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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 



 

ii 

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 

question. 
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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 

10th 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 

20th 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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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). 

 

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 
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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 (Dahlgren 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). 
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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 not 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 

model 

People from lower social classes are exposed to more hazards and have less 

material resources to protect themselves compared to those from higher social 

classes. 

Behavioural 

model 

 

Often referred as the cultural/behavioural 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-Herreño 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, Iow 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 



  Problems accessing health care 

January 2021 CC Salomon-Ibarra 13 

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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Figure 1.3. Dimensions of access according to Penchansky and Thomas (1981). 
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Figure 1.4. Barriers to dental care. Adapted from Freeman (1999a; b). 

 

 

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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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 



CONTEXT OF THE STUDY   

24 CC Salomon-Ibarra January 2021 

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). 

 

1.11 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 
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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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qualitative 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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1.11.3 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 

qualities 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 (Münevveroğlu 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 
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(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).  

1.12 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 
dental access 

-Can target high risk groups. An intervention in Greater 
Manchester (focusing on a re-orientation of dental services 
towards prevention and dental attendance) helped to attract 
families who had not previously been to a dentist. As part of 
the intervention, contact details of dental practices were 
distributed in local settings (PHE, 2014). 

-Evidence on the effectiveness of interventions 
targeting preschool and school children has 
been weak and inconclusive. 
-Uncertain impact on inequalities and cost. It 
can increase inequalities if groups are not 
appropriately targeted or there is a different 
response to the intervention. 
-Monitoring and evaluation can be difficult and 
expensive. 

PHE (2014). 

Health visitors -Health visitors can reach parents that might be difficult to 
access, provide advice and encourage them to adopt healthy 
behaviours. 
-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). 

-Might be only effective in encouraging 
mothers of younger children. 
-Requires training for health visitors. 

Bentley and Holloway 
(1993); Yuan et al. (2007); 
Weston-Price et al. (2020). 
 

Mobile unit at 
primary school 

-Can increase uptake and completion of dental treatment, as 
suggested by a study in a deprived area in Birmingham 
(Clarke et al., 1992). 
-Can overcome transport barriers and missed appointments. 
-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.  

-Their implementation and management can 
be difficult.  
-Factors such as cost, location, sustainability, 
and target population have to be considered. 

Clarke et al. (1992); Douglass 
(2005); Vashishtha et al. 
(2014); Simons et al. (2015); 
Doughty (2016). 
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Table 1.2 continuation. 

Intervention Advantages Disadvantages/Weakness References 

Dental 
screening 

-Provides an opportunity for early detection and treatment of 
oral diseases. 
-Can put children with dental needs into contact with dental 
services. 
-Can alert parents of a need of dental treatment in children. 

-Consent has to be obtained. 
-Recent studies have not found it effective at 
stimulating dental attendance. 
-The UK National Screening Committee (2014) 
does not recommend population screening in 6 
to 9-year-old children as there is not enough 
evidence to support it. 

Donaldson and Kinirons 
(2001); Joury et al. (2017); 
Arora et al. (2019); Milsom 
et al. (2006); Cunningham et 
al. (2009). 

Social 
marketing 
programmes 

-Can help to increase awareness of the availability of dental 
services and dental attendance.  
-Can address inequalities by targeting specific groups.  

-Evidence of their effectiveness is weak and 
inconclusive, especially in the long-term 
impact. 
-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. 

NSMC (2010); Ashford and 
Blinkhorn (1999); PHE 
(2014); NSMC (2010). 

Dental health 
education 

-Provides an opportunity to increase oral health knowledge in 
the population. 
-Can have a positive impact on oral health knowledge. 

-Successful oral health programmes can be 
time-consuming and hard to develop. 
-Requires funding and support. 
-Might have a minimal impact on dental 
attendance, especially in the long-term. 

PHE (2014); Worthington et 
al. (2001); Rayner (1992); 
Qadri et al. (2018). 

Health 
promotion 

-Can support parents to improve good oral health habits in 
children. 
-Can help to increase awareness on the importance of dental 
attendance. A systematic review of interventions on the 
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). 

-Interventions might not be effective at 
changing behaviour. 

Passalacqua et al. (2012); 
Whittle et al. (1994); 
Ramsdale and Landes (2014); 
Fadl et al. (2016). 



  Interventions and policies to improve dental attendance 

January 2021  CC Salomon-Ibarra         37 

Table 1.3. Selected examples of recent interventions developed at local level to improve child dental attendance in England. 

Programme 
Local 

Authority 
Aims Main activities/Interventions 

Building Brighter 
Smiles (PHE, 2014; 
Bradford District Care 
NHS, n.d.). 

Bradford 
and 
Airedale 
(Local 
Authority’s 
initiative) 

Improve oral health 
of young children. 

Brushing for life programme, led by health visitors involving fluoride toothpaste distribution, tooth 
brushing and oral health information to carers of children 6-9 months. 
Fluoride varnish programme in children age 2 to 4. 
“First steps to healthy teeth” dental health awards to promote good oral health in early year 
settings. 
Supporting dental practices to re-orientate services towards prevention. 
Practices were encouraged to deliver evidence based prevention and promote regular dental 
attendance for fluoride varnish application.  

Smile4Life Lancashire 
and Cumbria 
(Lancashire Children 
and Young People’s 
Trust, 2017).   

Lancashire 
(Developed 
in 
partnership 
with Local 
Authorities)   

Reduce dental 
caries in children 
and to establish 
the foundations of 
good oral health. 

Facilitate healthy diet. 
Support toothbrushing. 
Promote a healthy lifestyle. 
Promote regular dental attendance and ensure children have access to NHS dental services by 
providing consisting messages to parents and carers. 

Startwell, Birmingham 
Public Health 
(Birmingham 
Community 
Healthcare, 2020).  

Birmingham 
(NHS 
initiative) 

Obesity prevention 
programme in early 
years settings. 

Provide support and training to early years settings.   
Advice on oral health includes tooth brushing, diet and regular dental check-up. 
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Table 1.3 continuation 

Programme 
Local 

Authority 
Aims Main activities/Interventions 

Brighter smiles 
campaign-Increasing 
access to dental 
services (NSMC, 
2010).  

Kensington 
and 
Chelsea 
(NHS 
initiative) 

Increase self-
referral rates to 
NHS dental services 
and improve oral 
health in children 
and adults. 

Financial incentives for quality improvements, e.g. meeting friendly dentist criteria, relaxation 
technique for anxious patients. 
Online resources for dental practices. 
Multimedia registration campaign. 
Child oral health program including offering dental appointments and follow up (Bigger Smiles 
Campaign). 

Baby teeth Do Matter 
(PHE, 2014). 

Manchester 
(Local 
Dental 
Network 
initiative) 

To improve the oral 
health of preschool 
children. 

Re-orientation of dental services to encourage prevention and dental attendance through 
collaborative commissioning. 
Promotional materials with key messages provided by Local Dental Network. 
Toothpaste and toothbrush packs for families (with two to five years old) who reported that had 
not seen a dentist before.  

Healthy Teeth, Happy 
Smiles! (Murphy and 
Moore, 2018; Murphy 
et al., 2018). 

Leicester 
(NHS and 
Local 
Authority’s 
initiative) 

Improve oral health 
in preschool 
children. 

Integrating oral health into wider health and care services: among the activities, health visitors 
promote oral health including the recommendation of a first dental visit by the first year of age.  
Building personal skills of children, parents and carers. 
Oral health promoting in early years settings. 
Engagement with the local dental profession to promote prevention. 
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 it is 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. 

 

Figure 1.8. Aims and objectives of the research study. 

