage of a larger workforce from which to select individuals to

occupy the role.

4.7 Monitoring delivery and progress

Measuring activity was different to mandatory services and this aspect was also
at times challenging. From the outset those designing the programme were aware
that the additional reporting requirement was a risk area and consequently
investment was needed in providing support for practices and commissioners.
Commissioners were, however, reassured that there was a substantial amount
of data which could be gleaned from standard dental contract reporting. Some

comments were:

‘I think the practices will have a challenge around you know anything that’s new and
because it’s so short you haven’t got time to invent the change really ...so we’re probably
going to get lots of queries about how do you fill in this spreadsheet and do | need to do

this can | do this and this kind of thing’ (PHE Consultant in Dental Public Health).

‘Dental information is quite well served by the NHS BSA..who compiles all dental
information centrally so we have a good database...much better than most other health

services actually’ (NHS Central team).
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The initiative presented providers with both additional workload and new types of
task. Many providers reported the requirements as burdensome. While the
requirement for data submission was mandatory there was not a financial penalty.

Some comments from dental practices included:

“..it [The audit] takes a lot of time lot of energy and | think it’s much better to spend that
time on actually seeing patients, treating patient delivering the message [...] the actual
technicality of the audit hasn’t been clear | don’t think was necessary this sort of detail

or even if it was necessary can be simplified very quickly done’ (PPC/Dental provider).

‘I think the biggest challenge is trying to do that data collection... because getting the
prevention message across for the dentist to do what they need to do is fine it’s the

additional having to scribe having to collect the data...” (PPC).

‘I don’t think many of us got them [the submissions] straightaway but | think we’re a lot
better at you know in submitting all the data now at the moment | found it okay’

(PPC/Dental provider).

Commissioners were aware that some practices might be struggling with delivery
but were not necessarily reporting this. They were principally reliant on the
specific data submitted by practices and this proved problematic for many

practices, at least at first.

‘I think they didn’t know where to start... a couple of the practices did their audit without
us having to do anything | think some of the practices started their patient questionnaire,
so they were able to do the basic stuff... without too much help and facilitation...” (PHE

Consultant in Dental Public Health).
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Some local teams mentioned the challenge of not knowing whether key
information was getting to all members of the dental team if they were reliant upon
dissemination via one member and there was concern that communication was

not good within some practices.

The submission of monthly returns detailing the commissioned activities was very
haphazard. By the end of the programme 16 (14%) practices had never submitted
a monthly return; in nine areas all practices submitted at least one return. A
similar picture was apparent for the quarterly Delivering Better Oral Health audits

but there was an ongoing number of patient surveys submitted.

In one DCO the requirements for data submission were amended to allow dental
teams to have a greater focus on patient care delivery. Some interviewees
suggested steps to make data submission easier for providers, such as reducing
the frequency from monthly to quarterly, reduce the amount of data collected and
to simplify the patient questionnaire. Some suggested to make the patient

guestionnaire available in a range of languages.

Commissioning, supporting and monitoring the initiative was also an additional
pressure on heavily-committed commissioners and the nature of the service
required a different approach to that established for routine (mandatory) services.
Having shared ownership with partners potentially lessened the workload. For
instance, where there had been active support from PHE, LA, HEE and LDN

chairs, it was described as very helpful. Some comments were:
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‘It would’ve been nice if we had the capacity to go out to each practice and see the
practice see how it’s working in practice and be able to have a nice separate conversation
with each champion but unfortunately ... we’ve been trying to manage this on top of the

other workload’ (Local commissioner, NHS England).

‘It is resource intensive because... it’s just added to what we do we’ve not had more
resource to do it.. but what’s been very helpful and | think again this is good the way
it’s been set up nationally is the role of Public Health England so they’re very pivotal to
what we’re doing... also Health Education England have been very proactive around the
training... and also the local authority input is very important so they are creating the
environment to say locally this is a big priority for us... so it’s left us really just having to
worry about in commissioning terms just organising the process...” (Local Commissioner,

NHS England).

Observation at meetings between local and national teams and at meetings of
local networks emphasised that difficulties with data returns were often raised by
providers and that there was considerable support needed at all levels to help
providers overcome these. One perspective that was helpful during early
implementation of the programme was that this was a pilot and therefore the data
collection requirements were greater than might be the case were the programme

to be rolled out.

4.8 Perceived benefits towards the end of year 1

Generally, interviewees were positive about the benefits of the initiative and that

it had helped to improve prevention delivery. Dental practices felt that the SW13

January 2021 CC Salomon-Ibarra 243



&1 UNIVERSITY©F

-5 BIRMINGHAM
RESULTS S

initiative had brought benefits for both, patients and practices. Particularly, it had
helped to reinforce and prioritise prevention, increase awareness, engage with

the community and improve children DA.

For instance, it was perceived that the SW13 initiative had increased awareness
of the importance of oral health and that patients were more engaged in

behaviour change:

‘I do think we’ve seen an increase in the under-fives... and what has been a real eye
opener is perhaps because these are not patients who we saw regularly ... you realise
these people don’t know any of this information so when they come back again in three
months’ time you can see suddenly they’ve changed [...] or they come in and they bring
their lunch box and they go ‘is my lunch box healthy this time’... and they get excited...

(Dental provider).

It was also perceived that the initiative had increased awareness of ‘dental check

by one’ and had encouraged families to attend:

‘I know with my receptionist when they book in a family it’s always do you have any more
children who need to come in so they always try and encourage families rather than just

parents to come in so our numbers are improving with children’ (PPC).

The local partnership had helped to increase awareness in the community and to

reinforce prevention message:

‘I think [Starting Well] it has complemented a lot of the general work we do through

“Starting Well locality” through our community links but also we’ve noticed like more
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and more parents are understanding the messages because they’ve been getting it from
different places so not just from the dentist but the health visitors have been giving the

same messages...” (Dental provider).

The SW13 initiative had also helped to establish a relationship with local partners

and provided a verifiable way of approaching local settings:

‘I think what the big thing is that prior to the Starting Well programme we were kind of
doing it and there was no formal way of approaching people, suddenly by being under
the Starting Well umbrella it gives us a more verifiable way of going out... It was just like
saying Oh I’'m from “Practice’s name” but then it’s a bit better saying | am part of Starting

Well programme...” (Dental provider).

It also helped the dental team to approach and integrate with the local community.
It was mentioned that working with the community had been rewarding. Some

comments were that it “makes a practice look better”, “patients are grateful” and

“it has been good for staff morale”:

‘...it’s like a community bond especially when people from the community are coming in
and recognise you from visiting or being at the doctors [...] and all the mummies will talk
about it saying oh that girl come to our school and then went oh yeah she’s a really good

dentist and they bring their children...” (PPC).

‘I think it’s been good for staff morale because it’'s made people feel like they’re
achieving something over and above what they were doing before and you know...
making a positive contribution to people’s lives | think that has certainly something that’s

come across and that’s been helpful | think from as a provider’ (Dental provider).
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For some local teams achieving an integrated system and maintaining links with

the community and local partners would bring the initiative to a successful

completion. Some comments were:

‘... our staff being so on board and enthusiastic about it [...] So the team enjoying with
the extra duties [...] And part of it being successful as well is giving everyone else who
works here seeing them enjoy it so that’s a mark of success as well seeing that we are
doing well at it and it’s something it encourages the whole team...” (Joint interview with

PPC and Practice manager).

‘I think the quality of the consultation, that prevention consultation will improve that’s
what | would want to see in terms of you know a successful outcome really and for that
to be sustained post the programme [...] And I’'m hoping that the links that they’ve
developed with the health visitors etc will again be sustained post the programme’ (PHE

Consultant in Dental Public Health).

Some practices considered that the initiative was already a success as shown in

this comment:

‘I guess the actual programme has been successful already we’ve managed to implement
every part of what they’ve asked for in the guidelines, a couple of starting hiccups along
the way but now it’s just a part of “Practice name”... it’s automatically done everybody
knows what it is and they know it has to be done and it’s just done really so yeah | guess

it’s successful already’ (PPC).
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4.9 Robustness of the programme and challenges

towards the end of year 1

At the time of the second stage of the interviews, participants felt that it was still
early to see an improvement and anticipated that it might be difficult to measure

success as the initiative had been running only for a short period of time:

‘I think it’s difficult in the short term to see the benefits because a lot of those elements
it’s more longer term... I’'m not expecting to see in the timeline for the programme huge
impacts necessarily on DMFTs... but you can see things like access uptake of fluoride
varnish and... from the information we’re collecting you can see that they are reaching

out wider outside of their practice...” (Local Commissioner, NHS England).

‘I think 12 months is not long enough of a period to document these changes because
some patients may not return to the dentist for nine months for 12 months, so to properly
assess all the patients that we see | think it would take at least two years and to see if
there was any improvement but | think from a dentist’s point of view most of the

indicators will be of what’s happening in the mouth’ (Dental provider).

There was a perception that the initiative had a bigger reach in other age groups
as some practices had been seeing the whole family, and that there might have
been changes within the practices and in working with the community that might

not had been quantified and recorded. Some comments were:

‘There have been definite changes it’s not something that... has been quantified on an

audit... but we know that’s made a difference [...] they’ve made an improvement in these
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families and they are new families to our practice so definitely | think | can definitely see
a difference in the health message and that but that’s more health messages that isn’t
necessarily me drilling their teeth it’s about perhaps “PPC” giving the message or even

me...” (PPC and Dental provider, joint interview).

‘I think it’s really good I’'m really enthusiastic about it and | do think eventually it’s
working, it’s just difficult to actually measure that... we’ve got good feedback from
patients there but it’s really difficult to assess whether it’s working... in the practice it

seems to be working really well and it’s definitely a job that was needed’ (PPC).

‘I think probably that things are happening in the practices but we perhaps... the
information systems we’ve set up probably aren’t capturing it as well or whether it will
eventually capture it [...] | suppose we just perhaps need to assure ourselves a little bit
more that even if the data doesn’t tell us at the minute, that we have got some feedback
on an individual basis from practices... something that sets out what they’re doing what
they’ve achieved and what their plans are going forwards now... (Local Commissioner,

NHS England).

However, challenges in data collection made difficult to assess the impact of the

initiative as data might not be an accurate reflection of the actual work of

practices. For instance, there were some practices capturing data only on paper.

There were also concerns that it would be difficult to separate outcomes for those

areas that were running two initiatives at the same time. These will be further

discussed in Chapter 5.
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In general, practices were of the view that the initiative should be long term:

‘... | think definitely it should be a long term it should be part of their main NHS dentistry
programme just to always focus on the young you know treat them while they’re young
get them into good habits and we won’t need to do so much later on | think it’ll benefit

NHS dentistry’ (PPC/Dental provider).

‘... So all the hard work that’s been put into it because it’s a pilot scheme if it’s decided
not to take it any further it would be quite you know for everyone to get on board and
then say we’re not doing that anymore so | think it really does need to carry forward...”

(PPC/Practice Manager).

410 Generalisability of findings

Some interviewees felt at the outset that the programme was robust, with strong
aspects that can be applicable to other areas and other groups of age. Concerns
were raised, however, over the affordability of the programme and associated

difficulty in commissioning the services at scale. Some comments were:

‘I think that the way the programme has been developed and the implementation toolkit
it’s almost exactly what NHS England commissioners have been looking for a scheme
that has everything that you could possibly need to make it work. There’s a business
case in there there’s data collection tools there’s a communications plan there’s launch
event guidance there’s an evaluation plan there’s everything you possibly need it’s easy
to simply take it down change the name change the locality and then launch it

somewhere else so it is very easy to replicate’ (Local Commissioner, NHS England).
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‘It's a good model the only thing that would stop us rolling it out further would be
financial constraint...otherwise | think it would work just as well in other areas of (Region

name)’ [...] it’s just a question of finding the money really’ (LDN Chair).

In follow up interviews, some local teams considered that the initiative can be
easily replicate, but it needs to be adapted. Others were of the view that it might
not be possible to replicate due to the investment in capacity and time. Main
concerns of local teams were, however, the sustainability and financial viability to

continue after the initiative finishes and how to maintain this as a priority:

‘So our challenge is how to make this not just a three year programme but something
that’s sustainable and we can make those improvements for the local people ...in a
manner that actually continues after the three years and some of that is about how we
do it the efficiency manage costs and also the culture so that people expect it to continue’

(Local Commissioner, NHS England).

‘... actually the project’s never finished it’s about the practices changing their culture and
changing their behaviour so that prevention becomes the norm... and they don’t have to
say well we can’t do that because we don’t get any UDAs it’s not part of our contract to
do that we don’t get paid for prevention, once we’ve actually developed a culture where
prevention is part of what they do then | think we’ll have achieved our job’ (Postgraduate

Dental Dean, Health Education England).

Participants agreed that in order to replicate the initiative, there should be
availability of resources, capacity and a more simplified system in place for data

collection and processing. Having a more flexible commissioning where
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prevention is part of the contracts and an integrated system with local healthcare

partners was suggested as shown in this comment:

I think if NHS England recognised that a dental practice can support prevention messages
and if they if in the future when they look at the new dental contracts if they could
actually put in there some indicators that what they would expect from a prevention
focus in practice | think some principals who hold contracts with NHS England would do
it more because while it’s not part of a contract they think they only have to do A B and
C whereas if it’s mentioned in the contract that we would expect you to be a prevention

focussed practices... (Postgraduate Dental Dean, Health Education England).

411 Key lessons and Summary of main process

Key lessons are summarised in Table 4.13. Main process, outcomes and barriers

identified for the delivery of the SW13 initiative are summarised in Table 4.14.
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Table 4.13. Main key lessons identified from the Starting Well 13 initiative.

Feasibility

e There is potential in dental practices to undertake oral health improvement activities and there
are likely to be passionate PPC within dental teams.

e There is untapped capacity among dental care professionals to take on leadership roles within
practices for such activities.

e With support and internal leadership, practices are able to adopt a more preventative focus.

Facilitators for delivery

e Dental teams providing these services require training, including leading change in clinical practice.

e  Practice oral health improvement networks may help support dental teams.

e |nitiatives to ensure that children from higher risk backgrounds make use of dental services require
support from a range of local partners such as local authorities and CCGs. A system-wide plan for
delivery with identified roles and responsibilities would support this.

e Localities where the commitment to oral health is shared across the health and social care system
seem to be those where these programmes have greater chance of successful implementation.
This may require local system development, including clear messages about the programme and
expectations of local agencies.

e Dental teams may struggle with new ways of working and not have local system contacts.
Facilitation and support may be needed to help develop contacts with local partners and help
design appropriate interventions.

e Commitment from dental providers is key and commissioners need assurance that the required

resources will be applied to deliver the programme.

Commissioning and monitoring

e Commissioning of these programmes is not resource neutral in terms of commissioning capacity,
requiring considerable facilitation and monitoring to ensure delivery.

e The effort required in collecting and collating large volumes of additional data for those in charge
of the monitoring and assessment of progress can be considerable. Routinely collected (FP17-
derived) data alongside engagement with practice leads and support from public health partners
to assess change at population level may be more efficient.

e  Ensure that the providers are clear over which contract numbers should be used to report activity
and that the contracts are identifiable in data to avoid duplications/issues.

e Some measures, such as reported delivery of best preventive practice, can become rapidly
saturated and other ways to evidence provision of high-quality preventive care might be

considered.
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Table 4.14. Process, outcomes and barriers identified from the delivery of SW13 initiative in dental practices.

Process

Outcomes

Barriers/Facilitators

PROCESS I: Improving prevention

* Prevention advice within the practice was wider, e.g.
included diet, dental attendance.

* The whole dental team was involved in delivering
prevention advice, e.g. including receptionist.

* Developing of materials and activities for oral health
promotion and education within the practice, e.g.

leaflets, aids, internal

toothbrushing clubs, kids club during holidays, one to

one support to patients.

written advice, visual

* Increase awareness of the importance of
oral health and dental attendance in both,
all members of the dental team and
patients.
successful in having an impact on the
patient. / Good feedback from patients.

* Development of new skills in members of

For example, displays were

the dental team.
* Increase staff morale as it contributes to

* Necessary to support dental practices through
training, e.g. clinical leadership.

* Practice oral health improvement networks may
be able to support dental teams.

* Necessary to make links with local settings,
especially, health visitors to reach mothers of
young children, pregnant women.

* Main barriers were parents’ attitudes and
behaviours; language and cultural barriers.

* Use of social media, e.g. to advertise the programme people’s life.
and the practice activities.
* Upskilling the dental team.
PROCESS II: Taking on new patients
* Advertising and facilitating access. * Increasing awareness of dental | ¢ Encouraging parents to bring their children can be

* Prioritising young children.

* Increasing capacity to allocate the whole family.

* Open days.

* Having a referral process.

* Encouraging parents of young children, pregnant
mothers.

attendance at early years.
* Whole families attending.

challenging.
that
backgrounds make use of dental services require

* Ensuring children from higher risk
support from local partners e.g. local authorities
and CCGs. GPS, pharmacies and midwifes might
be able to refer patients.

* Some practices might not have the capacity to
allocate families, e.g. limited UDAs activity.

* Open days can be successful for some practices
but might take time to organise, practices might

struggle in encouraging patients to attend.
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PROCESS lll: Engaging with the community

and health care
baby weighing
clinics, community centres/ mosques.

e Linking with local settings

professionals: schools, nurseries,

e Working in partnership. For instance, local
authorities can provide support. Health visitors are
important in supporting prevention as they are in
contact with parents of young children and hard to
reach patients. They can also refer patients and might
be able to book appointments.

e Oral health team/Oral health improvement network
can provide support in establishing a link between

dental practices and the community.

Increasing awareness in the community.
Patients can have a better understanding
of the prevention message and reinforced
it.

Integration of the dental team with the
community.

PPC enjoyed going out to the community.

e Necessary to support practices in making links
with the community and develop contacts with
local partners.

e Improve partnership working and involvement
with health settings, e.g. weaning and weigh-ins
sessions can provide a good opportunity to
approach mothers of young children, provide
advice, signposting and provide information on
how to access dental services.

® GPs, pharmacies, health visitors are in contact
with parents of young children and might be able
to provide information on dental access.

e Having a better communication with schools and
therefore more access to provide talks and oral
health education.

e Training and funding can be helpful.
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CHAPTER FIVE

5 DISCUSSION

The purpose of this research was to explore child DA and to evaluate an NHSE&I
initiative, SW13, in order to improve this. The purpose of the evaluation was to assess
whether the objectives of this particular initiative were met, and the processes used to
achieve them. The initiative aimed to improve oral health in children under 5 years and
to encourage DA in 13 ‘high priority areas’ in England. These were localities with high
levels of deprivation, disease levels and no improvement in the prevalence of caries
in recent years. The initiative looked to support dental practices to have a more
preventive focus and to engage with the community. It had two modes of delivery, SW
and Advanced SW, the latter being required to engage with other organisations in the
local health and social care system. The duration of the initiative varied in the 13 local
areas, depending on the availability of local funding. Some practices started to report

data in February 2018; the initiative officially ended in March 2020.

The evaluation used both quantitative and qualitative methods. Qualitative research
looked to include the perspectives of those involved in the initiative such as NHSE&I
central team, NHSE&I local commissioners, PHE consultants in dental public health,
LDN chairs and dental practices. The SW13 was considered to be a pilot, and while it

is still running in some areas, alongside this the NHS SW Core which aims to increase
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dental access in children O to 2 years old and promote a greater focus on prevention,

has started to be implemented.

The evaluation methodology was based on the Donabedian model, looking at the
structure, process and outcomes. The Donabedian model has been used to assess
guality of health care (Gardner et al., 2014) and has the advantage of being able to be
adapted to different situations (Bradford et al.). The evaluation focused mainly on the
processes to achieve the outcomes; evaluating these is important as it determines to
what extent a programme or intervention was implemented as planned and to identify

barriers and facilitators (O'Connor-Fleming et al., 2006; Yusuf et al., 2015).

At the beginning of this research, there were a total of 112 practices taking part in the
initiative; some practices joined later but were not included for the evaluation. Main
findings revealed that the SW13 initiative was considered ambitious and an
opportunity for different parts of the health system to work together in a coordinated
way. It enabled dental practices to drive a more preventive approach and engage with
the community. The role of the PPC appeared to be crucial. Local authorities and local
commissioners were identified as key to facilitate links between dental practices and
the local community. There were, however, training and development implications as
well as commissioning capacity challenges. The programme was more complex to
provide and monitor than routine NHS dental care requiring dental teams to acquire
new skills and develop new relationships with local partners which was challenging for
some dental practices. The additional activity data requirements proved burdensome
to provide, resulting in information gaps. One significant factor was the presence of

other initiatives seeking to improve child DA and oral health and the extent to which
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they were linked with the programme. These themes will be discussed along this

chapter.

Children’s oral health has been an area of significant policy interest and investment in
England, as such the improvement of oral health and disease prevention has been a
priority for The Department of Health and Social Care (2019), and the focus of
Parliamentary debates (House of Commons Hansard, 2018). A number of
interventions, at both local and national level, have been developed to promote oral
health (Watt, 2007). Figure 5.1 shows the upstream and downstream approaches for
oral disease prevention. In terms of children’s oral health, a broad range of
interventions and policies have been advocated such as water fluoridation, the levy
introduced on soft drinks, legislation on food labelling and the promotion of oral health
in schools (Watt, 2007). Another example is the SW13 initiative which was introduced

in response to the challenge of improving children’s oral health.

_National and/or local policy initiatives

Upstream healthy public policy - . Legislation/Regulation

Fiscal measures
‘ .. Healthy settings
Community development
. Training other professional groups
) Media campaigns
. School dental health education
“ .~ Chair side dental health education

A
. Clinical prevention

s
Downstream health education and clinical prevention

Figure 5.1. Upstream and downstream actions for oral disease prevention. Adapted
from Watt (2007).
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Prevention of oral diseases can be largely achievable, but it is important to promote
and implement adequate preventive approaches according to the population (The
Lancet, 2009). A number of interventions aiming at oral health improvement in
children, including the SW13 initiative, have focused on the promotion of oral health
and change behaviour (Adair et al., 2013). In 1986, the Ottawa Charter identified as
one of the key areas of health promotion the re-orientation of health care services
towards disease prevention and promotion of health (WHO Europe, 1986). There has
been, however, a lack of quality evidence on the effectiveness of oral health
programmes and interventions which is necessary to provide guidance for the delivery
of oral health services, implement best practice and to inform as to the development
of policies (Kay and Locker, 1996; Watt and Fuller, 1999; Watt et al., 2001). Therefore,
one of the aims of this research was to explore the potential role of dental services in
promoting DA and improving oral health outcomes through the evaluation of the SW13
in order to inform NHS dental commissioners in the development of oral health

interventions.

Quialitative findings suggested that the SW13 initiative was well received, and it was
considered a priority in all the 13 areas. Nevertheless, it was highlighted that there
were other areas not included in the selection that would have benefit from the
initiative. In some localities the SW13 was offered to all dental practices and in some
others local teams identified areas that were a priority within their locality. There have
been some controversies on whether targeted programmes would reduce inequalities.
Authors in favour of universal interventions (Batchelor and Sheiham, 2002; Watt,
2005) have argued that approaches to the whole population would increase the
number of cases prevented compared to an individual approach. Other authors have

claimed that universal approaches might benefit more those who are wealthier,

258 CC Salomon-Ibarra January 2021



UNIVERSITYOF
BIRMINGHAM

DISCUSSION

increasing the inequality gap (Tickle, 2006; Shaw et al., 2009) while targeted
approaches can improve health bringing those from poorer backgrounds to a more
comparable level (Shaw et al., 2009). The implementation, however, of a targeted or
universal approach will depend on the type of intervention and local circumstances.
For instance, evidence suggest that in areas of high level of disease targeted
interventions are more effective, in contrast, the effectiveness of a target approach

might be limited when good oral health behaviours are already in place (PHE, 2015).