             

                    
                
                       
               
                    
               

                                                                    
                                                                      
                                                            

                    
                      
              
                     
                  
                     
                  
              

                                                                                      
                                                                                   
                                                   

                                                                         
                                                                           
                            

                                                                          
                                                                   
                            

                                                                                    

                                                                     





 
 

January 2021 CC Salomon-Ibarra 53 

 

CHAPTER TWO  

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 (RII) was calculated in order to compare 

inequalities. The RII 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 RII 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 RII is generated by dividing the predicted values of the 

two extremes (rank 0 and rank 1) (WHO, 2013). For this analysis, the RII was 

calculated using the generalized linear model. 

When categories are ranked from the most disadvantaged (rank 0) to the least 

disadvantaged (rank 1), a RII 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 RII 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 (CI) 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 0 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 (SII) and Relative Index of Inequality (RII) were used to examine and 

estimate the magnitude of inequalities. The values of SII and RII 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 SII 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 



        Methodology 

January 2021 CC Salomon-Ibarra 65 

population (WHO, 2013). The SII and RII are methodologically appropriate for 

this study because they consider the sample size of each socioeconomic group, 

in this case LAs. The SII and RII measures have been commonly used in health 

research to measure absolute and relative inequalities, respectively 

(Hosseinpoor et al., 2016). 

The calculation of the SII is similar to the RII (described in Section 2.2.1.3) but 

differs in that the SII 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 RII and SII 

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 SII 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 RII 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 

2.2.2.4.1 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 0 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 SII 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. 

 



INITIAL EXPLORATORY RESEARCH   

68 CC Salomon-Ibarra January 2021 

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 (% 

d3mft>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 0 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 0 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 

quintile 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% CI=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 RIIs 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 (RII=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. (RII=3.66, 95% CI=2.25, 5.95; 

p<0.001). 
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Table 2.1. Characteristics of the population study (Source: Child Dental Health 
Survey 2013, England, Wales and Northern Ireland). 

  
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 31.3 

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 21.5 

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   
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Table 2.2. Prevalence of dental caries experience (% of children 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    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   1.4 (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   2.13 (2.53, 1.59) 2.86 (3.98, 1.59) 2.08 (2.60, 1.59) 

Most deprived    2.5 (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) 2.6 (3.75, 1.15) 

2nd Quintile   1.4 (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   1.8 (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 
Deprivation 

England Wales Northern Ireland 

  PR 
P 

Value 
PR 

P 
Value 

PR 
P 

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 (RII) for dental caries experience, with 95% CI (Source: Child Dental 
Health Survey 2013, England, Wales and Northern Ireland). 

Index of 
Multiple 
Deprivation 

England Wales Northern Ireland 

  RR 
P 

Value 
RR 

P 
Value 

RR 
P 

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) 0.36 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 (1.31, 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 

and under 
  

Children aged 1 year 
and under 

  Children under 1 year 

  
Local Authority 

Rate 
% 

  Local Authority 
Rate 

% 
  Local Authority 

Rate 
% 

                  

Highest 
rates 

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 24.1   Oldham 9.0 

Cheshire West 
and Chester 

54.0   Stockport 24.1   Stockport 8.3 

Cheshire East 51.4   
Newcastle upon 
Tyne 

23.9   Rotherham 8.0 

Trafford 51.3   
Stockton-on-
Tees 

23.8   Rochdale 8.0 

Bath and North 
East Somerset 

51.2   Rotherham 23.7   Bolton 7.4 

Stockton-on-
Tees 

50.7   Oldham 23.6   
Cheshire West 
and Chester 

7.2 

Newcastle upon 
Tyne 

49.7   
Cheshire West 
and Chester 

23.3   Bury 6.9 

Rochdale 49.6   Northumberland 23.2   Northumberland 6.8 

                  

Lowest 
rates 

Southampton 27.0   
Southend-on-
Sea 

5.8   
North East 
Lincolnshire 

0.9 

Enfield 26.4   Tower Hamlets 5.6   
Brighton and 
Hove 

0.8 

Newham 25.6   Isle of Wight 5.6   Torbay 0.8 

Merton 23.5   Portsmouth 5.4   Hackney 0.7 

Waltham Forest 22.8   Suffolk 5.3   West Berkshire 0.7 

Kensington and 
Chelsea 

22.4   Havering 4.8   Southampton 0.7 

City of London 21.4   Waltham Forest 4.7   Waltham Forest 0.7 

Westminster 21.0   
North East 
Lincolnshire 

4.3   Havering 0.6 

Tower Hamlets 20.9   Southampton 3.9   Isle of Wight 0.5 

Hackney 17.0   Hackney 3.7   City of London 0.0 
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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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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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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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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 

2.3.2.3.1 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). 

2.3.2.3.2 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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2.3.2.3.3 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). 
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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.



                Results 

January 2021  CC Salomon-Ibarra         89 

 

Table 2.7. Rates of dental attendance in England (2017), by IMD quintile (Source: NHS Dental Statistics for England 2016-17). 

 

 

 

 

  
Children aged 0 to 17 

years old 
Children aged 5 years 

and under 
Children aged 1 year 

and under 
Children under 1 

year 

  DA % 95% CI  DA % 95% CI DA % 95% CI DA % 95% CI 

Most 
deprived 

57.4 (53.7, 61.1) 38.1 (34.6, 41.7) 13.9 (11.4, 16.4) 3.7 (2.8, 4.7) 

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 
deprived 

59.2 (56.4, 62.0) 38.1 (35.2, 41.0) 10.0 (8.5, 11.6) 1.9 (1.6, 2.3) 
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2.3.2.4 Variations in DA in younger children 

The values of SII 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 SII 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 SII 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% CI=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 SII 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 (CI)** 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 (CI) 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 SII 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 RII. 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 
years and under 

Children aged 19 
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)a 0.28 (0.06, 0.40) 0.46 (0.21, 0.66) 

rs -0.32 -0.24 
P value 0.0001 0.003 

SII (CI)b -0.003 -0.003 
P value <0.0001 0.001 

RII (CI) 2.7 2.0 
P value <0.0001 0.001 

aInterquartile 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. 

 

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 

Models 
df a 

  
Deviance   

Deviance 

difference 
  

P 

Valueb 
  Powers   

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 * 

                      
aDegress 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% CI   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 
variable 

Median 
% 

IQR 

IMDa 18.1 (12.9-25.2) 

White Ethnicityb 95.0 (87.4-97.4) 

Single parentingb 3.2 (2.6-3.9) 

Dental cariesb 20.8 (15.4-26.6) 

Dentist to 

population-ratioc 
59.8 (51.1-69.0) 

aIndex 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. 
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Table 2.12. Regression analysis for the association of deprivation (IMD 2015) and 
dental attendance in 0 to 5-year-old children (Source: NHS dental statistics 2017). 

   Model 1 Model 2 

Independent 
variable 

Coef. 95% CI  
P 

Value 
Coef. 95% CI  P Value 

IMDa -0.1 (-0.2, -0.03) 0.012 -0.39 (-0.53, -0.24) <0.0001 

White Ethnicityb _ 0.35 (0.29, 0.41) <0.0001 

Single parentingb _ 2.21 (0.91, 3.51) 0.001 

Dental cariesb _ 0.34 (0.25, 0.44) <0.0001 

Dentist to 
population ratioc 

_ 0.03 (-0.01, 0.07) 0.162 

R2   0.0194     0.3983   

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

  Interactions 

  
 

 IMD and Dental caries 
 

IMD and Ethnicity 
 

IMD and Single parenting 

Independent 
variable 

Coef. 95% CI  P Value Coef. 95% CI  P Value Coef. 95% CI  P Value 

IMDa -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 Ethnicityb 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 parentingb 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 cariesb 0.11 (-0.10, 0.31) 0.31 0.38 (0.28, 0.47) <0.0001 0.36 (0.26, 0.45) <0.0001 

Dentist to 
population ratioc 

0.03 (-0.01, 0.07) 0.20 0.05 (0.00, 0.09) 0.029 0.03 (-0.01, 0.08) 0.13 

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   

aIndex 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.             
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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% CI 

White Ethnicity 

1% 0.21 (-0.11, 0.53) 

25% -0.41* (-0.55, -0.27) 

50% -0.52* (-0.67, -0.36) 

75% -0.55* (-0.71, -0.39) 

Single Parenthood 

1% -0.53* (-0.72, -0.34) 

25% -0.47* (-0.63, -0.31) 

50% -0.41* (-0.56, -0.27) 

75% -0.35* (-0.49, -0.21) 

Caries Prevalence 

1% -0.59* (-0.79, -0.38) 

25% -0.48* (-0.64, -0.32) 

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 SII. 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 26th 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 

highest rates 
% 

  

Nearest local 

authority neighbour 
% 

South Tyneside 37.6   Redcar and Cleveland 22 

Tameside 27.2   Halton 12.2 

Rochdale 24.1   Derby 11.3 

Stockport 24.1   York 19.6 

Newcastle upon Tyne 23.9   Stoke-on-Trent 17.5 

Local Authorities with 

the lowest rates 
% 

  

Nearest local 

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 (d3mft) 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 

important 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 SII and RII 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 



        Discussion 

January 2021 CC Salomon-Ibarra 111 

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). 
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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 
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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 

Programme 
stages 

Process 

Process improvement evaluation:  
Uses findings from a specific study to inform decision making at a 
general level. It contributes to programme planning, design and 
development. 

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

Outcomes 

Outcome improvement evaluation:  
Looks to investigate how the programme interventions affect the 
outcomes, identifying which elements are more successful. It helps 
to identify areas that need improvement. 

Outcome-assessment evaluation:  
It assess the worth of a programme. Summative evaluation 
belongs to this approach. 
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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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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. 
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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 



METHODOLOGY   

122 CC Salomon-Ibarra January 2021 

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. 

 

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. Identifying 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 

quantitative 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 

Qualitative 
interviews 

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. 

Focus groups 

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. 

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.  

Documentary 
analysis 

It involves exploring content and meaning from texts or documents, e.g. 
official reports, diaries and letters. In public health, it might involve looking 
at hospital, clinical records and health education materials. It can be also 
used as a secondary analysis of transcripts of interviews or focus groups 
previously conducted. 

Action 
research 

The purpose of this method is related to personal and social change. It has 
been used in community development projects to research social issues 
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 

qualitative 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 

qualitative 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 

Grounded theory 

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 

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.  

Interpretative 
Phenomenological 
analysis 

This analysis is focused on exploring participants’ experiences looking to 

understand and interpret how those experiences are seen and perceived 

by the participant. It organises data within a framework, but emerging 

themes are discussed in more detail. It can serve to analyse individual 

cases or identified themes across a small group. 

Discourse 

The analysis is focused on language and aims to explore and understand 

meanings produced by language. It looks at “what” (social realities) and 

“how” (meanings) are created by language.  

Framework 

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 

summarised and analysed within a thematic framework which involves 

organising data by cases or individuals and by codes, comparing data 

across and within cases.  

Thematic 

This method analyses data by systematically identifying, organising and 

interpreting patterns of meanings across data. It is similar to content 

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 



METHODOLOGY   

136 CC Salomon-Ibarra January 2021 

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 

questions. 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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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 

question. 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). 

3.2.3.2 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, 

qualitative research helps to describe the form and nature of this, e.g. the 

experience of illness (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. 

Aim 
Looks to identify associations between 
variables, seeks general patterns. Aims 
to generalised findings. 

Looks to understand and interprets meanings.  
Seeks patterns exploring differences and 
divergences within the data. 

Data Use numbers. 
 Use words and images (written and spoken 
language). Data is narrow but detailed.  

Research 
questions 

How much, how many? 
Looks for statistical differences, 
correlations, predictors. 

What, why, how? 

Theory Testing, deductive.  Theory generating, inductive. 

Acquisition of 
knowledge  

Mainly through deduction.  Induction and deduction. 

Relationship 
between 
researcher and 
participant 

Data from participants is not affected 
by the researcher. The researcher is 
detached and impartial (objective). 

Researcher and participant influence each other. 
Values personal involvement and partiality 
(subjective). 

Objective. “Value-free” research is 
possible. 

Objective. “Value-free researcher” is not possible. 

Approach 

Reductionist, the design is 
predetermined. 

Holistic, flexible allowing to explore emerging 
ideas. 

Phenomena is understood from the 
perspective of the researcher. 

Phenomena is understood from the perspective 
of the participant. 

Focussed on objective measures. 
Focus on subjective meaning, understating 
process 

  Conducted in natural settings. 

Research 
instrument 

Uses a validated instrument, measures, 
questionnaires. 

Researcher is the primary instrument. 

Sampling 
Uses probability sampling determined 
by statistical calculations and it is 
representative of the population. 

Purposive and theoretical sampling reflecting 
diversity of the population (flexible to be adapted 
by emerging theory). 
Participant number is ideally determined by 
theoretical saturation. Involve a small number of 
participants. 

Method 
Fixed method (i.e. it may be difficult to 
change the research focus once data 
collection has commenced). 

Less fixed. 

Analysis 

Analysis after the collection of data. Analysis is simultaneous with data collection. 

Use of statistical analyses and formulas. Use non-statistical methods, there is no  formula. 

Can be completed relatively quick. 
As it is interpretative, can take longer to 
complete. 

Results 
Provide descriptive statistics, statistical 
evidence and prediction of effect of 
independent variables on an outcome. 

Detailed descriptions and explanations. 

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; Östlund 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.  

 

Figure 3.4. Local authorities in which SW13 was commissioned.



            The Starting Well programme 

January 2021  CC Salomon-Ibarra         145 

Table 3.6. Details of local areas participating in the SW13 (Department for Communities and Local Government, 2015a; NHS Digital, 
2017; PHE, 2018b; c). 

Local Authority 
IMD 
Rank 

IMD 
Average 

Score  

Dental caries 
in 5 years old 

% (2017) 

Dental Attendance rates (2017) Changes in the 
level of decay 

prevalence 
(Trend 

classification 
using PHE 
analysis) 

All 
children 

Children aged 
5 years and 

under 

Children aged 1 
year and under 

Children 
under 1 year 

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 44.5 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 5.1 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 33.4 9.5 2.0 - 

Slough 78 22.873 41.5 52.3 28.6 6.8 1.5 No change 

ENGLAND - - 23.3 58.3 38.1 11.7 2.8 - 



METHODOLOGY   

146 CC Salomon-Ibarra January 2021 

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.   



        The Starting Well programme 

January 2021 CC Salomon-Ibarra 147 

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: 

• Establishment of a designated Practice Prevention Champion (PPC) 

• 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 

• Fluoride varnish applications in the under fives 

• 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: 

• Number of external settings engaged with to promote oral health  

• Types of oral health promotion activities provided 

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

• 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 

qualitative 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 III. 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.  

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. 

Duration January 2018 to March 2020. 

DONABEDIAN 
MODEL 

Objectives 

Qualitative data Quantitative data 

1st Stage 2nd Stage 
Non-FP17 Data 

FP17 
Data 

Before 
implementation 
in SW practices 

Midway 
through 

implementation 

Practice 
Submission 

 Audit 
Patient 

Questionnaire 
 

Monthly  Quarterly Quarterly Annually 

                

DOMAIN 1: 
STRUCTURE 

Describe the SW13 areas, the commissioners and the practices: -Semi-
structured one-

to-one 
interviews with 

local 
commissioners 

and those 
involved in the 

design and 
planning of the 
initiative (local 
partners: PHE, 

BDA, HEE, LDNs) 
to capture 

experience in 
establishing 

local projects.  
-Observation of 
national/local 

meetings.  