One of the main objectives of the SW13 initiative was to drive a more preventive focus
in dental practices. Dental professionals can play an important role in improving oral
health and reduce inequalities by having a prevention focus-orientated in dental
practices along with oral health promotion. Dental teams can provide health education
and empower patients by giving them the guidance and support to have the confidence
to be responsible for their oral health and engage with patient behaviour change (Watt
and Fuller, 1999; Watt et al.,, 2014; Asimakopoulou and Newton, 2015; Banerjee,

2017).

Qualitative research for the SW13 intervention suggested that practices were keen to
deliver prevention and were of the view that the initiative provided the opportunity to
reinforce and prioritise prevention by dental teams. Among the activities monitored,
practices were required to designate a PPC champion, implement a DBOH audit and
improve against it, have an action plan, provision of preventive advice and preventive
interventions e.g. fluoride varnish applications, follow-up for children referred from the

practice for extractions under GAs and encourage DA by young children.

Processes reported to achieve the delivery of prevention included the financial support

to allow practices to devote more time to preventive activities, the support from the
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NHSE&I local team, networking, educational training, resources, having a committed
PPC and the support of the members of the practice. Although some practices were
already performing preventive activities before the intervention, they were of the view
that the DBOH audit had helped to monitor and deliver prevention, although some felt
that the audit can be simplified. It was reported that having an action plan was helpful
in planning the activities and giving structure to the delivery and monitoring of the
initiative. Some practices were developing in-house activities e.g. toothbrushing clubs,

leaflets, displays, but it varied across dental practices.

The lack of reporting data from some practices, however, suggested that they might
have been struggling to deliver the activities; by the end of the initiative, 14% of the
practices had not submitted a single monthly return. Although, data from monthly
submissions suggested engagement with the activities from those practices that
submitted information, this might not have been so; the submission of required data
did not necessarily indicate compliance with the required activities though a failure to
submit data was more likely to indicate a wider lack of compliance. As an example,
92% of practices that submitted information reported to have completed a baseline

DBOH but this proportion was 79% of the total dental practices.

Nevertheless, prevention delivery can vary across dental practices, as suggested by
studies, and most of the time is not evidence-based (Witton and Moles, 2013). Fox
(2010) identified that for most dentists, prevention was part of their work, mainly
providing advice one-to-one at the chairside and through posters and/leaflets but
identified that there is a lack of evidence of the perceptions of dentist about the delivery
of prevention in practice (Fox, 2010a). Some views from the qualitative research were

that prevention could be improved by incentivising dental providers. It has been
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previously argued that remuneration has been focused on the number of patients
which encourages treating patients on a more regular basis and perform more invasive
treatments (Banerjee, 2017). It has been suggested that remunerating dental
professionals by incentivising dental care could encourage a change in the practice
towards prevention (Watt et al., 2004) as well as the development of oral health
promotion interventions in practice (Olley et al., 2011). There were also some views
from the qualitative research that the SW13 initiative could provide some learning to

new ways of contracting.

New ways of remunerating dental activity in England have been developed during the
past years (Goodwin et al., 2003; Newton et al., 2006; Hulme et al., 2016; Rooney,
2018). In 1998, Personal Dental Services (PDS) were established (Hill et al., 2003;
Newton et al., 2006) and in 2002 the Department of Health in its ‘Options for Change’
report proposed a dental health service reform based on PDS that looked to improve
access and highlighted the use of prevention in dental practices. Before this, children
used to be registered under a capitation scheme but there were opinions that this
system discouraged registration of young children (Morrison et al., 2000). The current
dental contract, based on Units of Dental Activity (UDAs) payment was introduced in
2006 (House of Commons Health Committee, 2008). Initially, it was thought that
payment for clinical treatments based on UDAs would re-orientate services towards
prevention, allow for seeing children before disease and reward the recruitment of
young patients at early ages (Brocklehurst et al., 2013); but it has been argued that
this way of payment is encouraging intervention instead of being focused on
prevention, and that it does not reward quality but quantity (Banerjee, 2017), which

has caused stress and anxiety for NHS dentists (Holmes et al., 2015b). There are
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views that this contract lacks prevention activity and that it does not financially reward

prevention activity (Holmes et al., 2015b).

The NHS independent review by Professor Jimmy Steele (Steele, 2009) highlighted
that there was a need for a new approach and remuneration system based on
prevention, pointing out that commissioning of dental services has not incentivised
quality. Following this, there was a commitment from the government to introduce a
new prevention-focussed NHS dental contract (NHS Business Services Authority,
2020) aiming to improve oral health and increase NHS dental access. The new reform
is focused on two measures; capitation to increase a preventive focus and non-
capitated activity for any necessary clinical treatment. Different pilots began in 2011
(Department of Health and NHS England, 2017). In 2015 the prototype remuneration
model was introduced, and different versions of a possible new system have been

tested by a small number of practices (Department of Health and NHS England, 2017).

An important aspect of the SW13 intervention was the improvement of DA by young
children. Qualitative research suggested that the initiative has helped to increase
awareness of the importance of early attendance in both, members of the dental
practice and parents of young children. It had been anticipated that practices might
not have the capacity to see older siblings of young children as the initiative was only
focused on children 0 to 5 years old. However, practices that were interviewed
reported having the capacity to take the whole family on as new patients. Involving the
whole family is important, as during the early years of a child, engagement with parents
can be most effective to establish and result in better oral health outcomes in

adulthood (Sarri and Marcenes, 2012).
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All practices submitting monthly data were taking on new patients - 86% of the total
dental practices participating in the initiative. Among the process to improve DA,
practices reported that they were advertising and providing information about the
practice in local settings. Most of the practices organised open days, for some they
were very successful, although this varied among practices. Among the barriers to
improve DA, a few reported that having a limited UDAs capacity might be a challenge,
and a number of practices reported difficulties in encouraging DA. This will be
discussed later in this Chapter. Although the majority of practices were already taking
on young patients before the initiative, there were expectations at the outset that
practices would see more children from high-risk groups and children referred from
health or social care professionals, especially for the case of Advanced practices.
Nevertheless, the local system to signpost families to dental practices were at various
stages of development across areas and only a few of them already had a system in
place before the initiative. It was felt that having a dedicated local oral health team can
facilitate links and signposting patients. Some other practices, however, were positive
about the number of children attending and there were some views that the initiative
was having a bigger impact as practices were encouraging the whole family to attend
but it was not recorded for the initiative. Some interviewees thought that children
identified from local settings such as schools might be attending other practices that
were not part of the SW13 initiative. It might have been possible as some studies have
reported that parents might take their children to a dentist in more affluent areas

(Davies, 1999).

Data from SW13 monthly submissions indicated that Advanced practices were unsure
about identifying a high-risk group and were struggling to see patients signposted from

adopted settings. Although, some areas reported a high number of patients taken from

January 2021 CC Salomon-Ibarra 263



UNIVERSITYOF
BIRMINGHAM

DISCUSSION

the high-risk locality, only 30% of dental practices clearly stated they had identified a
high-risk group. The initiative also monitored dental practices on the number of
children seen after being referred for GA, but some practices interviewed reported to
be prevention orientated and rarely referred patients for extractions under GAs. These
findings suggested that emphasis should be on ways to identify and support high risk
patients, as it can be challenging. A study by Olley et al. (2011) reported that children
at high risk of dental disease and from poorer backgrounds do not follow dental care
after tooth extraction under GA and identified that support for this group is poor. The
study reported that the majority of parents would like to have support in finding a
dentist for their children or through an oral health programme. However, non-regular

attenders were less likely to request help.

The majority of practices in this study reported difficulties in engaging patients and
supporting behaviour change. Among the reported barriers were non-regular
attendance, patients attending only for emergencies, a mobile population, cultural
barriers, language and parents’ attitudes. For instance, it was mentioned that it can be
difficult to provide advice to parents, e.g. sugar consumption and breastfeeding, due
to cultural barriers. Difficulties in engaging parents, cultural and language barriers
have been also seen in other interventions (Evans et al., 2013; Holmes et al., 2013;
Simons et al., 2013). A study from Witton and Moles (2013) suggested that some
dentists might not feel trained to deliver the national guidance on prevention and that
it can be difficult for some to provide advice to patients from different backgrounds. In
addition, hard to reach families most of the times present health problems which might

affect their engagement (Macpherson et al., 2010).

264 CC Salomon-Ibarra January 2021



UNIVERSITYOF
BIRMINGHAM

DISCUSSION

Unfortunately, it was not possible to interview parents due to time limitations.
However, findings from an intervention aiming to improve DA reported as barriers for
parents in accessing dental care for their children, difficulties in finding a suitable
dentist e.g. a trustworthy dentist and a child-friendly dental services, dentist not
accepting NHS patients, low perception of need and previous negative experiences
(NSMC, 2010). A study reported that some of the challenges that parents faced in
supporting the oral health of their child were parental skills, child behaviour, pressure
from other parents at school, cultural factors at home, lack of time due to long working
hours and large families, factors related to the dental system and unwillingness to look

for further dental care for their child (Olley et al., 2011).

Achieving good oral health depends on individual behaviour (Banerjee, 2017), in
children it is the responsibility of the parents. The dental team, however, can play an
important role in supporting parents to have the capability to make changes by giving
them the necessary, timely and correct information, the opportunity for change and
motivation (Asimakopoulou and Newton, 2015). Nevertheless, achieving behaviour
change towards prevention in practice might be challenging for the dental team.
Asimakopoulou and Newton (2015) discussed the three necessary aspects of
behaviour change, capability, opportunity and motivation (Michie et al., 2011). The
authors point out that dentists need to have the “capability” for which it is necessary to
support them to have the confidence to advise patients; the “opportunity” by having
the resources and the time to discuss with patients, and “motivation” to engage in
patient behaviour change; and that in order to achieve this, it is necessary to have the
necessary education and training (“intervention functions”) but also highlight the

importance of having guidelines and policies (Asimakopoulou and Newton, 2015).

January 2021 CC Salomon-Ibarra 265



UNIVERSITYOF
BIRMINGHAM

DISCUSSION

Watt and colleagues (Watt and Fuller, 1999; Watt et al., 2014) also agree that in order
to produce a change in dental teams there needs to be the appropriate knowledge,
attitudes and training skills in both practice-based and communication with patients,
but also in partnership working and advocacy (Watt and Fuller, 1999; Watt et al.,
2014); and concluded that remunerating dentists, a continuous professional education
and a supportive professional network could encourage changes in the dental
profession (Watt et al., 2004). The authors also emphasize the importance of both
understanding the needs of the local population and a shift in perspectives from
looking at individual to the wider population (Watt and Fuller, 1999; Watt et al., 2014).
Weston-Price et al. (2020) are of the view that oral health promotion delivery also
depends on having the adequate knowledge and skills. A study by Witton and Moles
(2013) on the barriers and facilitators to deliver the guidance "Delivering Better Oral
Health” in dental practices identified insufficient staff, facilities and time as barriers to

delivering the guidance.

The SW13 initiative was seen as an opportunity for practice development. Practices
were of the view that the SW13 helped to make some changes in dental practices. For
instance, the involvement of the whole dental team in the delivery of prevention advice,
including receptionists. Monthly meetings within the practice were useful to share
ideas with other members of the dental team. In some areas it was reported that the
initiative created a kind of competition among dental practices which encouraged them
to share ideas for delivery. This sense of competition among dental practices has also
been seen in other studies which might come from the idea that dentistry is a

competitive business (Holmes et al., 2013).
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Training was useful to reinforce the knowledge and give more confidence to the dental
team. The learning modules, nationally designed and provided by HEE, were regarded
as very useful, although some were of the view that they could be summarised.
However, the importance of timely and continuous training was highlighted. Ramsdale
and Landes (2014) suggested that improving the knowledge and skills of the dental
team can increase job satisfaction and staff retention and consequently patient
retention. Training staff is also important to disclose a clear and consistent message

in promoting early dental registration (Morrison et al., 2000).

Networks can also support practices in making changes (Watt et al., 2004). For
instance, a study reported that dentists usually look for help and support in friends and
colleagues (Igbal and Glenny, 2002). Views from the SW13 were that local meetings
were helpful for sharing learning and networking between practices and health
services but the need of ongoing support through these meetings was highlighted.
Cooperation and support between practices was beneficial, particularly as there was
a wide variety in skill and experience among PPCs. However, the level of success and
participation varied across local areas which might be due to the different formats
across localities. For instance, in some areas local meetings were coordinated by PHE
Consultants in Dental Public Health or LDN Chairs; in others they were incorporated
into other meetings such as LA oral health meetings. Some localities set up a
WhatsApp group to share ideas and to provide support among dental practices.
Nevertheless, some of the challenges in setting up a network were a lack of direction
and local ownership. Some areas had already a mature local network, but others were

new to this way of working.
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An important aspect to achieve a change in dental practices is having effective

leadership (Hebbal et al., 2012). This is important for every member of an organisation
or team and not only for those holding a leader role (NHS Leadership Academy, 2011).
The NHS leadership framework is formed of seven important domains required for the
quality of delivered services. Each of these domains has elements of leadership
behaviour needed to improve health quality and safety. These are:

e Demonstrating personal qualities

e Working with others

e Managing services

e Improving services

e Setting direction

e Creating the vision

e Delivering the strategy
Hebbal et al. (2012) points out that having an effective leadership is an important
attribute for dental practitioners as it is necessary for practice development,
overcoming challenges and to lead innovation and change in the practice, but also it
is important in making links with other health care professionals. Hebbal also points
out that dental professionals should not only look into oral health issues but also play
a role in the community. Grocock (2020) is of the opinion that there is a duty on dental
professionals to take a leadership role in an effort to improve oral health and patients’
clinical safety; and highlights that taking a leadership role in dentistry is essential for
leading the dental team, leading patients to improve oral health and leading the
community and health system to improve the oral health of the population. However,
the authors assert that dental professionals might require leadership development,

training, motivation and support (Hebbal et al., 2012; Grocock, 2020). Learning from

previous interventions have reported that projects that are clinically led and owned in
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dental practices have the potential to empower dental practitioners (Brocklehurst et

al., 2013).

The SW13 initiative required practices to identify a prevention champion to support the
delivery of the initiative, for instance reporting of information, supporting the
implementation of DBOH, organising meetings within the practice, attending local
network meetings, among other activities. Generally, PPCs mentioned that taking part
in the initiative had been a good experience and were enthusiastic about the initiative,
though, it was challenging and some struggled to develop their role. There were

perceptions that corporate practices might have needed more support.

The importance of having an enthusiastic PPC was highlighted as a main facilitator for
the practice to succeed. However, main challenges for PPCs were the workload and
lack of time to develop the activities. On the other hand, previous experience with
preventive activities and the support of the practice, mainly the practice lead, principal
or manager were the main facilitators. The fact that PPCs were from different
professional backgrounds, the differences in their role among practices and the level
of support of the whole dental team influenced the development of the practice.
Champions who received enough support from their practice had better perceptions

about the initiative.

Having the engagement of the whole dental team is essential for the development of
the practice. The principal can lead and coordinate, but it is also important to have a
team approach and to delegate roles and responsibilities which can make it easier to
implement a change in dental practices. In contrast, the lack of engagement of the
dental team can be a barrier (Watt et al., 2004; Watt et al., 2014). It has been

suggested that dental teams could be more effective by utilising skill mix and that some
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dental treatments and oral health promotion could be delegated to dental hygienists,
therapists or a dental nurse (Hulme et al., 2016). The “dentist time” can be seen as
‘expensive” (Watt and Fuller, 1999) and by delegating, dentists could have more time

for complex treatments (Harris and Haycox, 2001).

There were some views from the SW13 that the delivery of prevention advice could
be delegated to dental nurses. The idea of skill mix has been advocated during the
last decades in the UK (Department of Health, 2012). However, there is a need for
models to use the skills of other members of the dental team in the best possible way
(Hulme et al., 2016). A study in Scotland about the view of extended duty dental nurses
on taking on roles undertaken by GDP reported they can supplement their role in

general practice but they need to have training and support (Gnich et al., 2014).

Similarly to this study, it has been reported that factors contributing to the success of
this type of programmes includes the input of dental public health, good
communications within the network and financial resources; and that having a project
manager, access to resources and good communications are important aspects in
delivering the initiative (Brocklehurst et al., 2013). It has been suggested that having
the support and advice of a local lead in oral health promotion might help the
implementation and development of a programme or intervention (Holmes et al.,
2013). The need to improve confidence in NHS dental services, the provision and
capacity of dental care has been also recognised in a previous intervention (NSMC,
2010). A qualitative study identified that some of the factors influencing change in
dental practices were financial factors; individual factors such as attitudes, regular
attendance; organisational issues e.g. staff loyalty, staff meetings, an open

communication and access to training (Watt et al., 2004).
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Another aspect of the SW13 initiative was the requirement for Advanced Practices to
make links with the community and the health and social care system. This component
of the initiative was regarded as important to deliver a coordinated preventive
message, increase awareness and reach high-risk patients. Some practices had been
already working with local settings, mainly schools, but the SW13 initiative helped to
approach other local settings and health care professionals. Data from monthly
submissions showed that dental practices engaged with a number of local settings,
but the level of involvement varied across local areas. Among the facilitators, it was
felt that the SW13 provided a verifiable way of approaching local settings, the role of
NHSE&I local commissioners and LA public health teams were key in enabling local
links. It was also perceived that the support of the oral health team, oral health
improvement network, local dental committee or community connector could facilitate
links and engagement. However, lack of awareness about the intervention,
communications, lack of response and engagement were some of the challenges.
Previous interventions have also highlighted the importance of making links with other
care providers or a professional network (Brocklehurst et al., 2013). An intervention
using a community engagement approach identified trust as essential to establish
relationships and success, as it can make participants enthusiastic (Witton and Smith,

2019).

Making links with local settings is essential so that local partners can advise and refer
patients to dental practices. Oral care advice can be provided by health visitors,
teachers, pharmacist and primary care team (Watt and Fuller, 1999). For instance,
pharmacies might be able to inform and refer patients looking for oral pain medication
for their children as they might not have an appropriate contact with dental services.

A study in London showed that the majority of parents visiting pharmacies looking for
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pain medications for their children were due to oral pain (Muirhead et al., 2018). Having
both an integrated network with a range of skills and facilitating access for children
with highest needs are necessary to meet effectively the need of children’s oral health
(Simons et al., 2013). There is some evidence of effectiveness that providing training
to health, education and social care professionals can help to deliver oral health
interventions in their daily role (PHE, 2015). Health care professionals also play an
important role in supporting patients, for instance, a study has suggested that parents
who are not regular attenders often rely on health visitors and general medical

practitioners for oral health information (Nayee et al., 2018).

Health visitors were seen in this study as key in providing advice to mothers of young
children and referring patients. In some areas funding was allocated to commission
health visitors and early year settings to supervise tooth brushing. Some practices
reported to have successfully linked with health visitors, but the engagement varied
across local areas. Having a referral system in place might have facilitate this link; the
importance of having a formal referral system for health visitors has been also
identified in previous studies (Bentley and Holloway, 1993). Health visitors can play
an important role in encouraging families to adopt healthy behaviours in young
children, including DA (Bentley and Holloway, 1993); they are in contact with parents
during the development of their child and could provide early advice to avoid dental
decay in the future. Also, it is believed that parents rely on health visitors for advice
(Morrison et al., 2000) which parents can see as acceptable for the mother and the

child (Quinn and Freeman, 1991).

Perceptions from the SW13 qualitative research were that capacity might be one of

the challenges for health visitors in providing dental advice. Some studies on the
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perception of health visitors towards oral health advice (Quinn and Freeman, 1991;
Oge et al., 2018; Weston-Price et al., 2020) have shown that health visitors are in
favour of the inclusion of oral health advice in routine health visits, and are willing to
deliver such advice. However, training is needed for them to acquire such knowledge
and skills in order to deliver oral health promotion and the recommendations of DA. In
a study by Oge et al. (2018) only half the health visitors taking part in the study were
recommending a first visit before a year old. Studies involving health visitors have
been successful in encouraging DA (Yuan et al., 2007). There is evidence that the
integration of oral health advice into home visits by health and social care workers,
targeting high risk families can improve oral health. However, it requires capacity and

continuous training (PHE, 2015).

A few practices reported making contact with midwives and baby clinics, but for others
it was challenging. Some felt that sessions for weighing a child could provide an
opportunity to approach mothers of young children to deliver advice e.g. diet and how
to access dental services. Only a few practices that were interviewed reported to have
links with pharmacies and GPs but it proved to be challenging mainly due to

unawareness of the initiative and a lack of response.

Most practices reported working with schools to give talks and organise tooth brushing
clubs. The use of schools to promote health is advocated by WHO (2020). Schools
are ideal settings to promote oral health (Kwan et al., 2005; Stokes et al., 2009) as
they overcome the barriers on accessing preventive care (Evans et al., 2013). There
were positive views from dental teams towards toothbrushing at school as a way to
put children into contact with dental professionals. As in this study, other initiatives

based on toothbrushing have been seen as an opportunity to reach children who are
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not regular attenders and a way to introduce dentist to children in a more informal way
(Yusuf et al., 2015). Previous studies of interventions based on school programmes
in deprived areas have shown that they are well accepted, have helped to increase
awareness in children and provide a “positive image” of the dental team (Evans et al.,

2013; Yusuf et al., 2015).

Some SW13 practices had already an established relationship with schools which
facilitated the work. However, the lack of engagement and support from schools, e.g.
due to internal organisation, delays in response, were among the challenges faced in
some areas. Providing information in advance to schools might have facilitated to
establish a link. A practice reported that they were given a list of schools to approach
which facilitated the link. Other interventions promoting oral health in schools have
also showed that having a previous close relationship between dental practices and
schools can facilitate the development of initiatives (Ramsdale and Landes, 2014).
Similarly to this study, other studies have reported that organisation of the schools e.g.
flexibility in time (Yusuf et al., 2015); partnerships, resources and priorities influence
the level of engagement (Stokes et al., 2009). Underestimation of time that is required
to engage, communications and limited resources are barriers in maintaining a

relationship with schools (Yusuf et al., 2015; Witton and Smith, 2019).

The SW13 initiative also helped the dental team to integrate with the local community.
This was felt to be rewarding. Dentists might have influence in the local community
and play an advocacy role through organisations as they are trusted and respected
(Watt et al., 2014; Grocock, 2020). Qualitative research for the SW13 suggested that
dental practices were enthusiastic about going to the community, although the need

to facilitate the link with local settings was highlighted. Previous studies have also
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reported that dentists enjoy working outside the dental practice (Yusuf et al., 2015).
As discussed earlier, dental teams can play an important role in the promotion of oral
health in the community, for instance by raising awareness of the importance of oral
health, although it might be argued that awareness is likely to be temporarily and
limited to a number of people within the community. Furthermore, there is not enough
evidence on whether oral health promotion activities performed outside the dental
practice have an effect on behavioural change, especially in the long term (PHE,

2014).

In terms of challenges in approaching local settings, awareness of the initiative was
probably the main challenge for SW13 practices. It was suggested that providing
information by letter, or having an identity card, an engagement event can help to
establish communications. There were some views from the qualitative research that
the initiative would have benefited from social marketing; it might have been useful as
research from previous interventions has shown it helped to increase awareness

(NSMC, 2010).