-Semi-
structured one-

to-one 
interviews with 
dental practices 
to capture how 
they see their 

role 
developing, 

support needs, 
processes 
adopted, 
potential 

facilitators and 
barriers. 

Follow-up 
interview with 

local 
commissioners. 
-Observation of 

national and 
local meetings. 

        

i. The commissioning processes used to recruit and contract with 
practices joining the initiative. 

ii. The number of participating practices and pattern of provision 
(SWP/ASWP). 

iii. The contract models employed between NHSE and the dental teams. 

iv. Details of the local networks, including LDNs, LAs and early years leads.  

v. Local oral health strategies and other initiatives relevant to child oral 
health in the 13 areas. 

DOMAIN 2: 
PROCESS 

i. Practice development (identification of prevention champion, team 
development, audits). 

✓ ✓   
  

ii. Local partnership working (e.g. prevention champion working 
collaboratively with early years partners, local community, oral health 
improvement team / LA health improvement, local PHE).  

✓     
  

iii. Process adopted by dental practices. ✓       

DOMAIN 3: 
OUTCOMES 

Seeks to provide a narrative on:         

i. How access rates for younger children changed after the initiative 
commenced, particularly for children who were not regularly visiting the 
dentist. 

     ✓ 

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

✓ ✓ ✓ ✓ 
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Section 2A 

3.6  Qualitative study for the evaluation of the SW13 

programme 

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. At least one PPC and one dental provider (NHS contractor) in each of the 

eight SW13 District Commissioning Offices (DCOs). 

2. A range 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 
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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 SECOND STAGE 

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

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 

Structure 

Expected ambitions and 
benefits. 
Structure of the programme. 
Local context and programme 
suitability with local programs.  

Current shape of the programme. 
Current context and synergy with other 
programmes. 
Specific to dental practices:  
Practice organisation  
Experience during initial 
implementation. 

Process 

Recruitment of practices. 
Role of key partners/ 
Partnership working 
Required process to achieve the 
benefits. 
Anticipated challenges and how 
to overcome them. 

Recruitment of practices and 
contracting. 
Practice and PPC development. 
Training. 
Partnership working and local network. 
Information and monitoring. 
Challenges to date, facilitators and 
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. 

Outcomes 

Evaluation of success, 
anticipated outcomes and how 
they will be achieved.  
Key lessons. 

Evaluation of success and achievement 
of outcomes: 
Indicators of improvement to 
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. 
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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 II. 

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. 

 

https://d.docs.live.net/d1e83380379e3dc3/Work-Dissertation/Thesis%20draft%20Initial%20exploratory%20research%2020200610.docx?web=1
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• Transcripts were read, re-read and examined manually by the PhD researcher. 
• Topics from the interview guide were highlighted in different colours.  
• 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 
consultants in dental public health, dental practices and HEE. 

• 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 
categories according to the main themes identified. Similar codes were grouped. 

• A pattern-based approach was followed, for which frequent ideas related to the research question across the data were 
identified. “Saliency analysis” was also used. In this approach, important ideas that do not appeared frequently are also 
identified. 

• Relationships between themes were identified (overarching themes, themes and subthemes). 

• Themes were revised and refined to check agreement and coherence between themes and codes; checking themes towards 
codes across the whole data. 

•Both styles of thematic analysis descriptive and interpretative were used.  
•Analysis mainly focused on what the participants said (semantic and descriptive) rather than how it was said. 
•Extracts of data were selected to illustrate themes, show evidence of what has been stated and allow the reader to make own 
judgement between the interpretations and data.  

•Extracts were used as both illustrative example (semantic approach) and interpretative (latent approach). 

Reading and 
familiarising 

with data 

 

Coding data 

• Data extracts were cleaned and edited. Punctuations were added to aid readability once checking the audio again using intonation and 
pauses. Hesitations and repetitions were removed. Brackets […] were used when some data was removed. 

• 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. 

Reviewing 
potential 
themes 

 

Identifying 
patterns 

 

Defining and 
naming 
themes 

 
Writing up the 

analysis 

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 

i. Practice 
development 

All 
Practices 

-Has the practice completed a 
baseline DBOH audit? 

Practice 
submission 

Monthly 

-Has the practice completed an action 
plan for their baseline audit? 

-The practice has a flow chart for 
managing Safeguarding concerns 

-Does the practice have a prevention 
champion in post? 

-Has the practice held a monthly 
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 
quarterly patient questionnaire data? 

Patient 
Questionnaire 

Quarterly 

Has the practice submitted the 
quarterly DBOH re-audit data? 

DBOH Audit Quarterly 

ii. Local 
partnership 
working 

All 
Practices 

Has the champion attended the most 
recent locality network meeting? 

Practice 
submission 

Monthly Advanced 
SW 

Practices 

Number of health and social care 
staff engaged with during the month 

Types of social care staff engaged 
with. 
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Table 3.9. Continuation. 

  

SW 
Practices 

Indicators  Source data Frequency 

DOMAIN 3: OUTCOMES 

i. How 
access rates 
for younger 
children 
changed 
after the 
initiative 
commenced, 
particularly 
for children 
who were 
not regularly 
visiting the 
dentist  

All 
practices 

-Is the practice actively taking on new 
patients who are under 5 years old? 

Practice 
submission 

Monthly 

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 
anaesthesia/sedation (include 
children under 5 and their siblings). 

-The total number of patients who 
have attended the practice, having 
been referred to the practice, post 
extraction under general 
anaesthesia/sedation (include 
children under 5 and their siblings). 

-The total number of patients from 
the high-risk group/locality who have 
been referred from the practice for 
extraction under general 
anaesthesia/sedation (include 
children under 5 and their siblings). 

Advanced 
SW 

Practices 

-The number of patients attending 
the practice who have been 
signposted to the practice from a 
named adopted setting. 

-The number of patients attending 
the practice who have been referred 
by health and social care staff. 

All 
Practices 

-The number of new under-fives 
accessing care. 

FP17 Data Annually 
-The number of under-fives accessing 
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 

  -The number of under-fives accessing 
care. 

  

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

All 
practices 

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

Practice 
submission 

Monthly 

-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. 

All 
practices 

-The fluoride varnish rates for under-
fives. 

FP17 Data Annually 

All 
Practices 

-Prevention advice given to all 0- to 2-
year-olds. 

Practice Audit Quarterly 
-Prevention advice given to all 3- to 4-
year-olds. 

-Patient experience: Dental 
appointment visit. 

Patient 
Questionnaire 

Quarterly 

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

 





   
 

January 2021 CC Salomon-Ibarra 167 

 

CHAPTER FOUR 

4 RESULTS 

4.1 Introduction 

This Chapter presents the results from both, quantitative and qualitative research 

conducted for the SW13 initiative. As discussed in the previous chapter, 

quantitative 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. 

 

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 I think it’s been managed really 

well it’s funded, we’ve managed in [SW locality] to identify funding for it and I 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 I think that’s a really good thing you know I think that’s going to make it 

much more effective.’(BDA). 

‘What I 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). 



RESULTS   

170 CC Salomon-Ibarra January 2021 

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 I 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 I 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 I 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 […] 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’ (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). 



RESULTS   

172 CC Salomon-Ibarra January 2021 

‘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… I 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 I 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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4.2.3 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). 