Partnership at both, national and local level was important to support the delivery of
the SW13 initiative. A range of local partners such as local authorities, local dental
networks, PHE local teams, health visitors and early intervention teams were identified
as key in delivering the initiative. Anticipated challenges were engagement of
stakeholders due to other commitments and priorities and managing local
expectations. Similarly to these findings, a previous intervention identified that having
an equal partnership and work, mutual benefits, clarity on expectations and
communications are facilitators to achieve success (NSMC and NHS Kensington and

Chelsea, 2010). The role of local authorities was key to give the SW13 initiative the
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priority in the local area, provide the environment and facilitate delivery. In some areas,
meetings were incorporated to the LA agenda. Some local teams had an established
relationship with local authorities, in some other areas, the SW13 enabled this link, but
the level of support varied across local areas. The role of PHE Consultants in Dental
Public Health was also regarded as key in supporting the delivery. In some areas,
consultants were closely involved for instance in the recruitment, engaging practices,
networking, chairing local meetings but again, the level support varied. Having the
clinical leadership of PHE Consultants in Dental Public Health and LDN chairs was
key in engaging and motivating practices. Only a few local teams reported to be
working with HEE at local level which input was regarded as crucial in supporting

practice leadership and networking.

There were positive views from local commissioners about the recruitment process,
commissioners were pleased with the level of uptake from dental practices. The launch
events, which were designed to introduce the initiative to dental practices were
generally regarded as useful and successful for both, local teams and dental practices.
However, the importance of having key details about the initiative was emphasised.
Generally, local teams followed the national criteria for practice selection but there was
local variation. Some developed a procurement criterion, others targeted priority areas
while others offered the initiative to all practices. The SW13 provided an opportunity
to establish or reinforce a relationship between local commissioners and dental
practices. Some of the facilitators identified for the recruitment process were the
commitment from dental practices, a clear understanding of objectives, relationship
management and the financial reward offered to providers. The support of PHE
Consultants in Dental Public Health, where this support existed, also facilitated the

recruitment. However, having a greater awareness of the initiative before recruitment
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would have helped. Practices might have declined to participate due to reasons such
as experience with previous programmes, concerns about delivery, staff capacity,
internal practice issues and perceived insufficient funding, as suggested by the

gualitative research.

Nevertheless, monitoring this kind of initiative brings challenges in data collection and
capacity, for both dental practices and local teams. For local teams, the
commissioning, supporting and monitoring the initiative presented an additional
pressure and workload. However, having a shared ownership with partners potentially
lessened the workload. It was reported that the support from PHE, LA, HEE and LDN
chairs, where they existed, was helpful. For dental practices, it brought an additional
workload, mainly for the PPC to adapt to new ways of working, especially when
reporting data. It was identified that having guidance in the form of a toolkit, a training

day or a national meeting for PPCs would have been helpful.

Regarding acceptability of the initiative, there were positive views from dental practices
and local teams about the benefits of the programme in that it would help to improve
the delivery of prevention. In terms of quality, participants agreed that training and
resources were very useful. Nevertheless, it was apparent that practices needed a
continuous support in the form of both, resources and feedback. Unfortunately, due to
unavailability of funding the initiative was not able to go forward in some of the 13
areas. The sustainability of the programme, mainly due to financial constraints, had

been recognised as one of the limitations from the outset of the intervention.

The patient questionnaire suggested that dental teams were engaging in preventive
advice and support to the patient. However, dental teams reported difficulties in

completing the number of questionnaires required. There might be difficulties for
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parents filling out the parent survey as some might not feel confident or English not
being their first language, or due to illiteracy as reported in a study by Macpherson et

al. (2010).

In terms of the initiative effectiveness, it might be hard to prove whether the initiative
increased substantially DA and preventive treatments due to the short duration of the
initiative; moreover, difficulties in data collection did not allow to have enough evidence
of its impact. A financial penalty might have helped to ensure data submission by
dental practices, although it might have not been feasible e.g. due to the differences
among SW13 areas. The initiative demonstrated, however, that practices were keen
to deliver prevention, make changes in dental practices and to engage with the
community. Another aspect that made it also difficult to determine the general
effectiveness of the programme were the differences among localities in terms of
implementation and its development, due to the fact that what may work in one locality
might not work in another. Another point to consider was the presence of initiatives
seeking to improve child DA and oral health which were already in place. Where these
existed, they seemed to have complemented each other in improving their
effectiveness. However, it must be considered that the evaluation of the SW13
focussed on process and short-time outcomes and it was not possible to assess
longer-term oral health outcomes and behavioural change. The initiative might have
increased awareness and knowledge of the importance of oral health and DA but

changes in behaviour required long term.

Practices were of the view that the initiative should be long term. Some local teams
considered that the initiative can be replicable, but it needs to be adapted, while others

felt that it might not be possible to replicate due to the investment in capacity and time.
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Main concerns were the sustainability, affordability and commissioning of this kind of
services. For instance, there were concerns on how the changes produced in dental

practices would be maintained as a priority after the initiative finished.

Nonetheless, evaluating oral health programmes can be challenging. It is thought that
the lack of evaluation of health promotion interventions might be due to difficulties in
evaluating complex interventions, lack of funding but also to a lack of criteria to assess
their effectiveness (WHO Europe, 2001). Data unavailability, e.g. due to lack of
compliance with requirements for data submission, might also limit the assessment of
an intervention. Other challenges identified in evaluating programmes are related to
guality of outcome measures, timescale to assess changes, unfamiliarity with the use
of evaluation methodologies and frameworks, and the need of partnership between
health practitioners and academics to conduct the evaluation (Petersen and Stella,

2004).

Evaluation should be part of the planning process and there needs to be the adequate
funding for its implementation and development. The WHO (1995) suggests allocating
a 10% of the total programme resources. Another important aspect of an evaluation is
to have the appropriate outcome measures and timescales. Outcomes of health
promotion interventions are focused on measures of health literacy such as health-
related knowledge, attitudes, intentions, skills and empowerment but as discussed
earlier it is important to consider that oral health promotion interventions do not have
an effect on dental caries in the short term. It has been argued that the evaluation of
health promotion interventions should consider other factors such as psychosocial and
cultural, rather than only focusing on impact outcomes (WHO Europe, 2001). An

economic evaluation, e.g. cost-effectiveness evaluation or cost-benefit, can be helpful
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in determining the efficiency of an intervention (Clarke, 1999; Mertens and Wilson,
2012). Nonetheless, resources, time and training support are necessary to improve

the quality of evaluation of oral health promotion interventions (Watt et al., 2001).

Public health interventions can be complex, and it might be difficult to distinguish the
intervention from others. However, having a multicomponent approach can be more
successful in health promotion than single initiatives (National Institute for Health and
Care Excellence, 2016; Witton and Smith, 2019). A mixture of public health
approaches can help to prevent disease at both individual and community level (Watt,

2005).

Previous interventions have also focused on dental practices to promote oral health
and DA in young children (Brocklehurst et al., 2013; Ramsdale and Landes, 2014). An
example is an intervention in the North-East (Ramsdale and Landes, 2014) promoting
oral health and access to dental care in community settings (e.g. children centres,
nurseries). This intervention used dental nurses from practices who were trained as
oral health promoters. However, it was not clear whether the intervention helped to
improve dental access. It was reported that there were difficulties recording data which
might have limited the evaluation. Learning from this intervention suggested that there
needs to be clear aims and objectives, the identification of a target group based on
needs and appropriate training. Having a robust system in place to record the number
of patients attending might have helped to determine the effectiveness of the
intervention. Another example is a pilot in the North of the country (Holmes et al., 2013)
using dental teams to perform preventive activities and oral health education in
community venues. It also identified as learning points the importance of monitoring,

training for dental practices, resources and funding.
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Nevertheless, it has been argued that oral health promotion can improve knowledge
but many of these interventions might not achieve a behavioural change (Whittle et
al., 1994; Passalacqua et al., 2012; Ramsdale and Landes, 2014; Fadl et al., 2016).
Public Health interventions aiming for behavioural change have been appealing to
policy makers, however, if not designed carefully, they can have an unequal impact
on the population (Baum and Fisher, 2014; Qadri et al., 2018). “Lifestyle drift”, is the
term referring to the tendency for policy initiatives to recognise the need to take action
on upstream social determinants of health but only to drift downstream to focus on
individual lifestyle factors based on behavioural change, therefore they become an

individual target (Popay et al., 2010; Carey et al., 2016; Williams and Fullagar, 2019).

It has been claimed, however, that oral health will not be sustainably improved by
relying only on interventions based on oral health behaviours and that there is a need
for effective public health approaches for disease prevention and health promotion
that consider the determinants of oral diseases (Watt, 2005; Watt, 2007; Baum and
Fisher, 2014). Having the knowledge and skills might not be enough to change
behaviours, however, health promotion can help to make healthy choices for which

policies can advocate (Watt and Fuller, 1999).

Among other interventions to improve DA, it has been suggested that the use of mobile
dental units can put children in contact with dental services, but studies suggest it is
not a feasible option for a long term due to aspects such as planning, funding, and
management (Douglass, 2005; Simons et al., 2013). Dental health education is also
used to improve oral health; however, it could increase inequalities at the community
level, as the more affluent might follow the advice compared to those less affluent

(Shaw et al., 2009). Nonetheless, there is not enough evidence of their effect on oral
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diseases (Stein et al., 2018) and it has been claimed that oral health education alone
is ineffective if measures such as fluoride exposure are not included (Witton and
Smith, 2019). Another intervention using a registration campaign reported that
awareness was increased as well as new dental registrations, but only one third of
those registered became actual patients. It was speculated that it might have been
due to issues recording contact details and a misunderstanding of the campaign

(NSMC and NHS Kensington and Chelsea, 2010).

Nevertheless, dentistry has been one of the services most affected by the COVID-19
pandemic. Practices temporarily ceased routine dental care from the 26" of March
2020 and although dental services resumed on the 8th of June 2020, it was estimated
that only around a third of practices were able to continue their activities (Armstrong,
2020). The temporary interruption of face to face dental care, the higher cost of PPE
and fewer patients as consequence of lockdown, have made practices face difficulties
in maintaining their financial sustainability (SLWG, 2020; Westgarth, 2020). A survey
by the BDA found that only 8% of practices participating in the survey would be able
to maintain their financial stability in the long term (Armstrong, 2020). While it had been
speculated that dental practices on the high street might not be able to continue in 18
months’ time, an investigation (into the resilience of mixed NHS/Private dental
practices following the first wave of the COVID-19 pandemic) found no evidence of
this. It stated, however, that support for dental practices was needed (SLWG, 2020).
A report on the impact of COVID-19 on dental practices identified the financial impact
as severe and that infection control measures requirements will limit capacity and pace

of recovery (Palmer et al., 2020).
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The economic and social impacts of the lockdown have also increased the vulnerability
of more disadvantaged patients. Although urgent dental care centres were set up for
those who needed urgent clinical dental treatment, the media raised concerns that
there was a number of patients that needed dental care and were unable to find
treatment; and that these difficulties in accessing dental care already existed in some
places in the country but have been worsened by the pandemic (BBC News, 2020);
bringing also a higher demand on dental extractions and waiting times (BDA, 2020a).
Factors such as the “lockdown diet” (i.e. sugar-laden food more likely to be consumed
during isolation), the suspension of public health programmes to prevent tooth decay,
suspension of dental check-ups and limited capacity in dental practices to perform

treatments have increased oral health inequalities (BDA, 2020b; Waite, 2020).

The pandemic has changed the way dentistry is delivered. The situation has changed
at a constant pace and there has been a range of opinions on how the dental
profession transitions from lockdown to “revival”’, both practical and financial
(Westgarth, 2020). There are now stricter infection-control requirements e.g. including
limitation on aerosol generating procedures, fallow time requirements, besides the
shortages of PPE and kits that are now required have increased the cost of attending
patients (Westgarth, 2020). In addition to this, practices face also challenges in
achieving targets. A debate in the House of Commons on the impact of COVID-19 on
dental services highlighted the challenges that dental practices are currently facing

and emphasizes the need for support (House of Commons, 2021).

Remote consultations could provide an opportunity to deliver advice (Waite, 2020).
For instance, a study reported that patients considered that the use of ‘teledentistry’

was useful to save time, the majority of patients said they would use it again in light of
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COVID-19 (Rahman et al., 2020) . Advantages are that patients can have access to
care in early stages, reduce the need to take time off from work, reduce travelling cost
and reduce long wait list, and most importantly to avoid the spread of the disease. It
can be useful in the initial stages when taking a patient history to then have a second
face to face appointment. However, its use has been limited; and it might not be
convenient or acceptable to some patients, e.g. those who do not have access to a

communication device or internet. Besides, clinical examination cannot be performed.

The COVID-19 pandemic has increased the challenge in reducing the burden of
disease and the focus on prevention. Sara Hurley, the current Chief Dental Officer in
England, is of the view that COVID-19 has been an opportunity for a change in oral
health care provision (Hurley, 2020) and it might also facilitate a change for flexibility
in commissioning. The Chief Dental Officer points out the need to prioritise access for
vulnerable and marginalised patients and the sustainability of urgent dental services
for those who do not attend regularly. The Chief Dental Officer also talked about the
importance of supporting patients in understanding the benefits of minimally invasive
oral care (Banerjee, 2017). Nevertheless, changes in policies are needed. The current
chair of the BDA England Community Dental Services Committee, Charlotte Waite,
argues that this is the time to focus on prevention and points out that support and
action from government is needed; advocating prevention as the focus of the dental

contract reform (BDA, 2020b; Waite, 2020).

5.1 Limitations

It is plausible that a number of limitations could have influenced the results of the
evaluation. There is the possibility of information bias mainly related to issues with

partial data submission by dental practices and data management. Information bias
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refers to any systematic difference from the truth which might arise during the
collection, recording and handling data (Catalogue of bias collaboration, 2019).
Challenges in data collection made it difficult to assess the impact of the initiative as
the collected data might not be an accurate reflection of the actual work of practices.
For example, there were some practices that did not make any monthly submission.
In addition, the missing data did not allow to evaluate the SW13 as a consistent
programme. Although data were managed and summarised as accurately as possible,
there might have still been the possibility of errors when both submitting and

summarising these.

As previously mentioned, due to the short period of time of the initiative, it was hard to
prove whether there was a substantial improvement on DA and preventive treatments.
Additionally, the short duration of the initiative did not allow to see longer-term oral
health outcomes such as a difference in caries prevalence and behavioural changes.
Besides, secondary objectives such as activity in older children and adult care activity
were not measured. Qualitative research, however, suggested that some practices
were seeing older siblings and whole families. Nonetheless, it has to be considered
that the intervention focussed on the processes and short-term outcomes. Although
its effectiveness in improving DA might have been limited, findings showed that, first,
the initiative increased knowledge and awareness of the importance of oral health and
DA, especially at early years, in both parents and the whole dental team; and second,
that practices were keen to deliver prevention and make changes in dental practice as
well as to engage with the community. It also provided learning on the implementation

of this kind of programmes.
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Another important point to consider is that the proportion of practices participating in
each locality was small which also limited the ability to observe any effect at population
level, either in caries prevalence or in the impacts of poor oral health such as referral
to secondary care services for extractions. There were some practices that joined at
a later stage but were not included in the evaluation since the number of practices that
initiated the programme was taken as a baseline. However, it is unlikely that this would

have affected the overall results.

It was also hard to determine the general effectiveness of the intervention due to
differences among localities. For instance, there were some localities that made
significant modifications to the initiative, in terms of the implementation and the
development of the programme, and what worked in one locality might not work in
another. Nonetheless, all SW13 practices looked to deliver the same outcomes and it
could be said that they were similar enough to make a general assessment, even
though facilitators and barriers might have been different. Similarly, in some areas
there were other interventions or programmes running along with the SW13 initiative
making difficult to separate outcomes. These factors possibly being referred to as
pollution. Nevertheless, where other programmes and interventions existed, they

seem to have complemented each other improving their effectiveness.

Owing to the small number of dental practices participating in the programme,
compared to the total number of dental practices in SW localities, it was anticipated
that there might not be enough power to perform a statistical analysis such as a
matched-pair analysis (comparing the study group with a comparison group) or an
interrupted time series analysis (a regression analysis which tracks a long-term period

before and after a point of intervention to assess its effect). Another approach that
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could have been taken is to make the assessment at local level as practices were
cluster, but as mentioned before, the number of participating practices was small.
Besides, these statistical analyses would have been more appropriate if larger

changes in dental access had been seen by the first year of the intervention.

The evaluation was limited in terms of resources, this mainly restricted the ability to
demonstrate the feasibility and effectiveness of the intervention. Despite that the
evaluation focused on the processes, a cost effectiveness analysis, which compares
the cost and health effects (outcomes) of an intervention (Mertens and Wilson, 2012)
would have been necessary to assess the financial benefit and determining whether it
can provide value for money. However, further data on cost estimates would have
been required which might have been difficult to obtained due to the complexity of the
intervention. Nonetheless, a cost-effectiveness evaluation would be appropriate as
part of a future study if these types of programmes are considered to be made more

mainstream.

Another point to consider is that there was no patient and public involvement in the
design of the evaluation, nor was the evaluation designed and conducted from a wholly
neutral perspective as the evaluation team either had a background in the field or had,
arguably, a professional interest in the outcome. As examples, the bespoke data
collection from participating dental practices was dependent upon returns designed by
a NHSE&I and PHE with input from the researcher and supervisor. As mentioned
before, other data were acquired from standard FP17-derived data sets collated by
NHSBSA. In both cases the data collected was substantially restricted to the interests

of commissioners. The data analyses were primarily determined by the researcher
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with input from the supervisor, NHSE&I and PHE, and the conclusions reached were

also subject to suggestions from these sources.

Qualitative research might be also subject to bias (Noble and Smith, 2015). First, the
selection of interviewees and content of interview schedules was primarily decided by
the researcher with input from NHSE&I, PHE and the supervisors, whereas the
collation and synthesis of findings was led by the researcher, who has a background
in dentistry. Therefore, there might have been the risk of researcher bias as the
research process and interpretation of results might have been influenced by the
researcher’s perceptions. However, to avoid this, qualitative codes and themes were
revised by the supervisors to check agreement and coherence and therefore ensure
reliability. Second, some caution has to be exercised in interpreting these findings as
the programme was undertaken with volunteer dental practices which might not be
reproducible with other practices. Qualitative research might only represent personal
views of interviewees and sensitive matters might not have been discussed by some.
Besides, the study relies on participants having accurate recall. Therefore, the risk of

participant bias and recall bias might have affected the validity of the research.

Despite both quantitative and qualitative elements of the evaluation of SW13 may have
been subject to biases discussed above, which may have influenced the findings, the
number of interviews and the wide range of participants in terms of roles within the
initiative allowed to have a broad range of views and perspectives. The evaluation
used both quantitative and qualitative studies which complemented each other.
Besides the use of two methods of qualitative data collection, qualitative interview and

observation of meetings, served as a form of validation.
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It would have been helpful to interview local partners such as local authorities and
health visitors to capture the views on how they devise effective partnership working
in order to have an integrated health system. Similarly, a focus group with parents
could have resulted in a better understanding of the barriers faced by patients in taking
their children to the dentist and their views regarding of these types of programmes. A
follow-up interview with dental practices to capture final perceptions at the end of the
programme would also have been helpful. Nonetheless, limitations in both, resources

and time, did not allow for this.

A third stage of qualitative interviews with local commissioners had been planned to
capture final views after completion of the initiative. Unfortunately, it was not possible
to carry out the interviews due to the disruption caused by the COVID pandemic within
the timescales of the study. However, draft findings were circulated to NHSE&I local
commissioners in December 2020 and a national meeting was attended where final

views about the programme were discussed.
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CHAPTER SIX

6 CONCLUSIONS AND SUGGESTIONS FOR
FUTURE RESEARCH

The present PhD research aimed to explore first, DA in young children in England
using data from national surveys and NHS England dental statistics; and second, to
explore the potential role of dental services in promoting DA and improving oral health

outcomes through the evaluation of a new NHSE&I dental initiative: Starting Well.

Surveys in the UK suggest that a great percentage of children in England, Wales and
Northern Ireland visit the dentist, but there have not been substantial improvements
during the past ten years and only a small proportion of children are taken, as
recommended, to the dentist in their early years. Therefore, a series of preliminary
statistical analyses were carried out with the following objectives. First, to report the
prevalence and severity of dental caries experience across categories of deprivation
in England, Wales and Northern Ireland; and compare the magnitude of inequalities
between countries. The analysis showed that there are still inequalities in dental caries
in children with those from more deprived backgrounds reporting higher prevalence
and severity in the three countries; but despite lower levels of disease in England,

inequalities were greater than in Wales and Northern Ireland.
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The second objective was to describe variations in DA rates in children aged 5 years
and under across local authorities in England and its association with area deprivation.
A further analysis focused on child DA by the age of 1. Rates of DA in children were
generally low with substantial variations between LAs. The rate of DA in children aged
5 years and under was 40%, ranging from 17 to 68%. Only a small proportion of
children (around 3%) visited an NHS dentist before their first birthday; more deprived
English LAs (upper-tier level) were, unexpectedly, more likely to report higher DA

rates. Nevertheless, DA was only partially explained by deprivation at LA level.

The third objective was to describe the shape of the relationship (whether linear or
non-linear) between local deprivation and DA in children aged 5 years and under in
England and to examine the modifying effects of covariates. It was hypothesised that
the shape of the relationship between deprivation and child DA might be curvilinear
with higher DA rates in the extreme ends of deprivation. There was, however, a linear
association between DA (children aged 5 years and under) and deprivation at local
level (lower-tier LA). DA rates decreased as the level of local area deprivation
increased. Area deprivation was a significant predictor of DA after controlling for
ethnicity, single parenthood, dental caries and dentist-to-population ratio. White
ethnicity, single parenthood and dental caries were directly associated with an
increase in DA whereas dentist-to-population ratio was not associated. The strength
and direction of the relationship of DA and deprivation was moderated by the effect of
ethnicity, single parenthood and dental caries. For instance, in areas with lower
prevalence of dental caries and lower percentage of single parents, the decrease in

DA with increasing deprivation was steeper.
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A broad range of strategies and interventions are advocated to improve children’s
dental health, including DA to receive both preventive and disease treatment. The
second aim of this work was to explore the potential role of dental services in
promoting DA and improving oral health outcomes through the evaluation of an
NHSE&I initiative, “Starting Well”. This initiative aimed to improve oral health in
children under 5 years and to encourage DA in 13 ‘high priority areas’ in England. It
looked to support dental practices to have a more preventive focus and to engage with
the community. The Starting Well is an example of how interventions based on dental
practices can be used to drive a more preventive focus and promote oral health in the

community.

The evaluation, based on the Donabedian model, had the aim of assessing whether
the objectives of the programme were met and to inform future dental commissioners.
The evaluation used both quantitative and qualitative methods. The first objective of
the evaluation was to conduct qualitative semi-structured interviews with the purpose
of capturing the experiences of those involved in the design, planning, implementation
and development of the initiative in order to inform future commissioners; the second
objective was to summarise data collected from practices participating in the NHSE&I

dental initiative.

Findings from this study showed that the Starting Well was considered ambitious and
an opportunity for different parts of local health systems to work together in a
coordinated way. It enabled dental practices to drive a more preventive approach and
engage with the community. Practices were enthusiastic and keen to deliver

prevention; with support and internal leadership practices are able to adopt a more
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preventive focus. The role of PPC appeared key to supporting change. Oral health

improvement networks may be helpful to support dental practices.

Compared to routine NHS dental care, the programme was more complex to deliver
and monitor. It required dental practices to acquire new skills and foster new
relationships with local partners. Practices at times reported difficulty in engaging with
other aspects of the local health community that might have played a role in supporting
young children in accessing dental care. The local health system, particularly local
authorities, local NHSE&I commissioners and PHE were identified as key to facilitate
links. The programme required considerable facilitation and monitoring to ensure
delivery. The additional activity data requirements proved burdensome and there were
consequent information gaps which made it difficult to assess the impact of the
initiative. Challenges with commissioning capacity were reported. Where the
commitment to oral health was shared across the health and social care system it
seemed to have greater chance of successful implementation. Findings from the

evaluation contributed to the elaboration of evaluation reports to inform NHSE&I.

To summarise, child DA rates across English LAs were generally low and only partially
explained by deprivation. The low rates and the variations observed suggest a
complex causality which should not be subject to simple assumptions. It creates
challenges for policy makers looking to achieve high rates of DA in younger children
as these are generally low. National initiatives such as Starting Well can provide
learning for NHSE&I commissioners and contribute to the evidence on the

effectiveness of population interventions commissioned via dental teams.
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6.1 Suggestions for future research

The findings from my research can be taken further in several ways, for instance:

It would be important to evaluate the effect of this type of initiative in the longer
term to assess whether there has been a sustainable change in DA rates and
disease levels, within the limitations identified earlier. Such analysis would
need to be limited to those areas where the intervention has continued and
there is a likelihood of increasing “pollution” of the intervention delivery.
Alternatively, a more controlled experiment could be devised, possibly a cluster
randomised controlled trial though this may not be feasible and “pollution” of

the intervention would still be likely.

Further qualitative research with dental practices and dental commissioners
would be useful to capture final views on success and key learning at the end

the initiative, though with the increasing passage of time this may lack validity.

A qualitative research study involving local partners such as local authorities
and health visitors could capture their views on this type of intervention, and
how to devise effective partnership working to have an integrated health

system.

A focus group with parents could result in a better understanding of the barriers
faced by patients to take their children to the dentist and their views regarding

of these types of programmes.
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e |t would be valuable to know how the Starting Well initiative compares to other
programmes in both developed and developing countries; and to capture views

on how prevention is delivered and prioritised in different countries.

e An analysis to further explore the relationship between child DA and predictors
such as ethnicity may also be of value as the relationship between these is

likely to change over time.
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Appendix I: Example of values considered for the

calculation of RII and SII.

A B C D E F G
Proportion of total Cumulative proportion Midpoint of cumulative
population of population range of population
Outcome
Categories/subgroups MD Rank : Cumulative proportion  (Dental
(Local Authorities) {1=|\.Ilost Population Population of each Cumulative proportion +(0.5*Proportion of attendance
deprived) subgroup/Total + Proportion of total X
i . total population) %)
population population S *M).
i.e.=C1/$C$152..  i.e. =EQ+D1; E1+D2... e. =E0+(0.5*D1);
E1+(0.5*D2)...
0 ]
1 Blackpool 1 3461 0.003 0.003 0.001 15.02
2 Knowsley 2 3934 0.003 0.006 0.004 13.75
3 Kingston upon Hull, City of 3 7047 0.005 0.011 0.008 15.25
4 Liverpool 4 11656 0.009 0.020 0.015 14.76
5 Manchester 5 15863 0.012 0.031 0.026 18.66
6 Middlesbrough 6 3914 0.003 0.034 0.033 19.95
7 Birmingham 7 33999 0.025 0.060 0.047 8.65
8 Nottingham 8 8424 0.006 0.066 0.063 10.72
9 Tower Hamlets 9 8984 0.007 0.073 0.070 5.64
10 Hackney 10 8550 0.006 0.079 0.076 3.66
11 Barking and Dagenham 11 7579 0.006 0.085 0.082 6.83
12 Sandwell 12 9402 0.007 0.092 0.089 11.81
13 Stoke-on-Trent 13 7134 0.005 0.097 0.095 17.55
14 Blackburn with Darwen 14 4293 0.003 0.101 0.099 14.26
15 Rochdale 15 5838 0.004 0.105 0.103 24.13
(Some rows were omitted in this table)
137 Central Bedfordshire 137 6673 0.005 0.889 0.886 10.45
138 Hertfordshire 138 29539 0.022 0.911 0.900 9.47
Bath and North East 139 3524 0.003 0.913 0912 1138
139  Somerset
140 Hampshire 140 29326 0.022 0.935 0.924 7.52
141 Oxfordshire 141 15603 0.012 0.947 0.941 10.56
142  South Gloucestershire 142 6312 0.005 0.952 0.949 9.36
143  Kingston upon Thames 143 4611 0.003 0.955 0.954 9.93
144 Bracknell Forest 144 3023 0.002 0.958 0.956 6.09
145 West Berkshire 145 3609 0.003 0.960 0.959 5.79
146  Richmond upon Thames 146 5252 0.004 0.964 0.962 6.25
147 Buckinghamshire 147 12551 0.009 0.974 0.969 8.25
148 Rutland 148 687 0.001 0.974 0.974 21.11
149 Surrey 149 27554 0.021 0.995 0.984 6.60
150 Windsor and Maidenhead 150 3383 0.003 0.997 0.996 7.27
151 Wokingham 151 3619 0.003 1.000 0.999 8.76
152  Total 1333918
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Appendix II: Interview guide

First Stage of interviews

NHS CENTRAL TEAM

Aims and Objectives:

To capture the experience of those involved in the design and initiation of the Starting Well Programme,
especially about:

1. Processes of the programme.

2. Anticipated outcomes and how they will be achieved.
3. Anticipated challenges and how to overcome them.
4. Key lessons.

1. Introduction (For all interviews)
e Presentation and permission to record.

Good morning, thank you for giving me the time for this interview. My name is Candy Salomon, I'm a PhD
student in dental public health at the University of Birmingham. We are providing some support to the
evaluation of the NHS England Starting Well Initiative. First, | would like to ask your permission to record this
interview in order to have an accurate summary of the responses. The information captured in this interview
will be confidential and anonymous; your name will be removed to maintain the anonymity. The recording will

be stored in a secured workspace.
e Explain use of the information

The purpose of this interview is to capture the experiences of those involved in the design and initiation of
the Starting Well Programme, for instance about the structure, process, outcomes and challenges. This

information will be used to inform the evaluation team.

2. Interviewee background
e Could you tell me a little bit about your career? How long have been in your current position?

¢ How long have you been planning the Starting Well Initiative?

3. Ambitions for the project
e What are your ambitions for the Starting Well Initiative?
- What oral health improvements do you expect in the areas where the initiative is taking place?

4. Important processes
e What would you say are most important processes through which the project will improve oral health in the
13 areas?
- How access could be improved?
- How seldom heard communities are going to be reached?
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- What are the processes to improve prevention by the dental team?

5. Challenges
e What are the main challenges you have experienced and how have you overcome them?
- What challenges there have been in recruiting practices?
- Helping local commissioners to prepare/ supporting local commissioners, e.g. needs assessment?
- Communications with local commissioners and people involved?
- IT /information/data collection/data submission tool?
e Do you envisage any other challenges? How do you plan to overcome them?
- Contract and payment issues?

6. Key lessons
e If there had been no constraints, how the project would have been designed differently?
o What would you say are the key lessons to date? From the design and implementation of the programme.

e How this initiative could be used in the future?

7. Additional comments.

e Is there any questions you think | should asked and | didn’t?

8. THANK YOU for all that valuable information.
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LOCAL COMMISSIONERS

Aims and Objectives:

To capture the experience of those involved in the design and initiation of the Starting Well Programme,
especially about:

Structure and processes of the programme and local context.
Anticipated outcomes and how they will be achieved.

Role of key partners.

Anticipated challenges and constraints and how to overcome them.
Key lessons.

agrODE

1. Introduction

e Presentation and permission to record.

2. Interviewee background

e Could you tell me a little about your career? How long have been in your position?

3. Initiative
e How did you first hear of the Starting Well initiative?
e Were you involved in the planning and preparation?

¢ How were you involved in setting it up locally?

4. Fitting with local needs
¢ How does the Initiative fit with the local needs and priorities?
e Do you think it fits with the Oral Health Needs Assessment?
e Do you think it fits with the Oral health improvement strategy?

¢ Do you think there have been synergies? Clashes? Duplications?

5. Overview of local structure/ Practices recruited
¢ How many practices have been recruited? How these practices have been recruited in your area?
¢ How are you contracting for the activity? What kind of contracts are you using?
e What has been your role in supporting the recruitment?

e Is there something that could be done to help you with the recruitment?

6. Local Partners
e How other local partners organisations have been involved in the project?

e Who are the key local partners in making the project a success?

7. Leadership
e Who is the local lead for the project?
e How the programme was communicated to dental practices?

e  Were there any issues in communicating the programme to dental practices?

8. Launch of the project

e Were you at the launch of the project? Who else was at the launch?
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e Were the dental team members at the launch?
¢ When did it take place?

e  How successful do you think it was?

9. Benefits

e What benefits do you envisage from the initiative?

e How those benefits will be achieved?

e What will be your role and the role of your organisation in maximising those benefits? What will be the role of
local partners?

¢ Do you have a timescale to achieve those benefits?

10. Outcomes
e How will you know that the outcomes have been achieved? How will you evaluate the success of the
programme?

e How does success look like for you?

11. Challenges
e  Could you tell me about the main challenges you have experienced and how you have overcome them?
e What has been your role in mitigating them? What has been the role of your organisation and the role of
local partners in mitigating them?

12. Future challenges
e What other challenges can you anticipate?
e How do you plan to overcome them?

e What is the role of your organisation and local partners in mitigating them?

13. Key lessons
e If there had been no constraints, how the project would have been designed differently?
e From the design and implementation of the programme. What would you say are the key lessons to date?

e How this initiative could be used in the future?

14. Additional comments
e Are there any questions you think | should asked and | didn’t?

e Is there anything else you would like to add?

15. Thank you for all that valuable information.
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PHE CONSULTANTS IN DENTAL PUBLIC HEALTH

Aims and Objectives:

To capture the experience of those involved in the design and initiation of the Starting Well Programme,
especially about:

Structure and processes of the programme and local context.
Anticipated outcomes and how they will be achieved.

Role of key partners.

Anticipated challenges and constraints and how to overcome them.
Key lessons.

agrwNE

1. Introduction.

e Presentation and permission to record.

2. Interviewee background

e  Could you tell me a little bit about your career? How long have been in your current position?

3. Initiative
e How did you first hear of the Starting Well initiative?
e Were you involved in the planning and preparation?

e How were you involved in setting it up locally?

4. Fitting with local needs
¢ How does the Initiative fit with the local needs and priorities?
e Do you think it fits with the Oral Health Needs Assessment?
¢ Do you think it fits with the Oral health improvement strategy?

¢ Do you think there have been synergies? Clashes? Duplications?

5. Local Partners
e How other local partner organisations been involved in the project?

e Who are the key local partners in making the project a success?

6. Leadership
e Who is the local lead for the project?
e How the programme was communicated to dental practices?

e There were any issues in communicating the programme to dental practices?

7. Launch of the project
e Were you at the launch of the project? Who else was at the launch?

e How successful do you consider it was?

8. Benefits
e What benefits do you envisage from the initiative?

e How those benefits will be achieved?
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e  What will be your role and the role of your organisation in maximising those benefits? What will be the role of
local partners in maximising those benefits?

e Do you have a timescale to achieve those benefits?

9. Outcomes
e How will you know that the outcomes have been achieved? How will you evaluate the success of the
programme?

e How does success look like for you?

10. Challenges

e Could you tell me about the main challenges you have experienced and how you have overcome them?

e What has been your role and the role of your organisation in mitigating them? What has been the role of
local partners in mitigating them?
If not involved in any practical aspects of the project: what challenges those setting the programme up have

experienced? what has the interviewee observed?

11. Future challenges
e What other challenges can you anticipate?
e How do you plan to overcome them?

e What is the role of your organisation and local partners in mitigating them?

12. Key lessons
e If there had been no constraints, how the project would have been designed differently
e What would you say are the key lessons to date? From the design and implementation of the programme.

e How this initiative could be used in the future?

13. Additional comments
e Are there any questions you think | should asked and | didn’t?

¢ Is there anything else you would like to add?

14. Thank you for all that valuable information.
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LOCAL DENTAL NETWORK CHAIR

Aims and Objectives:

To capture the experience of those involved in the design and initiation of the Starting Well Programme,
especially about:

Structure and processes of the programme and local context.
Anticipated outcomes and how they will be achieved.

Role of key partners.

Anticipated challenges and constraints and how to overcome them.
Key lessons.

agrwNE

1. Introduction.

e Presentation and permission to record.

2. Interviewee background

e Could you tell me a little about your career? How long have been in your current position?

3. Initiative
e How did you first hear of the Starting Well initiative?
e Were you involved in the planning and preparation?

e How were you involved in setting it up locally?

4. Fitting with local needs
e How does the Initiative fit with the local needs and priorities?
¢ Do you think it fits with the Oral Health Needs Assessment?
¢ Do you think it fits with the Oral health improvement strategy?

¢ Do you think there have been any synergies? Clashes? Duplications?

5. Local Partners
¢ How other local partners organisations been involved in the project?

e Who are the key local partners in making the project a success?

6. Leadership
e Who is the local lead for the project?
e How the programme was communicated to dental practices?

e There were any issues in communicating the programme to dental practices?

7. Launch of the project
e Were you at the launch of the project? Who else was at the launch?

e  How successful was it?

8. Practices recruited

e Could you tell me a little about how practices are recruited?
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e What is your role in supporting the recruitment?

e Isthere something that could be done to help with the recruitment?

9. Benefits
o What benefits do you envisage from the initiative?
e How those benefits will be achieved?
o What will be your role and the role of local partners in maximising those benefits?

e Do you have a timescale to achieve those benefits?

10. Outcomes
¢  How will you know that the outcomes have been achieved? How will you evaluate the success of the
programme?

e How does success look like?

11. Challenges
e Could you tell me about the main challenges you have experienced and how you have overcome them?
e What has been your role in mitigating them? what has been the role of local partners in mitigating them?
If not involved in any practical aspects of the project: what challenges have experienced those setting the

programme up? what has the interviewee observed?

12. Future challenges
e What other challenges can you anticipate?
e How do you plan to overcome them?

e What would be your role and the role of local partners in mitigating them?

13. Key lessons
e If there had been no constraints, how the project would have been designed differently?
e From the design and implementation of the programme. What would you say are the key lessons to date?

e How this initiative could be used in the future?

14. Additional comments

15. Thank you for all that valuable information.
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NATIONAL LEADS

Aims and Objectives:
To capture the experience of those involved in the design and initiation of the Starting Well Programme, especially about:

Particular role in the Intervention.

Dedicated training.

Anticipated outcomes and how they will be achieved.
Anticipated challenges and how to overcome them.
Key lessons.

agrODE

=

Introduction.

e Presentation and permission to record.

2. Interviewee background

e Could you tell me a little about your career? How long have been in your current position?
3. Initiative

e How did you first hear of the Starting Well initiative?
e Were you involved in the planning and preparation?

e What is your personal role and the role of your organisation in setting up the Starting Well intervention?

4. Ambitions for the project

¢ What are the ambitions for this project? / What do you expect from the initiative?

5. Important processes
¢ What would you say are most important processes through which the project will improve oral health in the

13 areas?

6. Challenges

¢ What are the main challenges you have experienced so far in relation to your role?
If not, what challenges have you observe others struggle with?

¢ How have you overcome them?

¢ Do you identify any training needs?

e Do you envisage any other challenges? How do you plan to overcome them?

7. Key lessons
e If there had been no constraints, how the project would have been designed differently?
e What would you say are the key lessons to date?

e How this initiative could be used in the future?

8. Additional comments
e Is there any question you think | should asked and | didn’t?

e Is there something else you would like to add?

9. THANK YOU for your time and for all that valuable information
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2"! Stage of Interviews

LOCAL COMMISSIONERS

Aims and Objectives:

To capture the experience of local commissioners in the recruitment of practices and their perspectives on
establishment of the programme in their area:

1. Structure: a) Current shape of the programme; b) context and synergy with other local programmes.

2. Processes: a) Recruiting practices, b) contracting with practices, c) establishing local networks, d)
practice / PPC development, e) local partnerships, f) information and monitoring of practice delivery
and g) facilitators and barriers.

3. Outcomes: a) Indicators of improvement to date, b) measures of success, ¢) sustainability and d) key
lessons.

4. Key lessons.

1. Introduction.

e Presentation and permission to record.

2. About interviewee (If the person has not been interviewed before)
e Could you tell me a little about your career?
e How long have been involved in the Starting Well?

e How have you been involved in implementing it?

3. Total number of practices that have been recruited (sense checking the inventory)
e Atthe time of the first interview, the total number of practices haven’t been determined, how many practices
have been now recruited?

¢ Have you completed the Supplementary Information?

e When did dental practices start to deliver the program?

4. Local context and whether this has changed
e Have there for example been other local or national programmes that have affected the relevance or
direction of SW in your area?

5. Revisit anticipated challenges from last interview; whether these occurred and how tackled.
¢ Inthe previous interview, we talked about anticipated challenges, for instance, (refer below), how these

challenges have been tackled?

Engaging practices

Getting children to the dentist

Local differences (demographics, language, education, cultural barriers, deprivation).

Training

Monitoring and data collection

Sustainability (Funding, capacity)
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6. Recruiting practices —how this has gone
¢ What has been your experience in the recruitment of dental practices? What have facilitated it?
¢ What challenges have you faced?
-Engaging practices
-Practices that were declined
-Practices that dropped out during contract negotiations

7. Contracting with practices. Facilitators and barriers
e What funding source has been used for the programme (clawback, main allocation, other)?
. How determined the contract value and agreed the SW variation
¢ How the variation of the contracts was agreed
e Synergies or conflicts with the other NHS contracts held by the contractors?

e Commissioning capacity

8. Establishing local networks
e Inthe previous interview, local networks were about to get established, how has it changed?
e  Which local partners have been involved?

e What challenges have you experienced in setting up a network? What has facilitated networking?

9. Local partnerships
¢ How the programme has been linked to other local programmes?/ local authority plans (e.g. JSNA)?

e  Support received from local partners (PHE, HEE, LA

10. Practice / PPC development. Facilitators and barriers
e Perceptions on how easy it has been for practices and PPCs to adapt to their new role
e Key factors facilitating practices and PPCs to develop SW interventions?
e Challenges practices might be facing
¢ Do you think the relationship between commissioner and provider has changed as a result of SW?
¢ Do you think the nature of the pre-existing relationship was important?
e Have you experienced any challenges in communicating with dental practices / PPCs?

e Have you experienced any other challenges (in supporting practices to develop the programme)?

11. Information and monitoring of practice delivery.
¢ Do you think you are getting the right information to support local monitoring of delivery?
Timely
Nature of information
Format
e Have practices reported challenges related to data reporting and monitoring?
e Are you aware of any information gaps, e.g. practices not submitting information?
e Have there been any other challenges related to information and monitoring? What has facilitated the
monitoring of the programme?

12. Tangible indicators of improvement from commissioner’s perspective

e What indicators of improvement have you seen?
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- Prevention and delivery of care?

-Integrating the dental team with the community?

13. Thoughts on how success might be measured over and above monitoring criteria in Service
Specification / information currently available
e How will you evaluate the success of the programme?

e How does success look like for you at this stage?

14. Sustainability of programme in longer term

e Inthe previous interview we talked about sustainability, how do you think this programme can be
sustainable?

-Finance

-Momentum / interest

-Capacity of NHSE and partners

15. Key lessons to date
¢ What would you say to someone starting this afresh?
¢ What do you consider are the main key lessons to date?

e What do you think could be improved?
16. Anything not asked that had been anticipated / expected
e Are there any questions you think | should asked and | didn’t?

e |Isthere anything else you would like to add?

17. Thank you for all that valuable information.
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LOCAL PRACTICE PREVENTION CHAMPIONS

Aims and Objectives:
To capture the experience of PPC in the establishment of the programme in their dental practice:

1. Structure: characteristics, role.

2. Processes:

a) Understanding the purpose of the programme, practices role.

b) Process adopted by practices.

c) PPC role developing.

d) Facilitators and barriers.

Outcomes: Indicators of improvement to date, measures of success and key lessons.
4. Key lessons.

w

1. Introduction.

e Presentation and permission to record.

2. About interviewee
e Could you tell me a little bit about your career?
-Background / normal tasks (outside SW)
e When did you start your current position as Local Champion?
e How did you get involved?
e Isyour practice an Advance Starting Well?
-Nature of practice (ASW / SW), NHS commitment

3. Understanding the purpose of the programme

e What do you expect from the programme? / What benefits do you expect?

4. PPCs perspective on the launch of the scheme and support for practices in getting established

e Were you at the launch of the programme?
e  How successful do you think it was?
¢ How practices have been supported in establishing the programme?
-In terms of training, have dental practices found what they need to developed their role?
e What support for dental practices do you think is needed?
-Training needs

5. Understanding of the role of the practice in delivering the programme

e What would you say are the main processes in which practices will deliver the programme to achieve the
benefits?
-Improving access
-Prevention by the dental team

e What would you say is the main role of dental practices?
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6. Description of actions to adopt a more preventive focus — how have things changed since
becoming a SW practice? / Facilitators and barriers
¢ (Inrelation to prevention) Is the practice working in a different way to how it was working before SW?
e What have facilitated these actions?
o What challenges have the dental practice experienced?

e How delivery of prevention could be improved?

7. (ASW) Description of actions to take on new patients — how have things changed since
becoming a SW practice?
. (In relation to taking on new patients) Is the practice working in a different way to how it worked before SW?
e What have facilitated these actions?

¢ What challenges have the dental practice experienced in taking on new patients?

8. (ASW) Description of actions to integrate dental team with the community — how have things
changed since becoming a SW practice?
Facilitators and barriers

¢ (Inrelation to integrating the team with the community) Is the practice working in a different way to how
it worked before SW? What actions have been taken to integrate the dental team with the community?

e What have facilitated these actions?

e What challenges have the dental practice experienced in integrating with the community?

9. General comment on the core processes / Facilitators and barriers.

e (As awhole) What has been your experience in implementing the programme? Comments on (from Service
Specification section 7).

¢ (As awhole) What do you consider has facilitated the implementation?

e Could you tell me about the main challenges that the practice has experienced in implementing the
programme and how have they been overcome?

e What challenges can you anticipate? How can they be overcome?

10. General description of the PPC’s role in supporting the above activities;

How they have developed in role and how they see their role developing.

Role of any support / development mechanisms. Facilitators and barriers.
e What has been your main role in supporting the implementation of the programme?
e How easy have you found it to take this role on?
e What personal challenges have you experienced
e Have you had support or assistance in developing into this role?

-In terms of training, have you found what you need to develop your role as local prevention champion?

e If you were starting again would you want things to be different?
11. Specific comment on following roles
e What has been your experience supporting the dental practice in the delivery of the programme activities?

What challenges have you experienced?