‘I think there could have been (duplication) but because we’ve mapped out you know 

quite well I 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 I 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 … I definitely 

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

‘I thought it was a good opportunity to try because I 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. I think non dental 

people found it really helpful because I 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 I 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 […] I 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 I 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 I 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 I understood it a bit more I guess it was more vague at the 

introduction but it was helpful it give me an idea of what I 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). 

‘ 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…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 



RESULTS   

180 CC Salomon-Ibarra January 2021 

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 […] I 

think it’s positive we haven’t had any like I 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. 

UDAs). 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. 



        Programme implementation 

January 2021 CC Salomon-Ibarra 183 

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 

NHSE DCO 
area 

Starting Well 
locality 

Contracts* 
Physical 

locations** 

Contracts 
providing 
Advanced 

Starting Well 
services 

Contracts 
providing 

Preventative 
Starting Well 
services only 

n n n n 

Central 
Midlands 

Leicester 8 8 4 4 

Luton 7 7 6 1 

Cumbria and 
North East 

Middlesbrough 7 6 7 0 

Greater 
Manchester 

Bolton 12 13 12 0 

Oldham 12 12 12 0 

Rochdale 10 10 10 0 

Salford 14 14 14 0 

Lancashire 

Blackburn with 
Darwen 

8 8 7 1 

Blackpool 4 4 4 0 

London Ealing 12 12 12 0 

South Central Slough 4 4 4 0 

West 
Yorkshire 

Wakefield 7 7 5 2 

Yorkshire and 
The Humber 

Kingston upon 
Hull 

7 7 4 3 

            

TOTAL 112 112 101 11 

Percentage of contracts providing Advanced/Preventative 
Starting Well  

90% 10% 

*Annual contract value (NACV 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 

still 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 […] I 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 I 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 I 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 I like that it’s healthy competition so one 

practice will come in and say I’m doing this and somebody will go Oh I 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 I 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 I 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 I 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 I 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 I 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 […] I 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 I 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 I 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 I think they have very high expectations that this will be a cure 

all and it will happen very quickly and I think they also have some I 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 I 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 I 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 I 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… I 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 […] I 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 I 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 I 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 I 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 participation 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 I 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 IV).  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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Figure 4.2. Proportion of contracts (dental practices) that submitted SW13 monthly 
returns from February 2018 to March 2020. 
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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. 

NHSE DCO area  
Starting Well locality 

  
Contracts 

Contracts that 
submitted at least 
one monthly SW 

return 

Contracts that 
submitted at least 

six monthly SW 
returns 

Contracts that submitted at 
least two monthly SW returns 
in the last six months of the 

programme                        
(Oct 2019 to Mar 2020)  

n n % n % n %  

Central Midlands 
Leicester 8 8 100% 4 50% 1 13%  

Luton 7 7 100% 4 57% 2 29%  

Cumbria and 
North East 

Middlesbrough* 7 7 100% 0 0%      

Greater 
Manchester 

Bolton 12 9 75% 7 78% 3 25%  

Oldham 12 7 58% 3 43% 3 25%  

Rochdale 10 7 70% 3 43% 3 30%  

Salford 14 9 64% 5 56% 3 21%  

Lancashire 

Blackburn with 
Darwen 

8 8 100% 6 75% 2 25%  

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. 

NHSE DCO area 
  

Starting Well locality 
  

Contracts  

AUDIT PATIENT QUESTIONNAIRE 

Contracts that 
submitted at 

least one 
quarterly DBOH 

audit return 

Contracts that 
submitted at 

least four 
quarterly DBOH 

audit returns 

Contracts that submitted 
at least one monthly 
return that contains 

patient questionnaires 

Contracts that submitted 
at least six monthly SW 
returns that contains 

patient questionnaires 

n n % n % n % n % 

Central 
Midlands 

Leicester 8 8 100% 6 75% 6 75% 4 50% 

Luton 7 7 100% 6 86% 5 71% 2 29% 

Cumbria and 
North East 

Middlesbrough* 7 6 86% 1 14% 4 57% 0 0% 

Greater 
Manchester 

Bolton 12 8 67% 6 50% 7 58% 5 42% 

Oldham 12 6 50% 3 25% 4 33% 2 17% 

Rochdale 10 6 60% 4 40% 6 60% 1 10% 

Salford 14 7 50% 3 21% 7 50% 3 21% 

Lancashire 

Blackburn with 
Darwen 

8 8 100% 5 63% 7 88% 1 13% 

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 
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.  

NHSE DCO area 
  

Starting Well locality 
  

Contracts that 
submitted at 

least one 
monthly SW 

return 

Contracts reporting 
completing a 

baseline DBOH audit 
and action plan 

Contracts reporting 
having a flow chart 

for managing 
safeguarding 

concerns 

Contracts reporting 
having practice 

prevention champion 
in post 

 (at least once) 

Contracts reporting 
monthly dental 
team meetings 
 (at least once) 

n % n % n % n % n % 

Central 
Midlands 

Leicester 8 100% 8 100% 8 100% 8 100% 8 100% 

Luton 7 100% 7 100% 7 100% 7 100% 7 100% 

Cumbria and 
North East 

Middlesbrough 7 100% 5 71% 7 100% 7 100% 7 100% 

Greater 
Manchester 

Bolton 9 75% 8 67% 9 75% 9 75% 9 75% 

Oldham 7 58% 6 50% 7 58% 6 50% 7 58% 

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% 4 100% 4 100% 4 100% 

West Yorkshire Wakefield 7 100% 7 100% 7 100% 7 100% 7 100% 

Yorkshire and 
The Humber 

Kingston upon Hull 7 100% 7 100% 7 100% 7 100% 7 100% 

                        

% from total of practices that submitted 
information 

96 _ 88 92% 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 
locality 
  

Contracts reporting actively 
taking on new patients <5yrs 

Contracts reporting oral 
health improvement display 

Contracts reporting practice 
is breastfeeding friendly 

n % n % n % 

Central Midlands 
Leicester 8 100% 8 100% 8 100% 

Luton 7 100% 7 100% 7 100% 

Cumbria and 
North East 

Middlesbrough 7 100% 7 100% 7 100% 

Greater 
Manchester 

Bolton 9 75% 7 58% 9 75% 

Oldham 7 58% 6 50% 6 50% 

Rochdale 7 70% 5 50% 6 60% 

Salford 9 64% 6 43% 8 57% 

Lancashire 

Blackburn with 
Darwen 

8 100% 8 100% 8 100% 

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% 

Yorkshire and The 
Humber 

Hull 7 100% 7 100% 7 100% 

                

% from total of practices that 
submitted information 

96 100% 88 92% 91 95% 

                

% 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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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).  

Audit indicators 

% of cases examined where advice recorded as given 

Feb-June 
2018 

Jul-Dec 
2018 

Jan-Jun 
2019 

Jul-Dec 
2019 

Jan-Mar 
2020 

TOTAL 

Prevention advice and treatment given to all 0 to 2-year olds             

1. Parents should brush twice daily as soon as teeth erupt 83% 95% 95% 98% 86% 94% 

2. Parents should brush last thing at night and on one other 
occasion 

84% 89% 94% 97% 85% 92% 

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 
from 12 months old 

64% 75% 80% 82% 74% 77% 

6. Sugar should not be added to weaning foods 59% 74% 76% 87% 75% 77% 

7. Frequency and amount of sugary foods and drinks should be 
reduced 

79% 91% 94% 96% 84% 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. 



            Delivery of the initiative in dental practices 

January 2021  CC Salomon-Ibarra        207 

Table 4.7. Prevention advice and treatment given to all 3 to 4-year olds (Source: Quarterly preventative practice (DBOH) audit 
returns). 

Audit indicators 

% of cases examined where advice recorded as given 

Feb-June 
2018 

Jul-Dec 
2018 

Jan-Jun 
2019 

Jul-Dec 
2019 

Jan-Mar 
2020 

TOTAL 

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. Use a pea-sized amount of toothpaste containing more than 
1000ppm fluoride 

70% 87% 88% 90% 81% 86% 

4. Spit do not rinse 69% 81% 87% 90% 83% 84% 

5. Frequency and amount of sugary foods and drinks should be 
reduced 

86% 90% 88% 93% 82% 89% 

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% 

11. Application of fluoride varnish for high-risk children more than 
twice a year 

77% 75% 75% 74% 63% 74% 

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. 



RESULTS   

208  CC Salomon-Ibarra January 2021 

4.4.2 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 

I think it’s something that we’re all at least in our practice more involved […] I 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... I 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 particularly 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: 
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‘We didn’t encourage babies to come to the practice, Starting Well I 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 I 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 I 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 

I know a few of the other practices have only had one or two people turn up… we had 

about  0 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 […] I expected 

a bit more from the referrals I expected the children’s centres and health visitors to have 

been able to bring more children… I don’t know it it’s quite steady like there’s always 

people of that age being accepted and being offered appointments, but I 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). 

SW Area 

12 months 
to Jan 2018 

12 months 
to Jan 2019 

12 months 
to Jan 2020 

Difference 2018-2019 Difference 2019-2020 Difference 2018-2020 

n n n 
Difference 
in number 

% change 
Difference 
in number 

% change 
Difference 
in number 

% change 

Central Midlands 

Leicester (incl. SW contracts) 10,775 10,825 10,347 50 0.5 -478 -4.4 -428 -4.0 

Leicester SW Contracts 1,599 1,507 1,838 -92 -5.8 331 22.0 239 14.9 

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 
North East 

Middlesbrough (incl. SW contracts) 4,256 4,298 4,118 42 1.0 -180 -4.2 -138 -3.2 

Middlesbrough SW Contracts 2,725 2,905 2,749 180 6.6 -156 -5.4 24 0.9 

Greater 
Manchester 

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 
Oldham SW Contracts 3,802 3,992 3,861 190 5.0 -131 -3.3 59 1.6 

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 2.9 638 9.4 
Salford SW Contracts 2,978 3,378 3,612 400 13.4 234 6.9 634 21.3 

Lancashire 

Blackburn w. Darwen (incl. SW contracts) 4,257 4,367 4,525 110 2.6 158 3.6 268 6.3 

Blackburn w. Darwen SW Contracts 2,058 2,121 2,249 63 3.1 128 6.0 191 9.3 

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 

South Central 
Slough (incl. SW contracts) 3,258 3,510 3,970 252 7.7 460 13 712 21.9 

Slough SW Contracts 1,074 1,243 1,505 169 15.7 262 21.1 431 40.1 

West Yorkshire 
Wakefield (incl. SW contracts) 8,630 9,358 9,718 728 8.4 360 3.8 1088 12.6 

Wakefield SW Contracts 2,025 2,311 2,484 286 14.1 173 7.5 459 22.7 

Yorkshire and 
The Humber 

Kingston upon Hull (incl. SW contracts) 7,032 7,236 7,505 204 2.9 269 3.7 473 6.7 

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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Figure 4.7. Rates of fluoride varnish in children aged under 5 in SW13 areas (Source: FP17 data). 
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Figure 4.8. Rates of fluoride varnish in children aged under 5 in 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). 

SW Area 

2016-17 2017-18 2018-19 2019-20 Difference 2016/17 - 2019/20 

n %* n % n % n % 
Difference 
in number 

Difference 
in % 

% change 

Central Midlands 

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 

Leicester SW Contracts 1,027 38.3 1,331 45.9 1,609 52.9 1,791 51.6 764 13.3 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 
East 

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 

Middlesbrough SW Contracts 2,130 42.7 2,161 44.5 2,543 47.2 2,205 45.7 75 3.0 3.5 

Greater Manchester 

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 

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 

Lancashire 

Blackburn w. Darwen (incl. SW contracts) 2,405 27.7 2,813 34.6 2,797 32.9 2,831 32.6 426 4.9 17.7 

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 
Humber 

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 

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. 

 



           Delivery of the initiative in dental practices 

January 2021 CC Salomon-Ibarra 221 

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 

qualitative 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).  

 



          Delivery of the initiative in dental practices 

January 2021  CC Salomon-Ibarra        223 

Table 4.10. Indicators from patient questionnaire regarding oral health promotion in the dental visit (February 2018 to March 2020). 

Indicator 

All children Children aged one year and under 

2018 2019 2020   2018 2019 2020   

Feb-
Jun  

Jul-
Dec  

Jan-
Jun 

Jul-
Dec  

Jan-
Mar  

Feb 2018 - 
Mar 2020 

Feb-
Jun  

Jul-
Dec  

Jan-
Jun  

Jul-
Dec  

Jan-
Mar 

Feb 2018 - 
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% 

                          

                                                                    ’        

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% 

                                        ’                

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% 
What the child eats and 
drinks 

71% 72% 69% 70% 74% 71% 75% 75% 74% 74% 81% 75% 

How often to visit the 
dentist 

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). 

Indicator 

All children Children aged one year and under 

2018 2019 2020   2018 2019 2020   

Feb-Jun  Jul-Dec  Jan-Jun Jul-Dec  Jan-Mar  
Feb 2018 - 
Mar 2020 

Feb-
Jun  

Jul-
Dec  

Jan-
Jun  

Jul-
Dec  

Jan-
Mar 

Feb 2018 - 
Mar 2020 

Agreement/Disagreement with the following statements:   

The dentist listened carefully to what I 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 I in a way that I 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% 

I 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 I 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% 

I feel confident that I 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% 

I feel confident that I 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% 

I feel confident that I 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% 

I 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 I 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 I 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 I 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 
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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). 

Indicator 
Number 

of 
practices 

Feb 2018 - Jan 
2019 

Feb 2019 - Mar 
2020 

n % n % 

Any reported engagement with health and social care staff* 

Advanced Starting Well 
Practices 

101 34 37% 29 29% 

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* 

Advanced Starting Well 
Practices 

101 39 39% 41 40% 

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 I 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). 
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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 I 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 [          ’      ] 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 I 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). 

• 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 I think we need to work on is to get into better contact 

with GP’ (PPC). 

‘I went to GP practice as well and I 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 I 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). 

• 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 I 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… I 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 I 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… I 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). 
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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 I 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 I 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 I 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 I think that challenge has 

always been… the Starting Well    because there’s been a payment attached I 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 I think how she has organised it and got 

everyone else on board I 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… I 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 I really enjoyed it at 

first and if I 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… I 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 […] I 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 I think is missing which would be a good facilitator is a package or a toolkit for 

the prevention champions I know there’s guidance out there I 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 I 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 
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been you know a bit slow… I 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… I 

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 I 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 I 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 […] I think they have needed a lot more support 

from us and they were looking to us for that support whereas I 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 I need to do 

this can I 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 I 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 I don’t think was necessary this sort of deta il 

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 I think we’re a lot 

better at you know in submitting all the data now at the moment I 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 I 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 

questionnaire 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 I 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 
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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 I 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 I think that has certainly something that’s 

come across and that’s been helpful I 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 I 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 I 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 I think it would take at least two years and to see if 

there was any improvement but I 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 I think I 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 I 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 […] I 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: 

‘… I 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 I 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 I think it really does need to carry forward…’ 

(PPC/Practice Manager). 

4.10 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 I 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 I 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 I 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). 

4.11 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 

• There is potential in dental practices to undertake oral health improvement activities and there 

are likely to be passionate PPC within dental teams. 