12. Tangible indicators of improvement from PPC’s perspective
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What would you say are the main indicators of improvement to date?
-Children accessing dental care
-Changes in parents’ attitudes

-Dental team more involved in prevention

13. Thoughts on how success might be measured over and above monitoring criteria in Service
Specification

How will you know that the outcomes have been achieved? How will you evaluate the success of the

programme?

How does success look like for you?

14. Key lessons to date
What do you consider are the main key lessons to date? What would you say to someone starting this
afresh?

What do you think could be improved?
15. Anything not asked that had been anticipated / expected
Are there any questions you think | should ask and | didn’t?

Is there anything else you would like to add?

16. Thank you for all that valuable information.
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DENTAL PROVIDERS

Aims and Objectives:
To capture the experience of dental providers in the establishment of the programme in their dental practice:

1. Structure: practice organisation, arrangements and communication.
2. Processes:
a) Communication of the programme and launch event.
b) Understanding the purpose of the programme, practice role, initial implementation, support
c) Process adopted to deliver the programme.
d) Facilitators and barriers.
e) Challenges to date and how they have been overcome; anticipated challenges
3. Outcomes: Indicators of improvement to date, measures of success and key lessons.

1. Introduction.

e Presentation and permission to record.

2. About interviewee
e Could you tell me, how long have you been working in this dental practice?
e How did you get involved in the Starting Well?
e Isyour practice an Advance Starting Well?
e How many dental performers are involved in the Starting Well?

e Who is the Prevention Champion? What is her/his role within the practice?

3. Perspective on the communication of the programme and launch of the scheme

e | understand that the programme was communicated through a lunch event, how this launch event was
communicated within the dental practice? Who has been in charge of the communications within the dental
practice?

¢ Did you attend the lunch event? How successful do you think it was?

¢ How practices have been supported in establishing the programme?

-In terms of training, have you found what you need to develop your role?

e What support for dental practices do you think is needed?

4. Understanding the purpose of the programme

e What do you expect from the programme? / What benefits do you expect?

5. Understanding of the role of the practice in delivering the programme
e What would you say are the main process in which practices will deliver the programme to achieve the
benefits?

e What would you say is the main role of dental practices?

6. Description of actions to adopt a more preventive focus — how have things changed since
becoming a SW practice? / Facilitators and barriers
e (In relation to prevention) Is the practice working in a different way to how it worked before SW?
¢ What have facilitated these actions?

e What challenges have the dental practice experienced in engaging with prevention activities?
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Process to improve prevention

How are dental performers incentivised (incl. financial) and monitored (internally) to adopt a more preventive
focus?

How prevention delivery could be improved?

7. (ASW) Description of actions to take on new patients — how have things changed since
becoming a SW practice?

(In relation to taking on new patients) Is the practice working in a different way to how it worked before SW?

What have facilitated these actions?

What challenges have the dental practice experienced in taking on new patients?

8. (ASW) Description of actions to integrate dental team with the community — how have things

changed since becoming a SW practice?

Facilitators and barriers

(In relation to integrating the team with the community) Is the practice working in a different way to how it
worked before SW? What actions have been taken to integrate the dental team with the community? What
have facilitated these actions?

What challenges have the dental practice experienced in integrating with the community?

9. General comment on the core processes / Facilitators and barriers.

As a whole, what has been your experience in implementing the programme?

What do you consider has facilitated the implementation?

Could you tell me about the main challenges that the practice has experienced in implemented the
programme and how have they been overcome?

| s there anything that could be improved?

Who is in charge of data submission?

10. Other main challenges to date and anticipated challenges
Are there any other challenges that you have experienced?

Do you anticipate any other challenges?

11. Tangible indicators of improvement from PPC’s perspective

What would you say are the main indicators of improvement to date?

12. Thoughts on how success might be measured over and above monitoring criteriain Service
Specification

How will you know that the outcomes have been achieved? How will you evaluate the success of the

programme?

How does success look like for you?

13. Key lessons to date
What do you consider are the main key lessons to date? What would you say to someone starting this
afresh?
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e What do you think could be improved?

14. Anything not asked that had been anticipated / expected
e Are there any questions you think | should asked and | didn’t?

e Is there anything else you would like to add?

15. Thank you for all that valuable information.
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HEALTH EDUCATION ENGLAND

Aims and Objectives:

To capture the experience of those involved in the design, initiation and establishment of the Starting Well Programme,
especially about:

Particular role in the Intervention.

Dedicated training.

Anticipated outcomes and how they are being achieved.
Challenges and how to overcome them.

Key lessons.

agrLODE

1. Introduction.

e Presentation and permission to record.

2. Interviewee background

e Could you tell me a little about your career? e.g. How long have been in your current position?

3. Initiative
e How did you get involved in the Starting Well?
¢ What has been the role of your organisation in supporting the establishment and operation of setting up the
Starting Well?
¢ What geographic area does your organisation cover? Can | just sense check that against a list of SW
localities?

¢ How have you been involved? Were you involved in the planning and preparation?

4. Ambitions for the project

¢ What do you think the outcomes of the initiative will be?

5. Important processes
¢ What would you say are most important processes through which the project will achieve the benefits and
improve oral health in the 13 areas?
e Have specific training needs been identified?

e How have practices have been supported in relation to training?

6. Challenges
e What are the main challenges you have experienced in relation to your role?
If not, what challenges have you observed others struggle with?
e Do you envisage any other challenges? How do you plan to overcome them?
-Sustainability

7. Key lessons
e If there would have been no constraints, how the project would have been designed differently?
e What would you say are the key lessons to date?

e How this initiative could be used in the future?

8. Additional comments
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e Is there any question you think | should asked and | didn’t?

e Isthere something else you would like to add?

9. THANK YOU for your time and all that valuable information.
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Key lessons

Starting Well 13 is regarded by participants as an ambitious programme to
deliver oral health improvement for young children through dental practices.

The programme has successfully launched in the 13 areas, in that practices
have been recruited and have commenced providing services.

There is a high perceived value in locally flexible commissioning of oral health
improvement services from dental practices using a national framework with
the ability to modify the programme to fit local circumstances.

In particular there is a perceived high value in the use of additional funding to
drive a more preventive approach in dental practice and allow practices to
engage with local partners.

There is significant scope for dental practices to engage with the local heailth
system on common priorities. Local commissioners have a key role in
fostering dialogue.

There are anticipated training and development implications from encouraging
dental teams to work in new ways. Investment in processes to support
practice prevention champions seems key.

Whilst not all practices were submitting data, the early indications were of a
high degree of success in operating key processes and there were early signs
of improvement in delivery of preventive practice.

SW13 Baseline Report Page 3 of 23
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1 Background

In response to the challenge of improving children's oral health, the NHS Starting
Well programme (A SmiledLife Initiative) was announced through a Ministerial
Statement to the British Dental Association conference in May 2016. This
programme of dental practice-based initiatives aims to reduce oral health inequalities
and improve oral health in children under the age of five years living in 13 areas
identified as having higher levels of tooth decay. The programme is available to all
children, with a focus on those who are not currently visiting the dentist and those
aged under one-year. Details of the programme and how the 13 areas were

selected can be found at hitps /iwww.enagland .nhs.uk/commissioning/primary-
/ I o

The programme documentation and methods have also been made available to all
NHS England local teams, meaning that commissioners can consider using the
programme as a template for other areas.

An aligned initiative, Starting Well Core, also commenced during 2018. The
programme is also designed to improve access 1o dental services for young children
and promote a greater focus on prevention. To date it has operated in areas not
hosting a Starting Well programme. Details of the programme can be found at:
https://www_england.nhs.uk/dentistry/smiledlife/starting-well-core/.

To assist distinction between the two programmes and following selection of areas,
the programme being evaluated has been referred to as Starting Well 13.

11 Starting Well 13

The 13 areas targeted by the programme are:

Blackbum with Darwen
Blackpool

Bolton

Ealing

Kingston upon Hull, City of
Leicester

Luton

Middlesbrough
Oldham

Rochdale

Salford

Slough

Wakefield

- L] - @ - - - - - . - L] L]
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These are localities with high levels of deprivation and tooth decay, with an
anticipated no change or worsening of disease levels based on data trends.

The Starting Well initiative has two modes of delivery:

Starting Well Preventive Practice (SWP)

Interventions are offered at an individual child and family level and at a whole
practice level by implementing systems and processes to ensure a preventive focus.

Practices are supported by the local health and social care system to deliver the
following interventions:

i. Designated practice prevention champion.

ii. Prevention pathway.
iii. Evidence based advice at an individual level.
iv. Embedding prevention in the practice.

Advanced Starting Well Preventive Practice (ASWP)

This involves integration of the dental team with their local community and the wider
healthcare system, linking in with the local authority oral health strategy. Advanced
Starting Well Practices should engage with a range of partners to ensure key oral
health messages are consistent and are embedded within existing public health
advice. The practices should also work with partners to promote uptake of dental
checks by the age of one-year and increase access for high risk groups. Practices
will also deliver all the interventions required of a Starting Well Preventive Practice.

1.2 Contracts and monitoring

Contracting was via a standard contract variation to NHS General Dental Services
contracts. The number of contracts that could be offered in any particular area was
determined by the funding made available to local commissioners. Alongside
delivery of the programme providers are required to submit information centrally
describing their activities over and above the information submitted through standard
FP1T7 retumns.

Starting Well Preventive Practices are monitored on the following activities:

« identifying a designated practice prevention champion

+ staff training and meetings on preventive practice and safeguarding
implementation of a Delivering Better Oral Health audit and action plan
improvement against the baseline Delivering Better Oral Health audit
dental attendance by young children

provision of preventive advice and interventions

SW13 Baseline Report Page 5 of 23
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+ fluoride vamish applications in the under fives
o follow-up appointments for children referred from Starting Well practices for
extractions under general anaesthetic or sedation

In addition to the monitoring required of a Starting Well Practice, Advanced Starting
Well Practices are also monitored on the following:

« number of external settings engaged with to promote oral health

« types of oral health promotion activities provided
number of dental attendances by children aged under the age of five from the
selected high-risk group

s number of children that attend following referral by health or social care
professionals

1.3 Pre-implementation phase

The central NHSE team arranged national programme board meetings on a frequent
basis. These meetings involved a representative from each locality, usually local
commissioners. Every area was required to develop a launch event with the purpose
of introducing the programme to dental practices and stakeholders. Local
commissioners, working with consultants in dental public health, the local dental
network (LDN), local authority (LA) representatives and local child paediatric dental
service providers developed action plans to achieve outcomes and objectives and
support and co-ordinate activities locally.

SW13 Baseline Report Page 6 of 23
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2 Evaluation
2.1 Aims of the evaluation

The evaluation of Starting Well is a joint initiative between NHS England, NHS
Business Services Authority, Public Health England and The University of
Birmingham. The aim is to evaluate if the objectives of the programme were met and
to inform the development of guidance for future commissioners of such
programmes.

The evaluation seeks to assess the programme from the perspective of
commissioners, local networks, dental teams and Public Health England dental
public health consultants. It focuses on whether the interventions are operable and
whether high level outcomes such as increased numbers of children from high needs
communities attending dental practices are achieved.

The evaluation is looking at:
Structure:

+ The commissioning processes used to recruit and contract with practices
joining the initiative;

+ The number of participating practices and pattern of provision (SWP/ASWP)

+ The contract models employed between NHSE and the dental teams and the
costs and how these differ for SWP and ASWP,

« Details of the local networks, including LDNs, LAs and early years leads;

» Local oral health strategies and other initiatives relevant to child oral health in
the 13 areas.

Process:

+ Practice development (identification of prevention champion, team
development, audits);
+ Local partnership working.

Analysis of outcomes:
This part of the evaluation seeks to provide a narrative on:

+ How access rates for younger children changed after the initiative commenced,
particularly for children who were not regularly visiting the dentist;

¢ The extent to which practices adopted a more preventative approach as a
result of the initiative.

The timeframe for the evaluation and coverage of the initiative will not allow an
assessment of whether the initiative has led to reduced levels of tooth decay among

SW13 Baseline Report Page 7 of 23
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the local population, but indicators of process towards achieving this aim will be used
where practicable.

The evaluation will run from January 2018 to at least January 2020.

2.2 Evaluation design

The evaluation uses a mixture of qualitative and quantitative methodologies and, in
line with the stated aims of the initiative, provides learning for commissioners. The
evaluation plan is designed to be dynamic and will adapt to meet changing
circumstances during the course of the programme.

Data are derived from FP17 data, specific Starting Well practice submissions (via a
Web Tool), practice audits and patient questionnaires. Analysis of routine (FP17)
and bespoke activity returns from providers will continue.

A series of interviews supplement the above data. Interviewees include local
participants such as dental team members, local commissioners, chairs of LDNs and
PHE consultants in dental public health plus national leads and national
representatives from NHSE, PHE and the British Dental Association (BDA).

The aim of these interviews is to caplure the experiences of those involved in the
design, planning and implementation of the programme, specifically on:

+ Structure of the programme

« Local context and suitability with local priorities

« Partnership working

+ Expected ambitions and benefits

« Process to achieve the benefits

Evaluation of success and achievement of outcomes

+ Challenges to date, anticipated challenges and how to overcome them
+ Key lessons

Qualitative study also includes observation of some local and national networking
events through the development of the programme.

SW13 Baseline Report Page 8 of 23
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3 Initial findings from the evaluation

The initial findings of this evaluation are based on initial data from commissioners
and practices, 28 semi-structured interviews conducted from November 2017 to
February 2018 and observation at network events during 2018. The initial interviews
were of:

NHSE local commissioners

PHE consultants in dental public health
LDN chairs

NHSE central team

PHE and NHSE national team members
BDA national representative

3.1 Establishing the programme

Progra Design

Participants considered that the programme is ambitious and has brought an
opportunity for different parts of the health system to work together in a coordinated
way. In particular it was felt that the initiative had allowed practices to devote more
time to prevention and engage with local communities. Comments included:

‘I think it's been incredibly rewarding to see people who don't normally work
together working outside of their comfort zone to produce something as high
quality as we can and really people have been very committed to daing that'.

‘I think the Starting Well Programme is good because they do pay the
practices to free up staff and | think that's a really good thing you know | think
that's going to make it much more effective’.

‘What | like about Starting Well is it's absolutely inspired because it looks into
the practice and it also looks outside as well because without that link with the
community our efforts as a dental profession will be less effective’.

Having a national framework was felt to be helpful, whilst allowing some fiexibility for
local adaptation. There were some conflicting views, however, when implementing a
programme that is led nationally but funded and implemented locally:

SW13 Baseline Report Page 9of 23
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‘The national programme has been really helpful in terms of providing some a
framework nationally and some national profile for us to then adopt and adapt
locally so as | say we are not doing exactly what the national framework is but
we are looking to deliver the same outcomes’.

"...how that balance between a national nationally led but locally implemented
...that dynamic is quite a difficult one to achieve’.

Generally, participants agreed that the programme was a good fit with local needs
and priorities for oral health improvement and felt that the programme might be
applicable to other areas of high need that had not been included in the selection of
the 13 areas:

‘There are a number of areas in (region) which have quite a lot of social
deprivation and there are other areas in (region) who felt that they should
have been chosen for the initiative rather than (SW locality) but according to
the criteria for selection of the areas (SW locality) was actually the one which
in particular showed the least improvement in child oral health over a given
period which was one of the critical criteria’.

Some interviewees reported that there were already oral heaith improvement
initiatives in place in their locality, understandable given that these were areas with
poor oral health. The view of interviewees in general was that Starting Well would
work alongside these initiatives rather than duplicate them, though care might be
needed to ensure this:

‘We already have a number of initiatives which were going on in (locality)
relating to trying to improve the health of young children [...] and basically this
Jjust helps to kind of cement that and give us a little extra resource to play in
the local dental practice and get them more involved',

I think there could have been (duplication) but because we've mapped out
you know quite well | think what's already happening [..] so it's not that
there’s clashes it's just that we need to be clear about what's happening
under each heading really’.

‘There hasn't been other investment from the NHS tailored for individual
patients apart from Starting Well, so it is welcomed"

Some interviewees felt that caution was needed to emphasise how the requirements
under Starting Well services were over and above those for base contracts,
particularly regarding individual prevention interventions, though of the view that the
additional emphasis on prevention was helpful overall.
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Interviewees were very positive about the programme at the point of initiation:

I think it's a really solid programme | think it's well developed it's well
designed and | think the supporting documentation has been hugely helpful
and I think it's well done but you know these things are never easy’.

‘It's got a lot of the things you need to make something work so you've got the
national leadership you've got the programme board..I've really enjoyed
working on it...we've had just about the right number of meetings that hasnt
become a chore you know and you don't get to the point where you think we
don't need to meet you know | think it's been managed really well it's funded
we've managed in (SW locality) to identify funding for it and | know that’s not
the case everywhere’.

It was recognised that it might take some time for oral health improvement to be
apparent following programme implementation and that in the short term some

indicators, such as referrals for extractions might worsen:

‘Part of the big benefits will be that if the prevention messages are embedded
then hopefully in the future years the level of decay efc. will be reduced. ..but
thal’s not something that happens that quickly...’

‘Always difficult to say for preventative programmes.. I think over a number of
years we might expect there to be an improvement in the oral health of the
children that have been involved in the programme.. hopefully encouraging
that both them and the rest of their family to take better care of their teeth fo
understand what they need to do and fo reduce the incidence of dental decay
later in life’.

‘If particularly in (locality) if you get more children coming to the dentist GAs
are almost certainly going to go up so and that’s not necessarily a bad thing
because actually it means that maybe these kids who weren't getting their
dental care addressed will now get it addressed'".

It was also anticipated that the programme might facilitate local system development
which would be of benefit beyond the Starting Well objectives. Some comments
were:

It is also about looking at how we commission services and trying to be
innovative...’
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‘We leave a legacy which means that our local authorities and our dental
practices are forever linked together and working together going forward that
once the funding runs out its custom and practice for health visitors to talk to
dental practices and it's custom and practice for Sure Start dentists to talk to
our dental practices to have that kind of engagement going backwards and
forwards'’.

Antici | chall
From the outset, local commissioners felt that it might prove difficult in some areas to
engage stakeholders and manage local expectations:

‘I think it could be a challenge in terms of getting the other partners involved
because again for similar issues this is another thing they've already got a lot
of stuff they have to try and take on and so it will be a question of trying to sort
of sell the benefits to them so they can see some positive outcomes for them
always | think one of the risks is when you do things multi organisationally it's
whether it's a priority for that other organisation...’

‘I think the expectations of our local authority stakeholders making sure they
are managed appropriately | think they have very high expectations that this
will be a cure all and it will happen very quickly and | think they also have
some | think what they ultimately want to see is dental clinicians going out into
different settings providing dentistry which isn't going to happen at all'.

There were also concerns voiced over the ability of dental providers to adopt more
preventive approaches and adapt to new ways of working and that investment in
training and support would be vital:

‘I'm not sure that the dental practices were ready for it | think there are still
practices out there that are not following the advice in delivering better oral
health and they're certainly not following the preventive treatments that are
advised...’

‘| think quite a lot will fall on the oral health champion the prevention
champion that is within the model and | think my biggest worry probably would
be turnover of staff...”

‘I think there are challenges for the dental teams in terms of finding the time to

do what they need to do there’s challenges in terms of them actually having
had the training and the knowledge to do what needs to be done.’
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I think you need to have the teams the whole dental team really trained up...’

Concerns were also expressed about how difficult it might prove to increase uptake
of dental care, for example whether practices had the capacity to take whole families
on as new patients. Guidance from the Chief Dental Officer was felt to have been
helpful in reassuring dentists about potential contract delivery implications of seeing
very young children. Concerns were also raised about long term sustainability of the
programme, including funding arrangements.

The importance of working with the community was seen as essential in attracting
patients and producing a cultural change; as well as having a good relationship with
health visitors and the importance of having a champion. It was also mentioned that
targeting those communities at risk will help to reach high risk groups:

‘I think we certainly need to work with communities to stimulate demand and
to get them to understand that dentistry and the delivery of dental care is not
necessarily interventional it is about prevention and improving health and
that's a massive massive job that we have to do’.

3.2 Programme Implementation in the 13 localities

R iting practices

By January 2019 there were 112 dental contracts providing Starting Well services
(Table 1) of which 90 (80%) were providing ASWP services. Whilst the number of
contracts does not necessarily denote the number of locations from which services
are offered, the number of locations from which services were being provided was
also 112. Over the first year of the programme there has been a progressive
increase in participation, a small number who left the programme early and some
who moved from SWP to ASWP status. The total value of contract variations to
reimburse providers was £1.53M.

Recruitment of practices was still underway at the time of the interviews and local
commissioners, PHE consultants in dental public Health and LDNs reported working
closely in each area to implement the programme. At this early stage it was
apparent that there were variations in how the programme was being implemented;
for example in Manchester a community based initiative was being implemented
alongside Starting Well interventions and commissioners in Middlesbrough
implemented a modified version that they felt able to offer to all practices within the
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available cost envelope. The planned duration of the programme also varies in each
locality.

Table 1. Overview of Starting Well 13 Programme (January 2019)

|
i‘ Contracts \ Contracts
% providing = providing
Advanced = Preventative
" Physical | Starting Well = Starting Well
Starting Well Contracts* locations** services L services only
locality n | n n n
Leicester 8| 8 4 4
Luton 7| 7 6 1
Middlesbrough 7 6 7 0
Bolton 12 | 13 12 0
Oldham 12 12 12 0
Rochdale 10| 10 10 | 0
Salford 14 | 14 14 0
Blackburn with f
8 ; 8 0 8
Blackpool 4 B 0 4
Ealing 12 12 12 ] 0
Slough 4 < 4 0
Wakefield 7 7 5 <
Hull 7 7 4] 3
TOTAL 112 112 90
Percentage of contracts providing '
Advanced/Preventative Starting Well 80% | 20%
* See narrative

** Some contracts relate o services provided at more than one location and some locations
relate to more than one SW13 contract

Annual contract value (NACV variation, full year effect ) for SW13 services 2018/19
was £1,525,190

Communication of the programme to dental practices was generally through the local
dental network in the form of emails and / or letters, including newsletters, followed
by launch events that were supported by Colgate. These were felt to have been
successful processes, though resource intensive:

It was really successful we got some fabulous feedback and the workshops
went down particularly well and the case study from a local GDP went down
well. | think non dental people found it really really helpful because | don't
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think they appreciated really what was being done in practice and they found
it a really useful opportunity to actually meet practices and dentists and
people that they send patients to but have never seen’.

‘We were pleased in that it was a good turnout there was a good discussion at
the meeting and | think it was helpful that we had some sort of nationally
denved slides to work from so we were giving the same message as being
given elsewhere’.

‘I think there was something about the events were incredibly difficult to
develop and do locally on top of everything else and a huge amount of work
locally [...] | think perhaps some of that stuff...could have been done
nationally so the LDN Chairs presentations there could have been a national
slide set there was a slide set which we had to do significant amount of work
on to tweak because actually those...are the important bits in terms of selling
the project...”

The Chief Dental Officer attended some events and there was usually representation
from the NHSE central team, local authorities, commissioners, PHE, the local dental
network chair and a range of local partners such as school nurses, health visitors,
early intervention team, community dental services, Health Education England and
Healthwatch. Some interviewees emphasised the importance of giving practices
adequate notice of events to help them attend and some felt that this may have
limited practice attendance.

The importance of having key information to communicate, particularly funding
arrangements, was underlined by some:

"...people kind of want to know how much they are going to get paid first...
before they are going to go into something..."

‘Something that felt a little bit last minute you know | didn't feel as though we
were always able to give them all the information [...] we can't give you all the
detail and when we get the detail we will tell you about it, it would have been
nice to have had a lot of that stuff in advance’.

Other challenges in communicating with the dental team were the internal
communication within dental practices and communication reliant on individuals such
as practice owners:
We engage with our contract holder or provider who runs the practice but
often it's the dentists, the hygienist, the therapist and the dental nurses who
want to make sure they get the message and we are very much reliant on the
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dental practice owner communicating that [...] sometimes it depends who
opens the emails or you know communication within practices sometimes isn't
very good...

Whilst the recruitment process was still underway at the time of these interviews,
there was a general optimism on the number of practices that would be recruited.
Restricting the number of practices that could participate to match the funding
available was a concern to some commissioners though commissioners in one area
(Middlesbrough) offered a modified programme to all local dental practices.
Commissioners reported following the national criteria for practice selection but there
was some local varnation. In addition to more routine procurement criteria such as
capacity to deliver, base contract type and stability of delivery, some commissioners
identified areas within their locality that were a priority for recruitment based on local
need:

‘We already knew that we wouldnt be able to roll it out to all of our
practices...we gathered some intelligence around the deprivation indices, the
current access rates for children...”

‘We looked at the areas we looked at the needs assessment for (locality) and
we looked at the areas that had the highest decay rates so a number of things
...when we had our event for starting well we invited all of the (locality)
dentists but we did specify obviously that we are going to be focusing on X’
areas’.

Commissioners felt that practices may have declined to participate if they were
struggling to deliver against their base contract, or if they felt the level of
remuneration was insufficient or the activities too onerous. It was also reported that
corporate practices were more difficult to engage on the programme. One felt that
practices in the priorty areas were under-represented among those seeking to
participate. In general, however, commissioners reported being very pleased with
the level of uptake:

‘It's a difficult time to engage practices and it's probably come at a time when
practices are probably struggling to think about taking on new initiatives to do
more for a little bit of money it's probably going to be a challenge...’

“ I think if you're looking a needs based approach the problem is that we have
to work with what we've got working with existing practices and where we'd
like the initiative, we haven't got all those practices they are not the ones that
have come forward...| think there is some genuine nervousness you know
people who want to sign up to something but they think they can't deliver...
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"...because we've got really good relationships with our practices and
because we work quite closely with our practices they've been involved in
other prevention initiatives and there's such a high oral health need in the
area the practices have been absolutely fantastic have been really receptive
so I've not encountered any challenges particularly in this area’.

Developing local networks

At the commencement of the programme commissioners described engagement
with partners, in particular local authority public health teams and establishing local
networks. Where engagement was strong this was described as beneficial in
affording a perspective into the needs of local communities:

‘We've got very strong links with the local authorities the local councils and
they attended our launch events but | think within the local councils we've got
some fairly strong relationships as well with local communities and it's all
facilitated with local councils.’

There was general agreement that a wide range of local partners had a role in
supporting the programme to achieve its objectives, including local authorities, local
dental networks, PHE local teams, health visitors, early intervention teams and
community dental services. There was a particular role for these other agencies in
helping providers understand the needs and perspectives of communities who were
not regular dental attenders.

‘...and | think in particular in (SW locality) we have...a partnership.. with our
local community organisation; they are going to do some focus group work for
us for example so that we can best understand our population so lots and lots
of partners.’

During 2018 the evaluation team attended local network meetings and observed the
developing dialogue between practices and other parts of the local health system.
The role of NHSE local commissioners and local authority public heaith teams was
key in facilitating local links. It was also apparent that cooperation and mutual
support between practices, where apparent, was beneficial, particularly as there was
a wide variety in skill and experience among the practice prevention champions.

The experience of providers and champions has been the subject of more recent
interviews and will be reported in a subsequent publication.
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Establish

An important element to monitoring the programme is the submission of additional
data by practices to report the additional activity required. These additional data
were:

- A monthly practice submission in which practices report operation of the main
processes through which Starting Well 13 services are delivered;

- A quarterly preventive practice audit based on PHE guidance Delivering Better
Oral Health, in which practices report a wide range of preventative practices, and

- Patient experience audits in which parents and guardians report their experience
of individual visits by children to Starting Well practices.

From the outset those designing the programme were aware that the additional
reporting requirement was a risk area and consequently investment was made in
providing support for practices and commissioners.

I think the practices will have a challenge around you know anything that's
new and because it's so short you haven't got time to invent the change really
...S0 we're probably going to get lots of queries about how do you fill in this
spreadsheet and do | need to do this can | do this and this kind of thing".

Commissioners were, however, reassured that there was a substantial amount of
data which could be gleaned from standard dental contract reporting which, as linked
to base contract delivery, would be unaffected.

‘Dental information is quite well served by the NHS BSA...who compiles all
dental information centrally so we have a good database...much better than
most other health services actually’.

Observation at meetings between local and national teams and at meetings of local
networks emphasised that difficulties with data returns were often raised by
providers and that there was considerable support needed at all levels to help
providers overcome these. One perspective that was helpful during early
implementation of the programme was that this was a pilot and therefore the data
collection requirements were greater than might be the case were the programme to
be rolled out. This theme will be developed further in the next report, drawing on
more recent interviews.
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processes through which Starting Well 13 services are delivered;

- A quarterly preventive practice audit based on PHE guidance Delivering Better
Oral Health, in which practices report a wide range of preventative practices, and

- Patient experience audits in which parents and guardians report their experience
of individual visits by children to Starting Well practices.
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Robustness of the programme

Some interviewees felt at the outset that the programme is robust, with strong
aspects that can be applicable to other areas and other groups of age. Concerns
were raised, however, over the affordability of the programme and associated
difficulty in commissioning the services at scale. Some comments were:

I think that the way the programme has been developed and the
implementation toolkit it's almost exactly what NHS England commissioners
have been looking for a scheme that has everything that you could possibly
need to make it work. There's a business case in there there's data collection
tools there’s a communications plan there’s launch event guidance there's an
evaluation plan there's everything you possibly need it's easy to simply take it
down change the name change the locality and then launch it somewhere
else so it is very easy to replicate’.

‘It's a good model the only thing that would stop us rolling it out further would
be financial constraint...otherwise | think it would work just as well in other
areas of (region)’ [.. ] it's just a question of finding the money really".

Others mentioned that its use in the future will largely depend on the evaluation
which is key to identify the main aspects that have actually worked in the
programme:

‘It just depends doesn't it on the evaluation and how successful it is in terms
of achieving its aims really and if it is successful [...] then | think it should be
offered to everybody that would seem to me the right thing to do...’

3.3 Data indicators of progress

Practices have been recruited to the programme during the first half of 2018 and the
data available at the time of this report is consequently limited. The progressive
increase in the number of monthly returns is shown in figure 1.

By December 2018, 89 out of the 112 contracts (79%) had submitted at least one
monthly Starting Well return (figure 2) with the number of returns per contract
ranging from O to 10. There was some variability across areas with the proportion of
contracts submitting these data varying from 42% to 100%. The reliability of
submission was, however, less encouraging as far fewer contracts were submitting a
return for every month. As an indicator of this only 41 contracts (37%) had submitted
at least 2 returns for the period October to December 2018. The limited data
available in this early stage of the programme has restricted analysis to the overall
programme rather than at locality level.
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Figure 1. Submission (numbers) of SW13 monthly returns Feb-Dec 2018
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Figure 2. Proportion of contracts that submitted SW13 returns Feb-Dec 2018

SW13 Baseline Report Page 20 of 23

360 CC Salomon-lbarra January 2021



e UNIVERSITYOF
=) BIRMINGHAM .
Appendix IlI Starting Well reports

A slightly smaller proportion of contracts (69%) had submitted a quarterly Delivering
Better Oral Health audit return (range 0-9), though some practices had completed
multiple returns to reflect each individual performer.

Regarding the content of monthly returns, all 89 (79%) contracts who reported data
reported that they had a practice prevention champion in post and were actively
taking on new child patients aged under 5 years (figure 3).

Practice prevention champion in post
Baseline DBOH audit* and action plan

Actively taking on new patients <Syr

Flow chart for managing safeguarding
concerns

Monthly dental team meetings
Oral health improvement display

Breastfeeding friendly

At least 1 monthly SW return

T

0% 10% 20% 30% 40% S0% 60% 70% 80% 90% 100%

Figure 3. Actions reported through SW13 monthly returns Feb-Dec 2018

* numbers may be different to number of contracts successfully submitting an audit
Numbers are for at least one submission reporting the specific detail

Baseline denominator for percentages is all contracts, irrespective of whether they
reported data; therefore 79% represents 100% of contracts submitting data

In general, therefore, most contracts that were submitting data were reporting a high
degree of success in establishing the core aspects of Starting Well.

Regarding the Delivering Better Oral Health prevention audits, those submitted later
in 2018 (July to December) showed a higher rate of successful application of a range
of preventive elements (table 2) than those submitted earlier in the year (February to
June). This was particularly evident for advice for 0-2 year olds on appropriate
fluoride toothpaste use, breastfeeding, use of sugar-free medicines and prescription
of sugar-free medicines and advice on and prescription of sugar-free medicines for 3
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to 4 year olds. Whilst the data are limited and not all practices had submitted audits,
the indications are that there is an improvement in preventative practice.

Table 2. Analysis of quarterly audit returns (Feb-Dec 2018)

% of cases examined
where advice recorded
as
Prevention advice and treatment given to all 0 to 2 year olds
1. Parents should brush twice daily as soon as teeth erupt 83% 94%
2. Parents should brush last thing at night and on one other occasion 84% 89%
3. Use a smear of toothpaste containing at least 1000ppm fluoride 71% 90%
4. Breast feeding provides the best nutrition for babies 44% 64%
S. From the age of six months, babies should be introduced to drinking
from a free-flow cup. Bottle feeding should be discouraged from 12
months old 64% 75%
6. Sugar should not be added to weaning foods 60% 75%
7. Frequency and amount of sugary foods and drinks should be reduced 79% 92%
8. Sugar free medicines are recommended 51% 72%
9. Tooth brushing instruction 87% 92%
10. Prescribe sugar free medicines 38% 62%
_ Prevention advice and treatment given to all 3 to 4 year olds
1. Brush last thing at night and on one other occasion 88% 90%
2. Brushing should be carried out/supervised by an adult 79% 85%
3. Use a pea-sized amount of toothpaste containing more than 1000ppm
fluoride 72% 87% |
4. Spit do not rinse 71% 81%
S. Frequency and amount of sugary foods and drinks should be reduced 86% 91%
= 6. Sugar free medicines should be recommended |~ 38% |  65%
i 7. Application of fluoride varnish for all children twice a year 79%|  87% |
8. Tooth brushing instruction 80% 88%
9. Prescribe sugar free medicines 33% 58%
10. Use 1350-1500ppm fluoride toothpaste 76% 79%
11. Application of fluoride varnish for high risk children more than twice a
year 75% 73%
12. Investigate diet and advise in line with the Eat well Guide 72% 73%

Percentages are number of cases reported achieved divided by number of cases examined. Figures

may be affected by multiple submissions from some contracts
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4 Next steps for the evaluation

As at April 2019 the second wave of interviews was almost complete. Interviewees
included NHSE commissioners, practice prevention champions, contract holders and
Health Education England. Analysis of further tranches of data from practices and of
data available from routine NHS data retums (FP17) was underway.
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Executive summary

The Starting Well programme has been successfully frialied In the 13 areas, In that practices
wers recrulted, services wers provided and there Is evidence of changes In the pattems of

activity that reflectsd the programme objectives.

Dental practices engaged enthusiastically with the programme and the role of practice-based
prevention champions appeared key to supporting change.

Compared to routine NHS dental care, the programme was more compiex to provide and
required practice teams to acquire new skills and foster new relationshipe with local partners.

Dental practices at timee reported aiMcuity In engaging with other aspects of the local heaith
and social care system that might otherwise have piayed a role In supporiing young children
to access dental care and the dissemination of key oral health messages.

The services were more complex to monitor than routine NHS dental services; the aoditional

activity data requirements proved burdensoms to meet for dental practices and thers wers
consequent Information gaps.

Key lessons

1. There is potential In dental practicas 1 undertake oral healh Improvement actvities and here
are Iy to be passionate Champions within dental teams.
2 msugmammgmmpmnmmmmm

such activites.
support and ntemal leadership, practices are able 10 adopt 3 more preventatve 1ous.

Eadiitaors r gelvery
4 auummprm\gmmmrmmm'gmm
5. Practos oral heath Improvement networks may haip support dental teams and may faclitate
peer-peer support.
6. Intiabves to ensure that chilaren from use of cental

mmmm:w%mmxwmmm A

system-wide plan for Gelvery with i0entinad roles and responsilies would support Tis.
7. Locaities where the commitment 10 oral heath Is shared across he haalith and soclal care
system seem 10 be those where these programmes have graater chance of sucoessiy

This local
L s S e
8 Providers may struggle WEN new ways of working and not have Iocal system contacts.
Faciitation and support may be needad 1o help providers develop contacts with local partners

9. Mﬁmbuymmmawmmum

resources wil De applied 1o delver the programme.
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Commissioning and monkiodng

capacily, requiring considerabie faciitation and monitonng 10 ensure delvery.
"'T:mmt:mm:u notwm - mc&"%v"'
e
assess change at population level may be more efcent
T T —

Y measures, m!gmy amm mm
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1 Background

The NHS Starting Wel programme (A SmiledUfe Iniave) was announced In 2016, commenced In
2017 and ran 35 3 programme 10 Aprl 2020. The programme sought 10 reduce oral healh
Inaqualities and Improve oral heath In children under Mie 3ge of Tve yaars. The programme was
Inroduced In 13 areas identifed as having higher levels of tooth decay and was avaiabie o Jl
chilaren, with 3 focus on those not visting the dentist reguiany and those aged Under one.

Detalls of e programme and how the 13 areas were selaciad can de found

An aligned Intiatve, Starting Wedl Core, commenced durng 2013. This programme s aiso cesigned
1 Improve 3c08ss 10 dental sanvices for young children and promote a greater focus on prevention.
Detalls of e programme can be found at: DEIDS:/Aww e0giand nhs ukidentigrysmilagitestaning-
ael-core)

To assist distinction batween the two programmes, the irial programme is refermed to as Starting Wedl
13 (SW13).

11 Starting Well 13

The 13 areas targeted by the programme were:
Biackbum weeh Darwen

Backpool

Baon

Eang
Kingsion upon Hull, City of

Lewesier
Luton
Middesbrough
Otcham
Rochdale

Saton
Siough
Wakefied

These were iocalties with high levels of deprvazon and 00T Cecay. Wth an anticipated maimtenance
or worsening of dlsease levels based on data Yends.
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The Infzatve had two modes of delvery.

Staring Wedl Preventive Practice (SWP)

mwmmmmmmmmnmam
preventive focus. Features Inciludad each practice identying a designatad practice preventon
champion 1o support change.

Advanced Siamng Wedl Preventive Practios (ASWE)

This aspect Ivoived all e features of SWP but, In 30dion, practioss were 1o engage With 3 range of
1003l partners 1 promote key oral healh messages and the uptake of dental checks by children
before their first Dirthday.

In some aeas, the programme ran Jongside, of was Ntegrated with other local Intiatives. In the
Iater case this vared the acivities commissioned from provicers. For exampie, In Graater
Manchester commissioners continued 1o commission the Baby Teeth DO Matter and the Heathy
LMng Dentstry programmes and therefore amended e SW13 programme to complement fis. The
memwmmmwaan
working with iocal authorities 1o Impiement supenvised 100t brushing and delivery of tooth brushing
packs In In earty years settings, heaith Visior raining and Signposting 1o Bady Teeth DO Matier
practces. In Middesbrough commissioners Impiementad a modified version of SW13 that ey fet
abée 1o offer to al practices Whin e avallabie cost envelope and in Hull the programme was
Infegrated with an infzative 10 refer chikdren at risk of 100 Gecay r Infensive prevention under a
mmcadhmm WMN”M*OWI'I”
iocaiity, for exampie MOdiesdrough ended the programme In Aprl 2013 and some other areas
secured unding 10 CoNtiNue and’ or expand Me programme deyond Aprl 2020. In some locallies
Mere were aiso amenaments to the mandatory sanvices contracted VOUMES to support daivery.

1.2 Implementation and monitoring

Dental providers were recruited Dy jocal commissioness who heid iaunch events 1o Introduce the
programme 1o dantal practices and local parmers.

Confracting was Via 3 standard contract vanation 1o NHS General Dental Services contracts. The
number of contracts that could be offered In any PAricular area was detenmined Dy the funding made
3valiadie 10 locd commissioNars.

Provicers were required 10 SLDMIt INTOMAtion centrally G2crbing thelr actVities over and above e
mmmmm7m These reported process Measures such as
icentification of 3 practice prevention champion, prevention audits and accepting new child patents.
ASWIP providers were, additionaily, required to report on thelr engagament with I0cal parers, any
oral health promotion acavities providad and the number of new child patients aending the practce.

2 Evaluation

The evaluation of Starting Well 13 was a jaint intiative between NHS England, NHS Eusiness
Senvices Authorty (NHSBSA), Pubilc Health England (PHE) and The University of Sirmingham. The
aim was 10 evalute If the objectives of the programme were mat and 10 Inform e development of
guidance for futLre COMMISSIONSNS Of SUCh PrOgraMMES.

The evaluation sought 10 355865 the programme from Me parspective of commissioners, local

networks, dental teams and PHE dental pubilc heath consultants. It focused on whether the
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Amdmmm:uma"mm November 2017 and
Fedruary 2018 and again between November 2018 and March 2019. Interviewees Included 03l
partcipants such as ental team members, local commissioners, chairs of local dental networks
(LDN) and PHE consultants In dental pubiic heaith pius national leads and national regresentatives
~om NHSESI, PHE. British Dental Association (BDA) and Health Education England (HEE). The
qualitative aspect of the study 3So Included cbsenvation of some 10cal and NACNA! NEtworking
events.

A fnal round of nterviews was abandonad due to he COVID-19 pandamic but dran indings were
crcuated to commissioners and their aovisors In Decemder 2020 and two further Intenviews were

camed out 10 canfy some points about Jocal adaptation of the programme.
3 Findings from the evaluation

The Mndings of this evaluation are based on Me Interviews C2sCrded abOve 3IoNg Wi 6ata provided
Dy local commisSIoners and submitied Dy providers to The NHS Business Senices Authorty. The
evaluation looked at Mie programme 3s 3 whole and dla not seek 1o report on outcomes at the locaity
e

3.1 Establishing the programme

Programme Design

Partcipants at the outset considerad that the programme had brought an apportunity for dierent
paris of the heaith system to work fogather In a coordinated way. I paricular it was fet at the
Intiative had Jlowed practices 10 devote more time 1 prevention mmmwm

7 think s been InCredidly rewarding 50 See peopie who don't normaly work fogether working
outsioe of thelr comitrt 20n€ 10 Produce Something 35 high Qualty as we can and really pecpie
have been very commited 1o Joing that”. (NHS Central team)

7think the Starting Weed Programeme Is good because they do pay the practices 1 free up
Staif and | think thar's a really good thing you know | Think (hat's gaing fo make ¥ much more
effecove’. (BDA)

What | Bke about Starting Wl is I's absolutely Inspired because X Jooks nto the practice and
It iS50 Jooks outside 35 wed DEcause WIOUE Tt Ik with the community our efforts as a
dental profession wil be Jess effective’. (PHE Consutant in Dentai Public Heath)

Having 3 Naonal Tamework was feit to be heipfu, whilst alowing some fiexidilty for local adaptation.
There were some conficting views, however, when Implementing 3 programme that was led
nationally but fundad and Implemented localy:

The national programme has been really helpfl In terms of providing @ framework nationaly
and some national profile for s 10 then adopt and adapt Jocally 50 as | say we are not doing
exacty what the National Mamework IS DUt we are looking (o daiver the Same OulComes’.

(Local Commissioner)

*_. how that baiance between a nationally jed but locally implemented ... that dynamic s quite
3 aNTcut one 1 achieve’. (Local Commissianer)
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Some areas aready had ol heath iImprovement NTatves; Me view of interviewees I genaral was
Niat Starting Well would work Jiongsice these Fisatves rathar an duplicate them, though care might
De naagded 10 ensure this:

We aveady have a number of INTiatves which were going on in ["SW localty relating to

trying to improve the heaith of young chilaren. .. and basically This Just heips 1o kind of cement
that and give us a Mtie extra resource to piay In the local dental practice and get them mare

Invoived”. (LDN Chatr)

1 think there could have been [Oupication] but because we'Ve mapped out you know quite wed
1 think wht's aiready happening.... S0 'S not that there’s ciashes I's Just that we need 1 be
Clear about what's happening under each heading really’. (PHE Consutant in Dental Pubic
Hearn)

There nasnt been other INvestment rom the NHS tallored for INAMCUS! patients apart from
Starting Wi, 50 It Is weicomed’. (Local Commissioner)

Some Ineniewees fat Mat CAUNON Was needed 10 emphasise how he programme requirements
dierad from Mose for Dase contracts, particulany regarding INAMAual prevention intarventions. It
Was S0 recognised at the cutset that it might take some time for oral heaith Improvement 10 be

apparent

Part of the dig benefts will De that ¥ the prevention Messages are embeaded then hopetuly
In the future years the jevel of 0ecay eic. will De reduced... but that's not something that
nappens hat Quickly...” (Local Commissioner)

‘AWay's GNICUT 10 S3y for preventative programmes.... | think Over 3 number of years we might
expect mere 10 be an Improvement In the oral health of the chilaren Mat have been invoved in
the programme. . hopenully encouraging that both them and the rest of their family 10 take beter
care of their teeth 1 Understand what they need 1o do and 10 reduce the Incidence of gental

decay later In \We'. (NHS Central team)

1t was 2is0 feit beneficial hat the programme might faciitate local sysiem development which would
De of Denemt Deyond the Programme cojectives.

3.2 Programme implementation in the 13 localities

Dxent of the progamme

By January 2019 there were 112 dental contracts providing Starting Well senvices of which 30 (80%)
were providing ASWP senices (see Table 1). Whilst the number of contracts does not necessantly
denote the numder of locations fom which senvices are offered, the number of localions from which
sanvices were baing proviced was 30 112, Pre-exising expenance of working on simiiar
Programmes was reported by Some 10 have made It easier to recrut practices. Clartly over e reward
mechanism and required actviles was essential and reported Damiers 10 participation Included
Negatve expenence With Previous Programmes, CoNcems about delvery, stalt capactty, Intemal
practics Issues and percelved InsuMcient unding. In some areas this meant that it proved aiMcutt 1o
FECTURt PrACtices Yom priorty areas.

Over the first year of the programme there was 3 progressive Increase In participation, 3 small
number who ieft the programme earty and some who moved from SWP to ASWP status. The otal
value of contract variations (Rl year effect) to reimburse providers was £1.53M In 2018/19. Some

practoes left Me programme and Others joinad hereafter.

Ora® Final Report March 2021 PageSof 30

372 CC Salomon-lbarra January 2021



UNIVERSITYOF
BIRMINGHAM

Appendix IlI Starting Well reports

The cinical leadership of PHE Consutants In Dental Pubic Health and LDN chalrs was felt useful in
heiping 1o engage dental practices:

7 think prodadly the clinical leadership of the process through the LDN and Pubiic Health
England.... | think I's been good to have cinical people front and centre of that rather than
commissioners going Out, the practices would fend © See the relationship With us 35 being
contractual [.. ] | think they're really crucial [PHE Cansutants In Dental Pubic Heakth] in terms
of getting this 1 fly Decause they do they keep coming DSCK 10 expiaining 10 people why we
need 1 do Tis and | think they havent got any contractual axe 1o grind SO you Know theyre
reaily able to expiain to pecple why this i big picture ST ” (Local Commissioner)

Table 1. Overview of SW13 programme.