• There is untapped capacity among dental care professionals to take on leadership roles within 

practices for such activities.   

• With support and internal leadership, practices are able to adopt a more preventative focus. 

Facilitators for delivery 

• Dental teams providing these services require training, including leading change in clinical practice.   

• Practice oral health improvement networks may help support dental teams. 

• Initiatives 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. 

• 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.   

• 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. 

• Commitment from dental providers is key and commissioners need assurance that the required 

resources will be applied to deliver the programme.  

Commissioning and monitoring 

• Commissioning of these programmes is not resource neutral in terms of commissioning capacity, 

requiring considerable facilitation and monitoring to ensure delivery. 

• 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. 

• 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. 

• 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. 

written advice, leaflets, visual aids, internal 

toothbrushing clubs, kids club during holidays, one to 

one support to patients.  

• Use of social media, e.g. to advertise the programme 

and the practice activities. 

• Upskilling the dental team. 

 

• Increase awareness of the importance of 

oral health and dental attendance in both, 

all members of the dental team and 

patients. For example, displays were 

successful in having an impact on the 

patient. / Good feedback from patients. 

• Development of new skills in members of 

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. 

PROCESS II: Taking on new patients 

• Advertising and facilitating access. 

• Prioritising young children. 

• Increasing capacity to allocate the whole family. 

• Open days. 

• Having a referral process.  

• Encouraging parents of young children, pregnant 

mothers. 

 

• Increasing awareness of dental 

attendance at early years. 

• Whole families attending. 

• Encouraging parents to bring their children can be 

challenging. 

• Ensuring that children from higher risk 

backgrounds make use of dental services require 

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. 



RESULTS        

254  CC Salomon-Ibarra       January 2021 

PROCESS III: Engaging with the community 

• Linking with local settings and health care 

professionals: schools, nurseries, baby weighing 

clinics, community centres/ mosques. 

• 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. 

• 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. 

 

 

• Necessary to support practices in making links 

with the community and develop contacts with 

local partners. 

• 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. 

• Having a better communication with schools and 

therefore more access to provide talks and oral 

health education.  

• 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 0 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 

quality 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. 

 

 

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. 

Qualitative 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, 
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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 
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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). 
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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).  



DISCUSSION  

266 CC Salomon-Ibarra January 2021 

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 (Iqbal 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: 

• Demonstrating personal qualities  

• Working with others  

• Managing services  

• Improving services  

• Setting direction  

• Creating the vision  

• 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 



             DISCUSSION 

January 2021 CC Salomon-Ibarra 277 

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 

qualitative 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 

quality 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 26th 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. 





 
 

January 2021 CC Salomon-Ibarra 291 

 

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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• It 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. 

• 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 II: Interview guide 

First Stage of interviews 

NHS CENTRAL TEAM 

1. Introduction (For all interviews) 

• 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, I 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. 

• 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 

• 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 

• 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 

• 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? 

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. 
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- What are the processes to improve prevention by the dental team? 

 

5. Challenges 

• 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? 

• Do you envisage any other challenges? How do you plan to overcome them? 

- Contract and payment issues? 

 

6. Key lessons 

• If there had been no constraints, how the project would have been designed differently? 

• What would you say are the key lessons to date? From the design and implementation of the programme. 

• How this initiative could be used in the future? 

 

7. Additional comments.  

• Is there any questions you think I should asked and I didn’t? 

 

8. THANK YOU for all that valuable information.  
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LOCAL COMMISSIONERS 

1. Introduction 

• Presentation and permission to record. 

2. Interviewee background 

• Could you tell me a little about your career? How long have been in your position?       

 

3. Initiative 

• How did you first hear of the Starting Well initiative? 

• 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? 

• 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. 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? 

• What has been your role in supporting the recruitment? 

• Is there something that could be done to help you with the recruitment? 

 

6. Local Partners 

• How other local partners organisations have been involved in the project?  

• Who are the key local partners in making the project a success? 

 

7. Leadership 

• Who is the local lead for the project? 

• How the programme was communicated to dental practices?  

• Were there any issues in communicating the programme to dental practices? 

 

8. Launch of the project 

• Were you at the launch of the project? Who else was at the launch?  

Aims and Objectives:  

To capture the experience of those involved in the design and initiation of the Starting Well Programme, 
especially about: 

1. Structure and processes of the programme and local context. 
2. Anticipated outcomes and how they will be achieved. 
3. Role of key partners. 
4. Anticipated challenges and constraints and how to overcome them. 
5. Key lessons. 
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• Were the dental team members at the launch? 

• When did it take place? 

• How successful do you think it was? 

 

9. Benefits 

• What benefits do you envisage from the initiative? 

• How those benefits will be achieved? 

• 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 

• 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? 

 

11. Challenges  

• Could you tell me about the main challenges you have experienced and how you have overcome them?  

• 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 

• What other challenges can you anticipate? 

• How do you plan to overcome them? 

• What is the role of your organisation and local partners in mitigating them? 

 

13. Key lessons 

• If there had been no constraints, how the project would have been designed differently? 

• From the design and implementation of the programme. What would you say are the key lessons to date?  

• How this initiative could be used in the future? 

 

14. Additional comments 

• Are there any questions you think I should asked and I didn’t? 

• 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 

 

1. Introduction. 

• Presentation and permission to record. 

2. Interviewee background 

• Could you tell me a little bit about your career? How long have been in your current position?  

 

3. Initiative 

• How did you first hear of the Starting Well initiative? 

• 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? 

• 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 

• How other local partner organisations been involved in the project?  

• Who are the key local partners in making the project a success? 

 

6. Leadership 

• Who is the local lead for the project? 

• How the programme was communicated to dental practices?  

• There were any issues in communicating the programme to dental practices? 

 

7. Launch of the project 

• Were you at the launch of the project? Who else was at the launch?  

• How successful do you consider it was? 

 

8. Benefits 

• What benefits do you envisage from the initiative? 

• How those benefits will be achieved? 

Aims and Objectives:  

To capture the experience of those involved in the design and initiation of the Starting Well Programme, 
especially about: 

1. Structure and processes of the programme and local context. 
2. Anticipated outcomes and how they will be achieved. 
3. Role of key partners. 
4. Anticipated challenges and constraints and how to overcome them. 
5. Key lessons. 
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• 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? 

• Do you have a timescale to achieve those benefits?  

 

9. Outcomes 

• 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? 

 

10. Challenges  

• Could you tell me about the main challenges you have experienced and how you have overcome them?  

• 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 

• What other challenges can you anticipate? 

• How do you plan to overcome them? 

• What is the role of your organisation and local partners in mitigating them? 

 

12. Key lessons 

• If there had been no constraints, how the project would have been designed differently 

• What would you say are the key lessons to date? From the design and implementation of the programme. 

• How this initiative could be used in the future? 

 

13. Additional comments 

• Are there any questions you think I should asked and I didn’t? 

• Is there anything else you would like to add? 

 

14. Thank you for all that valuable information. 

  



Appendix II Interview guide  

326 CC Salomon-Ibarra January 2021 

LOCAL DENTAL NETWORK CHAIR 

 

1. Introduction. 

• Presentation and permission to record. 

2. Interviewee background 

• Could you tell me a little about your career? How long have been in your current position?  

 

3. Initiative 

• How did you first hear of the Starting Well initiative? 

• 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? 

• 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?  

• Who are the key local partners in making the project a success? 

 

6. Leadership 

• Who is the local lead for the project? 

• How the programme was communicated to dental practices?  

• There were any issues in communicating the programme to dental practices? 

 

7. Launch of the project 

• Were you at the launch of the project? Who else was at the launch?  

• How successful was it? 

 

8. Practices recruited 

• Could you tell me a little about how practices are recruited? 