Contracts Contracts
providing proviaing
Physical Sarung Well | Starung Well
Contracts*  locations® 860viCes sarvices only
_Starting Well locality n n n n
Lalcester 8 3 4 4
Luton 7 7 5 1
Middisebrough 7 B 7 0
Bolton 12 13 12 0
Olaham 12 12 12 0
“Rochdale 10 10 10 0
Salford 14 14 14 0
Biackburn with Darwen 8 3 7 1
Blackpool 4 4 4 0
Ealing 12 12 12 0
Siough 0 2 B 0
Viakefaid 7 7 5 2
Kingston upon Hull 7 7 4 3
TOTAL 112 12 101 11
Percentage of contracts providing
AdvancedPreventative Starting Wl 0% 10%

* Some contracts relats to services provided at more than ons locaion and some
locations relate to mors than one SW13 contract.

Developing local networks

NNW“NWMWW‘IMH
partcuar local authorty pubiic haalth teams and estadlishing local networks. Where engagement
Was strong Tis was Gescrided 3s benefidld In 3Mording a perspective N the needs of local
communites
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Weve got very Strong nks with the local authorties te local counclls, they atendad our
faunch events but | Think within the jocal Counclis we've got some fairly Song relatonships as
well with Jocal communities and X's all faciitated with focal councels.” (PHE Consuttant in Dental

Pudiic Heattn)

Theare was general agreement Mat 3 wide range of 1ocal panners Nad a roke In supporting the
programme 10 achieve Its odjectives, Inciuding local authonties, local dental networks, PHE local
12ams, health Visiors, eany Intervention 1eams and community dental senvices. There was 3
partcuiar role for these other agencies In helping Providers UNCErstand the NEeds and Perspactves of
commuNites who were not ragular cental attencers.

*_..1 think in particular In ["SW locaity’] we have.... 3 partnership.... with our Jocal communtty
organisation; they are gaing 0 00 SOme fOCUS Qroup Work for US for example S0 that we can
best understand our popuiation 0 Jots and Jots of parers.” (Local Commissianer)

*__.1 think ntiaves i this wil help $ Mantain that momentum SO 'S more about us learming
from each ather and warking with each other.” (Lacal Commissioner).

Reportad exampies of local SUppont INciuded providing venues, hosting maetings, making INks with
loca sefings and icentifying high risk groups. Some practices mentioned that they had received
support In the form of aovertisng, bamners, leaNiets and SUPPOrt Wwith open days and events In
schools. Not all areas were 50 conficent working wiih 1ocal partners however, bom In tenms of
engagement and expectation managament:

7 think I Couldd be 3 challenge in ferms of Getting the other PIrtners Ivolved because theyve
aiready got a lot of ST hey have fo &y and take on and S0 It will be 3 QUESHon of Trying 10 sart
of Seil the Denefs 1o them S0 ey Can S8e SOMe POSEVe ouicomes Ror them, amays | think
one of the isks IS when you 0o things mutll organsationaly R's whether I's 3 prioty for that
other arganisation...” (Local Commissioner).

1 think the expeciations of our Iocal authorty Stakeholders making sure they are managed
appropriately | Tink they have very high expectations that this wil be a cure af and X wil happen
very Quickly and | think they also have some | think what they Llmately want 1 see Is dental
cinicians gaing out into diferent seftings providing dentistry which Isn going o happen at ail’
(Local Commissioner).

During 2018 the evaluaton team attended Jocal NEwork meetngs and observed the deveioping
dialogue Detween practices and other parts of the local health system. The role of NHSESI local
commissioners and local authority pubiic health teams was key In Qacitating local Inks. It was aiso
apparent that cooperation and mutual SUpport batween practioes, where apparent, was benefical,
partcuiany 3s there was 3 wide vanaty In expenence among the practice prevention champlons.

'S hejpful going 1o these meetings and diSCUSSINg With Oher centres and ARSCuSSIng With NHS
England things they want £ bring In or things tat aren’ warking S0 that’s been quite helpts '
(PPC)

7 think IT's been good Pve enfoyed X | have enjoyed gaing 10 the meetings as well Decause you
et 10 find Ut What other praciices are up.’ (PPC)

Or3® Find! Repart March 2021 Page 11 of 30

374 CC Salomon-lbarra January 2021



UNIVERSITYOF
BIRMINGHAM

Appendix IlI Starting Well reports

Establishing core processes

An Important element to monttoring Mie programme s the submission of aodtional data by practices
10 report the aoational acthvity required. These adational data were 3 montily pracice submission, 3
preventive practice audt 10 be sudmitted every quarter and patient expenence audits. From the
outset those designing the programme were aware Nat Mie 3adonal reporting requiremant was a
risk area and Fvesiment was mace In providing SUPPOr 1or PrAcTices and COMMISSIONars, hough the
degree of A0ALONA Ivestment In ST 10 SUPPOM M Programme Was vanabie.

Ousernvation at maetings between local and national teams and a Meetings of ocal Networks
emphasised that AMcuties Wi data retums were often raised Dy PrOVIdErs and that thare was
consideradie sUpport needad & all levels 10 Nelp provicers overcome these. One perspective that
Was haipful curng earty Implemantation of the programme was that this was a pliot and therefore he
data collection requirements were graater than mIgNt be e case were he programme 1o be rolied
out. In Greater Manchester, since the SW13 programme was Intagrated with an aiready estadlished
programme (Bady Teeth DO Matter) t was decided 1o walve the requirements for retumns that appiied
In other localites.

Supporting N3l gellvery of he programme

The national nature of the PrOGramme Was reportad as halphul by commissioners, both on terms of
Pre-procucad guidance and Matenals and the percalved Increasad leglimacy of the programme that
reinforced loca acton.

*. athough & was a local Implementation you had @ national message benind It 50 In some
ways I's easier 10 take that na0onal message and then try 1o get that 1o be adopted jocaly [.. ]
I think ¥ you tried a5 3 Jocal ofice. .. would really struggie 10 00 all of thase Inahioual elements

on your own..’ (Local Commissioner)

Supporting mechanisms %or pracices Inchuded meetings, raning and physical reSOUToes Such s
leafiets, posters and tooMbrush and paste packs. These were appreciated by providers, though
I0gistics were prodlematic & Imes.

We got al the Jeafiets. .. the 100¢h brushing Packs and everymhing else [.. ] some of the matertal
that the scheme’s provided us with the Jeafiefs and things ke Miat has fBcitated It decause it
Saved us having to &y to produce of al that ourselves which would've been a iot more amicur....’

(Dentai provioer)

‘.. they were Quite Clear what they wanted us 10 00 DUt ey needed to give us more matenal
and more INformation SOONer.... we were St waling S0 we were hiaving 10 buy our own 100t
Dbrushing packs and because we didn® warnt 10 wall we wanted 10 get an with I..." (Practice

manager)

Some practces mentionad that having an agread action plan was helpful In ghing structure
delvery and monitonng Progress:

7 think the main facltation factor Is really... when we Started the [rocess we were given an
action pian and part of that action plan sald okay you need 1o do TS af these particuiar Smes
and part of Signing 10 Tis agreement was that we witl do tese things 50 | think there's deen
some degree of control through the area team..” (Dental provicer)
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In one locally 3 project Manager was appoimad to oversee and support the Inftiative and other
Inerviewees sugoested Nat Iocal CINiCl leadership and fCIaNon would Nave baen halphu.

and of workforce

Leaming moduies developed by HEE were avaliabie shorty after the programme commenced and
were reported 1o have been very useful:

We got given some Starting Weed mocules 10 00.... the deneists and the nurses In the practice
and reception and everybody had 10 read through Tem answer e QUESIIONS on Mem so ey
all had a good read about actually what It was about 50 the training in terms of Starting Wel is
yOu know X was quite good.’ (Practice Prevention Champion)

HEE Jis0 provided more I0cal sUppOrt In Some areas and some praciices recelved locally designed
and delvered ¥aining and funding for iraining.  Some providers identified 3 need for reinforcement
¥aning foliowing Me Initial events.

We have training by them [HEE] 50 @ massive amount of raining for al our practices not just
the Starting Wed.... they've been absoiutely briliant they attend these meetings s well and hey
Support whatever ISsues we may have S0 If we Said we need a bt more training on this ey
wil actually pick up that Issue first S0 heyve been very supparive ’ (Local Commissioner)

The jeacership role of pracice prevention champlons was identifed 3s an area where cevelopment
support was needed

1 think leadership Is very Impartant this i led by a champion WIhn the practice and K's about
empowering them 1o be abie 10 5ot of pian and bring the whole %eam on board... ongoing
training in leadership | TN IS 3 key thing and that's someming that Heath Education England
and partcuianty on our patch we're very inferested in expioring looking at how il members of
the dental team can be leaders....! (HHE)

3.3 Programme delivery

Dental teams engaged enthusiastically with the programme and practioe prevention champions 1ook 3
jead role In coordinating actvitles.

7 think more posiively from te practices point of view prodadly for the 1irst time they were very
engaged with the COMMISSIONErs In 3 Proper CommiSSIoner wider sense [.. ] that was the best
part of the Starting Well actually for me getting 10 know thase practices and you Know being
able 1o S0t of encourage tem 0 de thinking about the pudlic heath role...” (Local
Commissioner)

7 mean & feels quite Qood that we've gat the number of Practices that we have and we've gof 3
mix of practices and there is the engagement fom the [Yacicas Some of the provicers and the
Cchampions you Know there’s the INKS weeh the local authorty [.. ] | hink £'s positve we haven?
nad any ik | 53y nobody drap Out nO real ISSUES WEh the Conyact variation and the funding....'

(Locai Commissioner)
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Changes In preventve practce
The Increase In preventive focus was welcomed:

7 think this programme has really kind of emphiasised the Importance of prevention and | think
I's something that were all af Jeast in our practice more involved [..] | think previously
prevention was raafly between te dendist and the patient but now X's 3 e Ot maore wider han

‘.. 50me of the reception Saff don't have dental dackground ey Te Not NUFSES S0 Now Decause
we have the reguiar meetngs we falk 3bout SIarting Wl and about the messages Mat ey
can deiiver on the front desk theyve been really helpfl X heips for the fant desk’ (PPC and
Dertal provider)

The aferent Incentives %or contract hoiders and dental performers was reporiad to be a challange
Increasing prevention and the lack of Incentive In the mancatory sevices confract was noted:

‘.. there Is funding from the NHS for the practice Dut there's no funding formal as Such, SO for
the practice principal It makes sense but for the practice 35s0ciates there's no extra unding 1o

be part of Starting Well.." (Dental provider)

i Cur Cument contract there’s NO a0aonal payments for 10 do prevention o for example X
YOU 00 an examination on a Child then you would Qet paid the Same whether you examine 3
chixd dlant really give any InStructions and you Sent them on thelr way [..] 50 tere’s no
INCentives with the CUTent Conact 1 emphiasise prevention 10 your patients.’ (Dental provider)

Among those submitting monmily repars 2% (79% of all providers) raported completion of a
preventon audk and action pian and 99% (84-85%) a safequarding flowchart, identrying a practice
prevention champion and estabiishing monthly practice meetings (see Tadie 2). Whilst raducing
nUMbers of retums In Latler 5tages of the programme make It hard to 355865, those Mat were
submitted INdicated a reducing nuMber of meetings. A similany high Proportion of Providers reported
Mat the practics was breastfeeding Mendly and had oral health dspiays (see Table 2). Thase
Indicators saturated early In the programme and tendad to deciine thereafler. Some dantists reponad
dmcuty In providing advice on breastiaeding as they falt some parents might feel uncomfortadie over
e matter being discussed. Other dantisis reponad that It can be amcult to provide aovice to parents
due to cultural reasons.

The audt retums themseives Inclcated genarally high levels of compilance at the cutset and
consaquently there was Ittie apparent scope for Improvement (Tabiles 3a & 30); exceptions were
promotion of breast faeding and avoikiing 30ding SUGAr 10 weaning 10ds for 0-2 year oids and aovice
OfY prescribing of SUGAr Yee medicines where substantial Improvements were reporiad auring he i
of the programme. Some dental teams reported that Mey rAraly prescrbe medicaion for child
patients and this might have affectad the reporing rather than practices not usually Prescrding Sugar
Yee medcines.

The 4,910 parent guardian questionnaires (see Tabke 4) that were submitted similarty showed a high
level of preventive banaviour was reporiad rom e outset and this changed Iittie during e course o
e programme, NoUgh Where was an apparent down-lum In the [ast 3 months. Posters were
mentionad by 72% of responcents and 63% mentioned leafiets; 85% recalled advice on tooth
Drushing, 71% dietary aovice and 51% use of fuonde toothpaste. Just over har (S4%) recalied

recedving acvice on how ofen to visit the dentst Nearly ail respondents reported at they felt the
dentist had Estened carefully to Tielr views, the dentist spoke 10 them and the chiid In way hat they
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could understand, they had enough time 1o discuss the chil's oral hea, they were treatad Wi
respect and Tendiness and that they had confidence With tooth brushing, diet, attending ture
Check-ups and that thelr chill's teeth would be heaithy In the ftre. The 1,099 questionnaires that
refated to chilaren before their first Dirthaay showed a very similar pattem, Tough With a sightly

greater propartion of respondents (53%) recaliing advice on fraquency of dental vistts.

Reported fluorde vamish appiication rates were siighly higher at basedine (2016/17) for (subsequent)
SW13 contracts (32.0%) compared 1 3l contracts In the SW13 areas (31.3%). Rates Increased each
year hereafter for 3l contracts (Figure 1), hough the INCrease was greater for SW13 contracts In
ach of the Tolloatng 3 years (10.2% SW13; 8.3% 3l contracts). Rt s not known whether the Increase
refiected true changes In practice o changes In reparting onfy and whemer the INcrease was for
chilaren from the 10cally Getermined prionty populations.

Figure 1. Number of FP17s with Nuorids vamish, chilaren 0 to 4 years old.
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The ncrease In the actual number of FP175 reiating to chilaren aged 0-4 was greater, but may refiect
ofher factors. There were 19,049 reports Indicating fiucride vamish appilcation fom SW13 contracts
In 2016/17 rising 1o 30,196 In 2019/20, 3 58.5% Increase compared with 3 31.9% Increase for al
contracts In SW13 localties.

Achieving behavioural change was reported 1o be challenging by Some nterviewees:
‘.. ' the K0S have prodlems with the bady teeth hey're [Parents] nat really concemed about

that because they know they'Te going change Me teeth o they think &'s nat that impartant [.. ]
IT's Quite GYTICUR fo Qet Inferaction With the PIrents you could See that you Would Speak about

diet and they would get quite gefensive. ..’ (Dental provider)

‘... IS educating parents 3s well as e0ucating chilaren and “Starting Weil localty” Is Just one of
those areas where not all CUUres brush thelr feeth twice 3 day and tat's not gaing fo change
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Just because they ive here S0 that Is ane of the main bamiers that we have In this particutar
town.’ (PPC)

There was some vanation between localites In the programme; while the rates of fuoride vamish
Increased In 3l areas In some It was Itbe dfferent 10, or lower than, the change In the locailty as a
whoie and In two e Incraase In rate was around 20%, In one case being over doudie the Increase
s2en across Al local contracts. Again it must be emphasised that the nature of the contractudl
Incentives varied across localites and Nis may In part expiain the vanation.

It Is 2iso worth emphasising Miat In some localites an emphas's In practice-Dased prevention was

Indiucad In previously established I0cal Programmes and complementad by up-sream interventions
such as schook-Dased supenvised 100th brushing with fluorde toothpaste.
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Table 2. Reported acions from monthly submissions (February 2018 to March 2020).

Contracts
Contracts reporting having a fNlow Contracts reporting Contracts
a bassline for managing having practice monthly team
DBOH and action safeguarding prevention champion In meetings (at least
—Starting Well locality plan concems post (at 16ast once) oncs)
n % n % n % n %
Leicester 8 100% 8 100% 8 100% 8 100%
Luton 7 100% 7 100% 7 100% 7 100%
Middissbrough S 1% 7 100% 7 100% 7 100%
Boiton 8 67% 9 7% 9 75% 9 75%
Olgham 6 0% 7 58% 6 0% 7 S8%
Rochdale S 50% 7 70% 7 0% 6 60%
Salford 9 4% S 64% 8 ST% 9 64%
Blackburm with Darwen 8 100% 8 100% 8 100% 8 100%
Blackpool 3 79% 3 7% < 100% < 100%
Ealing 11 R% 12 100% 12 100% 12 100%
Siough 2 100% 4 100% 4 100% 4 100%
Wakefeld 7 100% 7 100% 7 100% 7 100%
Kingston upon Hull 7 100% 7 100% 7 100% 7 100%
% from total of practices
that submitted & 2% 5 9% 2 8% ) 8%
Information
% from all SW13
practices & ™% kS 85% 94 8% sS 85%
Numbers are o0 ot mast one submisson reporting the spectfic detal
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Tabie 2. Continuation.
Contracts reporting Contracts reporting oral Contracts reporting
m«: new haaith improvement s
_Starting Well locality ger S yvs) display
n % n % n %

Lelcester 8 100% 8 100% 8 100%
Luton 7 100% 7 100% 7 § 100%
Middissbrough 7 100% 7 100% 7 100%
Boiton 9 75% 7 S5% ) 75%
Olgham 7 55% 6 S0% 6 0%
Rochdale 7 70% 5 0% 6 60%
Salford ) 64% 6 43% 8 ST%
Blackburn with Darwen 8 100% 8 100% 8 100%
Blackpool 4 100% 4 100% 4 100%
Ealing 12 100% 12 100% 10 3%
Slough ~ 100% < 100% < 100%
Wakefleld 7 100% 7 100% 7 100%
Kingston upon Hull 7 100% 7 100% 7 100%
% from total of practices that

submitted Information % % % % o s
% from all SW13 practices % 86% ) 79% 91 81%
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Tabie 3a. Prevention advice and treatment given to all 0 to 2 year olds (Source: quarterty retumns).

% of cases axamined whare advice recorded as given

Feb-June Jul-Dec | Jan-Jun

Jul-Dec  Jan-Mar

2018 2018 2019 2019 2020
1. Parents should brush taice Gally 35 500N 3s feet enpt 8% | es% 35% ®% 85%
2. Parents should brush ast fhing at night and on one other 0ocasion 8a% | 89% 34% 7% 85%
3. Use 3 smear of toompaste containing at least 1000ppm fuoride 0% 9% 3%e % 81%
2. Breast feecing DroWEs the D2St NUTTION for baoks s | Be% 70% 75% 65%
R bbb e R M M I
6. Sugar should not be addd to weaning foods sa% | 7% 76% 87% 75%
7. Frequency and amount of SUgary f00ds and arinks Should be reduced 9% 91% 3a% ws, 8%
8. Sugar Yee medidnes are recommended s1% | 2% 74% &% 74%
9. Tooth brushing Instruction 2% 2% 2% we 85%
10. Prescribe sugar free meclcnes % | % 54% 0% 72%

Percentsges are ~urr e of Cases reporied achmved dirded by nunber of ceses etanitad. Figeres mey be s®ected by e ulticle s.ber 330023 from some conbacts.
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Tabie 3b. Prevention advice and treatment given to all 3 to 4 year oids (Source: quartery retums).

% Of 3866 axamined Whers 30VICs recordsd as given

FebJune | Ju-Dec | JanJun | Jui-Dec | JandMar

2018 | 2018 | 2019 | 2019 | 2020

1. Erush 35t 3ing & night 3nd 0n one oher accaskon g% | oo w%  em| e
2 Brushing Should be Camad OUUSUPENnisad by an 3out 78% | 84% ew| e 7w
mawmmuwm\Qmm1mn 70% a7% m 90%‘ 81%
4 Spit do not rinse g% | 8% e%|  sox| e
5. Fraquency and amount of SUgary 100ds 3nd ANks ST be raduced 0% | 0% so%| o | e
§. SUgar frae MAdISNEs Shoukd D recommEnsed B%| % g% | % 5%
7. AppiCaion of fuoriGe varmish for 3 chikren tafce 3 year % ee%|  esw|  em| e
8. Toom brushing Instruction g1%| 8 g% | 0% 81%
3. Prescribe Suga free madkanzs w%| &% 61% |  65% 8%
10. Use 1350-1500ppm fluorde toonpaste 78%| ™% 80% ‘ 82% 71%
11. Application of fuoride vamish for high risk children more an Swice 3 year ™| 7% 7555; 74% 53%
12 vestigate diet and advse In Ine wih the Eat wed Guide % 7e% 75% 8% 74%

Percentages are rumler of Cases reporied achieved divided by nunber of cases aranined. Figores may be sMected by maltigle scbenasions from some contracts.
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Table 4. Patients questionnaire (February 2018 to March 2020).

2018 2019

2020
Jul-Dec | Jan-Mar
291

8%

N questonnaires 426 1,451 1434 1,298

First dental 23% 0% 2% 2%
Percentags of respondants

Information seen In the practics about how to take cars of the child's teeth
Posers % 71% 74% 70% 1%
Leafets 63% £5% 5% 62% 54%
Messages on TV screen 15% 23% 24% 15% 18%
Omer Information %% 0% 2% 24% 2%
|_No information 5% 6% 6% 8% %
Advice given about how to keep the child's teeth healthy
Toom brushing 8% 89% &% 88% 2%
Fluoride toothpasse 60% 63% 61% 51% 5%
What the child eats and arinks 1% 2% 8% 70% 74%
How often 10 WISkt the dentist 0% 6% S0% 57% 64%
No 3dvice &% 2% 4% 3% %
Agreement Dissgreement with the llowing Statements:
The dentist listened carsfully to what | had to say about the child's teeth
Syongly agree / Agree ®% w5 %% | 3% 4%
The dentist spoks to the child and | In 3 way that | could understand
STongly agree / Agree 5% 8% %% | 6% D%
1 had enough Ims to discuss the child's oral health
Srongly agree | Agree &% &% 5% | £t 2% |
The child and | wers with and friendiiness.
Srongy agree / Agree a7% 38% | o7% | %1, 3%
1 fesi confident that | can help Improwe the child's tooth brushing
Swongly agree | Agree %% 7% %% | 35% 83%
I fesl confident that | can help Improve the child's eating habits.
Srongly agree / Agree Q% 6% 83% | 3% 3%
I fesl confident that | will bring the child for a dental check-up In the Ruture.
__Srongly agree / Agree aT% 8% %% | 7% 1%
I fesl confident that the child's teeth will be In the futurs.
_Syongly agree / Agree I wsi o7%| % |  osw| 88w
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Increasing access for young children

Some Providers Interviewed were enthusiastic over the opportunity 1o promote dental atendance
among very young chilaren:

 seems 1 de working really wel and &'s defnitely 3 Job That was needed, 1o go and spread
the word even If theyre nat your patients at the practice, I's going out Saying make Sure you
et a denfist make sure you register babies Raster earter...” (PPC)

7 thought It was 3 ood oppartunily to by because | dont see new patients for the past few
years It was 3 good apportunly 10 buld Up a number Of new patients of that age group and Iy
f0 heip the communtly 100 because It Is 3 big case really In Our area with the attendance of that
age group. .” (Dental provider)

All providers who submittad Informaton reported it they were taking on new child patients (see
Tabie 2). Al the start of he Inltiative there were CONCEMS expressed about how aMcurt it might prove
1 Increase uptake of dental care, Tor exampie whather practices had the capacty 1 take whole
familes on as new patients. Guidance Som the Chief Dental Ofioar was feit to have been helpfs In
reassuring dantists about potantial contract Gelvery Implications of seeing very young chilren.

However, 3 number of practioes reportad In the intenviews 1o have enough capacity 10 take new
palients. In SOM2 236, Pracices were given a0atonal unding through thelr mandatory services
contract to be abie % see adaitonal childran. Some dental providers mentoned, however, that the

Imited UDA capacity might be a challienge, as exempiftied by this comment:
We kind of are struggiing 3 I Bt In maintaining the monthly UDA conract so we're actualy
overnnning contract a itmie bt S0 that Mar's e anly challenge that we are facing Is how to
keep taking on new patients Dut SV work whin our NHS pot [.. ] FY prodbadly overshoot my
UDAS decause of having (0 take new patients....’ (Dental provider)

The INtatve was Jiso reported 1o have focussed teams on the Importance of eany atendance:

ﬂdaﬂmmnmnmm WWIMMSMWM
€qUC3ng parents and eQUCANNG NEw MUMS [.. ] Now 'S new bam bables, educating the mums
50 thaf's preventatve hat's | would S3y how weVve changed as a practice [..] we are
encouraging reception If they see any new barm babdles 10 speak to parents.’ (PCC)

Some reponad not seeing New patients refared to the practce In the expacted VOUMES:

¥ expected a DX more from the referrals | expected the chiidren's centres and health wistors 1o
have been abie (o bring more chiiaren...” (PPC)

The numbder of chilaren baing seen under the SW13 confracts coliactively Increased by 14.2% over
e two years of he programme (Figure 2) compared 10 an Increase of 5.2% In the SW13 locailies
and an Increase of 3.7% across England. Whilst the numbers for SW13 contracts

Increased In 3l localities there was wide vanation In the figures for areas from 0.9% 10 40.1%.
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Figure 2. Children aged 0 to 4 years accessing NHS dental care.

Year ® Jan 2018 Year to Jan 2019 Yoor to Jan 2020 DN Jan 2038 Jen 2020

CEEEEEREEE

BSW Areas (ol contracts) 1 SW Contract el aree)

As with the fiuoride vamish ata, these are not necessarty chikiren from the locally-Getemminad
prorty popuUaToNns.

Engagng wih e local haalth sysiem

Many providers reported hokiing at least one practice open day (30% of all contracts) and engaging In
local events at least once (37%). There were exampies of Innovative 3pproaches 1o keeping
elements of the system In touch such 35 Using social networks. While SOMe areas were aready parnt
ammmmmenmmbmuyam mmdmw
support and faciitation was emphasisad by many.

7 think that we've got really good healthCare Partners who have been fabulous 3t working with

US.... they have been you Know In the beaaing system that we've adopted S0 that we can really
0 10 the hard 10 reach Groups In the demographics Mat were highlighted as the ones we realy
needed to target | think I¥ there hadnt Deen... we would have really struggied...” (Local

Commissioner)

Similanty, the reported ease with which practicss were abie 10 engage with other parts of the local
nealth system was variable.

Having access 10 more SChodls, mare Interacion with the Schodl it would be great 1o have a
O more communication, but you know ke | sald the schodl has not been so responsive...!

(PPC/Dental provicer)
T would e really usefdl If 35 3 heatth communily we Could work fogether... | Know the

pharmacists are meant fo be Tained now 0 gve Certain dental aavice and when | have been
info my Jocal pharmacy, they din’t know about X [.. ] X we could have a space in the social
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centres, the chilocare centres (o heip S0 that If we dld a cinic up there or PPC could set a base
up there.... that would've been reafly good ..’ (Dental provider)

Weve alocated some Spaces speciically for patients that have been refemed through the
scheme [.. ] whereas before we wouldnt have necessarlly been taking on al the Sme but we've
made alocations for 3 whole famiy ¥ that's what's necessary [...] | expected a bit mare from
the referrals | expecied the Chilren’s centres and health VISRV (o have been abie 1 bring
mare chisdren.... | don know & I's Quite Steady ke here’s amays people of hat age being
accepted and belng offered appalntments, but | did expect I fo be a bt more...." (PPC)

Practices reported using advertising and providing Informaton on how 0 contact the pracece through

Experience with e 0pen days was mixed. Some practicas recaived support from the local councl,
2.9 In he form of aavertising andior banners.

‘Our practice has been quite SUCCESSUT with them but | know that 3 it of the other practices
have realy struggled 1o get peopie o attend the opening day's they are quite hard to gef o get
Kids on board cause a lot of parents they haven't got the fime %o come ar and things ke that.’
(PPC)

WeVe had Dvee open days and they were really good because | know a few of the other
practices have anly had one or o pecple tum up. .. we had about 30 tum up [.. ] S0 they've

Submission of a3

The submission of montiy retums detaling the commissioned acthvities was very haphazard. By the
end of the programme 16 (14%) practicss Nad Never submitted 3 monthiy retum; In nine areas al
practioes submitied at least one retum (see Table S). A Smilar picture was apparent for the quartenty
Delivering Befter Oral Health audits but there was an 0NQOING NUMbeEr of palient SUTveys sudmitted
(see Tabie §). Many providars reported the requiremeants 3s DUrdENSOMe:

‘.. X takes a lot of time Iot of energy and | think 's much better 0 spend that time on actually

seeing patients, treating patient delvering the message [.. ] the actual technicallly of the aualt
mtmw:mrmmmmmdaﬂumnmmym

be simpiXted very Quicily done ’ (PPC/Dental provider)

In some locaiies however, partculanty Greater Manchester, the requirement to submit monthiy
retums was walved, refiecting the aiready established oral health Improvement programmes and
associatad data flows Mt were complemented by an adapted SW13 programme.
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Tabie 5. Starting Well 13 returns: monthly submissions (February 2018 to March 2020).

MONTHLY RETURNS

Contracts that submitted at

Starting Well locaiity om:m Contracts that submitted  Contracts that submitted = least two monthly SW retums

at least one monthly SW  at least six monthly SW | In the last six months of the

retumn retumns programme
(Oct. 2019 —Mar 2020)
n % n %

Leicester B B 100% 4] 0% 1] 13%
Luton 7 7 100% 4 ST% 2 20%
Middiesbrough* 7 7] 100% 0 0% | | |
Boiton 12 H 75% 7 78% 3 25% |
Olgham 12 7l 55% 3 43% 3 25% |
Rochdale 10 7 0% 3 a3% 3 0% |
Salford i 9/ 64% 5| 6% 3 21%
Blackburn with Darwen 8 B 100% £ 75% 2 25%
Blackpool 4 4 100% 2 0% 2 S0% |
Ealing 12 12 | 100% B 0% 5 2% |
Siough B 0 100% B 100% g 100%
Wakefield . 7 7 100% § 6% 4 ST% |
_Kingston upon Hull 7 7 100% 7 100% S 71%
TOTAL 112 B3 % s7 51% 37 5% |

* Middieateowoh finiahed De croaranme n Aol 2019
Not ab locsl ites vlaced the sane reourements on contractors 1o submil returms. for examoke £ wes sol mandetons n Greater Manc hester
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AUDIT PATIENT QUESTIONNAIRE
that
Contracts Contracts that Contracts that submitted Contracts that submitted
Starting Well locality Submiea 3t | submitisd atieast | at ieast one at least slx monthly SW
quartenty four quarterty DBOH retum that contains retumns that contains
DBOH audit auat returns patient questionnairss patient questionnaires
retum
n % | n % n % n %

Leiceater 8 8| 100% 6 75% 6 7% 4 0%
Luton 7 71 100% | 6 86% ) 1% 2 2%
Miadissbrough* 7| s| 86%)] 1 4% 4 5% | 0 0%
Boiton 12 8 67% | 6 0% 7 58% | S 2%
Oldham 12 6 S0% | 3 5% 4 33% 2 17%
Rochdale 10 6 60% | 4 0% 6 0% 1 10%
Saitora 14 7 0% 3 21% 7 S0% | 3 21%
Blackbumn with Darwen 8 8| 100% | S 63% 7 &5% | 1 13%
Blackpool 4 4| 100% | 3 75% 4 100% 0 0%
Ealing 12 3 7% 6 0% K3 3% 1 %
Slough 4] 4] 100%) B 100% B 100% | : 100%
Wakeneld 7 7| 100% | 6 86% 7 100% 6 6%
Kingston upon Hull 7 7| 100% 7 100% 3 85% s T1%
TOTAL 112 87 78% &0 S4% 71 3% K 0%

Middiestecugh fins hed the progranme n April 2019

Not al iocelites paced the same requl rements cn contraciors 10 sulmit returns, for exanphe Creater Manchester dagensed wih Ba requrernent
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SAlis_roles 3nd leagaEhip

Uniike mandatory senvices, the nature of the contracted actvilies often called for dental teams to
aoquire new skilis and work In diferent ways:

9 think sometimes the dentist Akes 10 00 & themseiVes but (hat's NGt aWay's 3 COST-eMECTVe Way
of actually deivering the care 50 by training and upskiling other peopie in the practice 1o be
able (0 0D It has created some Capacky Dut | think that challenge has aways been. .. the Starting
w13mmsmamm1mnmmomm
them about the benefits of LENsIng Cther members of the team * (HHE)

The roie of the PPC and the support of the whole dental team were regarded as key for sucoessul
detvery:

7 think PPC” made It SUCCessA ... | think how she has arganised It and got everyons eise on
Doard I think the champlon is 3 big part of that, having SOmEone that's enthusiasc.” (Practice
Manager)

*..and | ink you'Ve got f0 get all the Sta¥ on board as well 10 make X SUCCeSSR I's not
Something that you can just do an your own." (PPC).

Some PPCs In particular expressed ongoing uncertainty about their role and a desire for more
suopet

7 think the cancept is 3 really good idea and when | frst heard about & and asked o be a part
of It | was reafy looking forward fo doing It but fve found it quite challenging [.. ] Pm not sure
whether I'm up 0 G3fe wth everything Decause there’s nodady 1o Say yes youe daing hat
right or O you're not doing X right and here's how to fix It” (PFC)

‘An annual get together would probably be benefickal [..] | think speaking with the
commISSIoNers and peaple 3s well Just though ey can et you know I¥ youre on track and
everybody gve 0eas and Just get that you know Just 10 make Sure that you are daing the right
thing Just a bt of @ secand opinion | think that would be beneficial to me’. (PPC)

The overal mporiance of effectve ciinica leadership at multpie levels was emphasised, both ©
support practice readiness for such programmes and 10 support delvery of unfamiliar aspects of the
programme, In particular the ASW acthvities. The challenges of resourcing this was identinad.

Lommissoning

Some COMMISSIONES and I0CA PArners who were aready heavily commitied found the acdtional
Wworkioad a challenge when estabilshing and moniionng the programme:

1 think there Was Something about the events [faunch events] were Incredily aCuit 1o
develop and do locally on fop of everything else and 3 huge amount of work locally... | think
perhaps some of that ST ... could have been done nationally S0 the LDN Chalrs presentations
there cousd have been a national Siide Set, there was a 500 Sef which we had 1 do signiicant
amount of wark on 1o tweak because actualy those .. are the impartant bits In terms of seling
the profect * (PHE Consuttant in Dental Pubic Health).
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Tt woulTve been nice If we had e Capacky 10 go out 10 83Ch practice and see the praciice,
see how R's working In practice and be able 10 have 3 nice Separate CoNVErsation weh each
champion but unfortunately. .. we've Deen Dying 1o manage this on top of the other workioad ’
(Locai commissioner)

Tt is resource Intensive because. .. II's Just a00ed to what we J0 we've not had more resource
fodo ... but what's Deen very helpfl and I think again this IS good the way I's been set up
nationally is the role of Public Health Engiand 50 they'e very photal o what we're daing. .. also
Heatn Education England have been very proactive around the training .. and aiso the local
authortty Input IS very Important 50 they are creating the environment %o Say locally this is a big
priorty for us.... S0 'S Jeft us really just having 0 WOrTy about In CommiSSIoning terms just
organising the process....! (Local Commissioner)

The process for monitoring achvity for the Starting Wedl practices was diferent from that for
mandatory dental services and this aspect was aiso at times challenging, not least through want of
dta Some COMMISSIoNErs emPNasised e IMportance of trust In relalionShips WEh Provicers and
e Importance of avokiing eXcessive scrutny.

Some mentoned the chalenge of not KNowing whether Ky INrmation on the Pogramme was
getting 10 all members of the cental team, for example where hey were rellant upon dssemination via
one member of the team and there was concam hat comMMUNICIon Was not good Wiin some
pracices.

Dental practices fit that the SW13 Initiative had brought benefits for both patients and Pracioes.
Partcutany, it heiped 10 reinfore and Prioize prevention, INCTease awareness of the Importance of
child oral health and Improve dental asendance. It aiso helped the dental 12am 10 estadish a
relationship With Iocal partners, provided a verttabie way of approaching local settings and an
opportunty 10 Integrate with e local community.

7100 think we've seen an Increase In the under-Ives. .. and what has been 3 raal eye opener I
pernaps because these are NOL PITENts Who We Saw reguiarnly .. you realise these pecpie don't
Know any of this Information S0 when they come back again in three months’ time you ¢an see
suageny theyve changed [..] or they come in and they bring their unch box and they go 15
my nch box healthy tis time’.... and they get exciied..” (Dental provider)

7 know with my recepSionist when ey book In 3 amlly &'s aways do you have any more
chikaren who need 1o Come In 50 they aways Iy and encourage familes rather than Just parents
to come In SO Our NUMDErS are Improving with chiaren.’ (PPC)

1 think what the big thing is that priar fo the Starting Well programme we were kind of doing &
and here was no formal way of approaching people, suddenly by being under the Starting Vel
umbrelia it gives us a more verfiadie way of going OL.... It was Just ke saying On I'm from
Fractice's name” but then I's 3 bit better saying | am part of Starting Well programme....!

(Dentai proviger)
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The local partnership heiped 10 Increase awareness In the community and to reinforce prevention
Messages. Some Practices mentionad that working with the community had been rewarding and good
for S13T morale. Some considenad that the NITAtve was Jready 3 SUCoRsS In thelr Practices.

7 think [Starting Wl I has complemented a Jot of the general work we do hvough [Starting
wel jocaity] frough our community inks but also we've nodiced Mke more and more parents
are undersianaing the Messages because theyve been gatting X rom aierent paces S0 not
Just fom e dentist but the health VISKOrS have deen gving e same messages.. ’ (Dental
provder)

1 think I's been good for Staf morale because &'s made people feel i Meyre achieving
Something over and above what they were doing before and you know... making a postive
contrbution o pecpie’s Ives | ink Nt has certainly SOMEhing hat’s come oSS and Mat's
been helpfl I think from as a provider.” (Dental provider)

1guess the actual programme Nas been SUCCESST aleady we've managed 1o Implement every
part of what they've asked for In the Quidelines, a couple of Starting hiccups alang the way but
now I's Just a part of "Practice name”... I's automatcally done everybody Knows what It is and
they know X has 10 be done and I's Just done realy SO yeah | Quess I's SUCCessi already.’
(PPC)

One commissionar mantionad that the broad principles of the programme and the expenance of

“doing someting diferent” Nad led 10 OMer cevelopments Such 35 aNAOJOUS Programmes for
resioents of care homes.

Seneraisapilty of indngs

The structured nature of the programme at e outset was feit to be advantageous In Mat core
elements were aready avalabie:

1 think that the way the programmes been deveioped and the implementation SooNe &'s
aimost exacty what NHS England commissioners have been looking for 3 scheme that has
everyming that you cousd possibly need 1o make X work. There's a business case in there
there's data COMECTION f0OLS there’s 3 COMMUNICANIons pian tere’s launch event guidance
there's an evaiuation pian there’s everything you possibly need I's easy o Simply take it
down change the name change Me Jocalty and then iBunch X somewnhere eise 5o X Is very
easy 1o repicate’. (Local Commissioner)

MMMbuthmm8“W“W
With volunteer dental practices which might not De reprocucibie W Other Practoes.
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4 Conclusions

The Starting Wil programme has provided a unique opportunity 10 expiore the ity of
commissioning activites Yom cental practices Miat have not been a feature of dental pracice since
NHS dental care commenced In 1348,

The estabilshment of e programme Was cleanty successiul and dental teams engaged
enthusiastically with the programme. The development of Innovative roles In practices has potental
and the role of support from dodies such 3s Heath Ecucation England seems key.

Whist the evaluation has significant Imitations, given the short imescales and, towarss the end of the
evaluation, the Impact of he COVID-19 pandemic, there were Indlcations of changes In preventive
practce and Increased acoess Dy young chilaren. 1t was not possibie, given the diverse nature of
Implementation and the limitad imescalie of the evallation, 10 a55e6s wWhether the programme had
resuted In Improved oral h2alth In the target popUATons and whither oral heaith Inaqualties had

recuced, Nor was It possidie to underake more IN-Gepth analysis of possbie SECONGArY IMpadts, such
35 0N 3JUR ACCESS OF provision of operatve dental care.

Implementing and maintaining e programme presented challenges for CoMMISSIoNars and
DIOVICESS; the Programme Was more compiex for commissioness to Implament, monior and support
and required practice teams to acquire new skils and foster new ralationships with I0cal paMers.

The aiity 10 Infegrate with e wider heaith and socdial care system, both In erms of drawing on
support for promoting uptake of dental care and In disseminating key hEalth Messages was Judgad
essantial 1o sucoessiul programme daiivery. Dental practices at times reporiad dMiculty In engaging
With OMer aspects of the iocal health and social care system and those IoCaIties With more developed
relationships found this easier.
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Appendix IV: Overview of online SW13 data capture

tool

NHS

England
NHS England Starting Well Programme:

Overview of online data capture tool
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Under 5s Prevention Programme - Starting Well England

- -

Thie fomm Ahaubd be wned 1o swbend rouw Mmonthly dsts for the Starting Well poet
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T
€ O s e e ° QoW i
F n O vopiren

NHS

Under Ss Prevention Programme - Starting Well England

How o complete the form

Please read the practice guide to data for further g before g the form.

The information you submit each month should relate to the previcus month, so the data submitted in January 2018
would relate % ir 9 d in D ber 2017

You can use the ‘Next' and Back’ buttons at the bottom of each screen to navigate through the form, do not try to use
the Back bution on your web browser 10 navigate. The Reset butten will clear all information eatered on the current
page of the form

Some questions will ask you 10 complete 3 single check box to indicate Yes' of 'No' 1o the question, where more than
one selecton is aliowed this »ill De clearly indicated. Questions which require a number in response Must be answered.
enter 0 in the box i there was no activity in the relevast month

Please check that you have entered all of the informasion correctly before clicking the submit bution mho end of the
form. Once you have compieted the form for any given month you should not make any further submis:

Paged

EEemerrmmane s e

« © 8 o TG v SRS 0Om . .o

INHS |

Under 5s Prevention Programme - Starting Well England

o € ey e

Baseline assessment

Hes the practice completed a Desetne Defivering Better Oral Heetth (DSON) avan?
Yo Ne

mmmemmumwmmmummm

). _ Mo
Does he practice have a flow chart for ] 7
) e

Page s
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T T T O

€ O 8 MU AL . Qe

Bl dow @ v dems

NHS
Under 5s Prevention Programme - Starting Well England
Does the practice have a champion in post?
e JNe

Has the practice heid @ monthly meeting for 3l dental team membErs ON Preventative Practice and Staruing Well?

) | N

Has the champion attended the MOt recent locality prevention network meeting?
Yoo No

Paje 6

C T T

|/ 10 gt i e 8 ) (] 5 gt e e o T
L« B e

P an O vwseen

NHS
Under 5s Prevention Programme - Starting Well England

New patients

s the practice actively taking on new patients who are under 3 years ol¢?
Yes One

Has the practice had an open day in the previous month?

O Yes One

Has a target high risk groupiocalty” been Identifed through the 1ocal preventon network?
7 Yer OnNe ) Unsure

‘o OVl Ly - Pene (O ) PUgA e GRAGAX @y S (T

The number of patients under $ the practice has taken on from the high risk groupiocality.

Page?
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T e R = T

- C | 8 an Moo vemanateeano " LR

NHS
Under 5s Prevention Programme - Starting Well England

New palients

The nember of patients aRending U pracice wio have Deen SIgnpPosted Lo Uie praciice Mom & named e0opted seling.
|

The nember of patients atending the practice who have been referred by health and social care staff,
[

1w ) ey e

The total number of patieats (WIthout a reguisr dentist) who have Deen referred 10 the practice Post extraction uncer
general arcsthesialsedation includs chicren under § ard their sitlings).

The total numder Of pateats who have aitended the Practice, having been referred Lo the PractCe, Post extraction
under general anesthesia'sedation (incLde chitdren unde- £ and their sbings)

The total number of patieats from the hgh risk groupiocality® who have besn refarred from e practice for sxtraction
under general anesthesia’sedation (i ude chidien unde’ £ end ther sbings )
|

e BACI e My bt SR M e S ¢ W a6 W) (v

Faget

N T

[HE R & m
- C 8w "y o o i

NHS
Under 5s Prevention Programme - Starting Well England

i Am G Verhren

Engagements with children's sarvices

The NuUmber Of healt and $ocal Care S1 engeged WIth during the month,
Which types of health anc soclal care s@aff have been engaged with?
Plaase saloet all that anply)

[ Sovm woour

() Nume

ol

(] meam varer

(7] Caner (prease spacey)

"D‘

-lﬂI
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e T, = TR

- 8 lecr  hepc wemoracuanays com = .

NHS
Under 5s Prevention Programme - Starting Well England

Oral health promotion

Dces Me practice have an oral Nealth Improvement dispiay with CONtent Uiet Nes Deen agreed Oy (he NEtwor?
O Yoo ) Ne

11 e € Vg hrvan

The number of parents or carers of pateats under 5 who have had 2 "Maka Every Contact Count’ contact
[

s the practice advertising & Is a breast feeding friendly practice?
Yes ' NO

The nember of 1oth brushing packs given te patients uacer &,
o

Page 10

7P c G EIGH AR - (= -eol
T S |
- C b ’ a0 I

PV e RIOm

1w G e

NHS
Under 5s Prevention Programme - Starting Well England

Oral health promotion

Dees Mie preciice supPon & Lot Dushing club?
2 Yoe No
The number of cther cral health events and Iritatives the practics has supporied In the previous month (e ude both n-

practce and wider sating activtes, but not 1aoth bashing chubs).
N

Plssse provide detalie of She ether oral heskhs events snd Inltistives supported,

L

Mas the practice adopted any new setings i the previous Morth that have been agreed by Me Network?
Y. O ne

Please provide cetads of the type Of acUVILies al e SeTings 300020 In the previous montn.
(

Fage N
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B! s O e S

NHS
Under 5s Prevention Programme - Starting Well England

advice and gliven to all 0 to 2 year olds

mnmanmmmu cuted 1o ariking
w--muao Botie feedng shoucd be dacoursged fom 12 | ]
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11w € Sapsaven

Under 5s Prevention Programme - Starting Well England
advice and grven to all 3o 4 year olds

Number Of reconds Nurebrer achieved Percertage schiered
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B. Poster Presentations
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COVID-19 pandemic).
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