Aims and Objectives:  

To capture the experience of those involved in the design and initiation of the Starting Well Programme, 
especially about: 

1. Structure and processes of the programme and local context. 
2. Anticipated outcomes and how they will be achieved. 
3. Role of key partners. 
4. Anticipated challenges and constraints and how to overcome them. 
5. Key lessons. 
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• What is your role in supporting the recruitment? 

• Is there something that could be done to help with the recruitment? 

 

9. Benefits 

• What benefits do you envisage from the initiative? 

• How those benefits will be achieved? 

• What will be your role and the role of local partners in maximising those benefits? 

• 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?  

• How does success look like? 

 

11. Challenges  

• Could you tell me about the main challenges you have experienced and how you have overcome them?  

• 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 

• What other challenges can you anticipate? 

• How do you plan to overcome them? 

• What would be your role and the role of local partners in mitigating them? 

 

13. Key lessons 

• If there had been no constraints, how the project would have been designed differently? 

• From the design and implementation of the programme. What would you say are the key lessons to date?  

• 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 

1. Introduction. 

• Presentation and permission to record. 

2. Interviewee background 

• Could you tell me a little about your career? How long have been in your current position?  

3. Initiative 

• How did you first hear of the Starting Well initiative? 

• Were you involved in the planning and preparation? 

• 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? 

• Do you envisage any other challenges? How do you plan to overcome them? 

 

7. Key lessons 

• If there had been no constraints, how the project would have been designed differently? 

• What would you say are the key lessons to date? 

• How this initiative could be used in the future? 

 

8. Additional comments 

• Is there any question you think I should asked and I didn’t? 

• Is there something else you would like to add? 

 

9. THANK YOU for your time and for all that valuable information  

Aims and Objectives:  

To capture the experience of those involved in the design and initiation of the Starting Well Programme, especially about: 

1. Particular role in the Intervention. 
2. Dedicated training. 
3. Anticipated outcomes and how they will be achieved. 
4. Anticipated challenges and how to overcome them. 
5. Key lessons. 
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2nd Stage of Interviews 

LOCAL COMMISSIONERS 

 

1. Introduction. 

• Presentation and permission to record. 

 

2. About interviewee (If the person has not been interviewed before) 

• Could you tell me a little about your career?  

• How long have been involved in the Starting Well?     

• How have you been involved in implementing it?   

 

3. Total number of practices that have been recruited (sense checking the inventory) 

• At the 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? 

 

• When did dental practices start to deliver the program? 

 

4. Local context and whether this has changed 

• 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.   

• In the 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) 

 

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, c) sustainability and d) key 

lessons. 

 
4. Key lessons. 
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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 

• 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 

• Synergies or conflicts with the other NHS contracts held by the contractors?  

• Commissioning capacity  

 

8. Establishing local networks  

• In the previous interview, local networks were about to get established, how has it changed? 

• Which local partners have been involved? 

• 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)? 

• Support received from local partners (PHE, HEE, LA 

 

10. Practice / PPC development. Facilitators and barriers 

• Perceptions on how easy it has been for practices and PPCs to adapt to their new role 

• Key factors facilitating practices and PPCs to develop SW interventions? 

• 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? 

• Have you experienced any challenges in communicating with dental practices / PPCs? 

• 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 

• Have practices reported challenges related to data reporting and monitoring? 

• Are you aware of any information gaps, e.g. practices not submitting information? 

• 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 

• What indicators of improvement have you seen? 



                                                                              Appendix II Interview guide 

January 2021 CC Salomon-Ibarra 331 

- 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 

• How will you evaluate the success of the programme?  

• How does success look like for you at this stage? 

 

14. Sustainability of programme in longer term 

• In the 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? 

• What do you think could be improved? 

 

16. Anything not asked that had been anticipated / expected 

• Are there any questions you think I should asked and I didn’t? 

• Is there anything else you would like to add? 

 

17. Thank you for all that valuable information. 
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LOCAL PRACTICE PREVENTION CHAMPIONS 

 

 

1. Introduction. 

• Presentation and permission to record. 

 

2. About interviewee 

• Could you tell me a little bit about your career?  

-Background / normal tasks (outside SW) 

• When did you start your current position as Local Champion? 

• How did you get involved? 

• Is your practice an Advance Starting Well?  

-Nature of practice (ASW / SW), NHS commitment 

 

3. Understanding the purpose of the programme 

• 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 

• Were you at the launch of the programme?  

• 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? 

• What support for dental practices do you think is needed? 

-Training needs 

 

5. Understanding of the role of the practice in delivering the programme 

• 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 

• What would you say is the main role of dental practices? 

 

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. 

3. Outcomes: Indicators of improvement to date, measures of success and key lessons. 

4. Key lessons. 
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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 

• (In relation to prevention) Is the practice working in a different way to how it was working before SW? 

• What have facilitated these actions?  

• What challenges have the dental practice experienced? 

• 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? 

• 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? Comments on (from Service 

Specification section 7). 

• (As a whole) What do you consider has facilitated the implementation? 

• Could you tell me about the main challenges that the practice has experienced in implementing the 

programme and how have they been overcome?  

• 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. 

• What has been your main role in supporting the implementation of the programme? 

• How easy have you found it to take this role on? 

• What personal challenges have you experienced 

• 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? 

• If you were starting again would you want things to be different? 

 

11. Specific comment on following roles  

• 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 I should ask and I 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 

 

1. Introduction. 

• Presentation and permission to record. 

 

2. About interviewee 

• Could you tell me, how long have you been working in this dental practice? 

• How did you get involved in the Starting Well? 

• Is your practice an Advance Starting Well?  

• How many dental performers are involved in the Starting Well? 

• 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  

• I 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? 

• What support for dental practices do you think is needed? 

 

4. Understanding the purpose of the programme 

• What do you expect from the programme? / What benefits do you expect? 

 

5. Understanding of the role of the practice in delivering the programme 

• What would you say are the main process in which practices will deliver the programme to achieve the 

benefits? 

• 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 

• (In relation to prevention) 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 engaging with prevention activities? 

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. 
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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?  

• I 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 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? 

 

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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• What do you think could be improved? 

 

14. Anything not asked that had been anticipated / expected  

• Are there any questions you think I should asked and I didn’t? 

• Is there anything else you would like to add? 

 

15. Thank you for all that valuable information. 
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HEALTH EDUCATION ENGLAND 

 

1. Introduction. 

• Presentation and permission to record. 

 

2. Interviewee background 

• Could you tell me a little about your career? e.g. How long have been in your current position?  

 

3. Initiative 

• 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 I 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? 

• Have specific training needs been identified?   

• How have practices have been supported in relation to training? 

 

6. Challenges 

• What are the main challenges you have experienced in relation to your role? 

If not, what challenges have you observed others struggle with? 

• Do you envisage any other challenges? How do you plan to overcome them? 

-Sustainability 

 

7. Key lessons 

• If there would have been no constraints, how the project would have been designed differently? 

• What would you say are the key lessons to date? 

• How this initiative could be used in the future? 

 

8. Additional comments 

Aims and Objectives:  

To capture the experience of those involved in the design, initiation and establishment of the Starting Well Programme, 
especially about: 

1. Particular role in the Intervention. 
2. Dedicated training. 
3. Anticipated outcomes and how they are being achieved. 
4. Challenges and how to overcome them. 
5. Key lessons. 
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• Is there any question you think I should asked and I didn’t? 

• Is there something else you would like to add? 

 

9. THANK YOU for your time and all that valuable information. 
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Appendix III: Starting Well 13 evaluation reports 

A. Baseline Report 
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B. Final Report 
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Appendix IV: Overview of online SW13 data capture 

tool 
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