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Key points: Dental service provision in
BGSW
Availability:







Since 2011/12 the number of dentists per 100,000 population has increased in all
Area Teams in the South West, and is above national respective averages
The number of dentists per 100,000 population was higher than the national average
in BANES, Gloucestershire, and Wiltshire. It was lower than the national average in
Swindon. It is interesting to note that Gloucestershire has a higher level of childhood
decay in five year olds than the national average, but has a higher number of
dentists per 100,000 population than England.
Access to dental services is not just about the location of the practices. Most NHS
dental practices are located in the towns and cities. Densely populated areas in
BGSW appear to be relatively well served by NHS dental services, and there are
some services in less populated areas. However, only just under half (47.3%) of the
adult population and 68.7% of children visit the dentist in a two year period.
For both children and adults patients, a high percentage reside in BGSW and are
treated in BGSW. Relatively low percentages of children and adults patients residing
outside of BGSW access treatment within BGSW. In addition, low percentages of
children and adults patients residing in BGSW access treatment outside of the Area
Team boundaries. This indicates how the local population appear to be able to
access local services relatively easily, with minimal impact from non-residents
receiving treatment in the area.

Access to routine and preventive services:
Children
 Across BGSW, there has been little change in the percentage of the child population
visiting the dentist between March 2011 and March 2014, currently remaining stable
at 68.7%, and marginally above the national average. In this time period, locally
access rates have decreased in Forest of Dean, Stroud and Wiltshire. March 2014
access rates were below the national average (68%) in Cheltenham (59.6%);
Swindon (65.5%) and Wiltshire (66.5%).
 In the last two years, access rates for the 0-2 age group (18.9%) and 6-12 age group
(83.9%) were just below the respective national averages.
 Children residing in College; Lansdown; Park (Gloucestershire); and Lyneham;
Marlborough West wards (Wiltshire) have to travel the shortest distances in BGSW
to access NHS dental services, yet have the lowest access rates across the area.
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Note that in analysing low access, elements such as patient choice, ease of travel or
provision of private dental services need to be considered.
The majority of children who attended a dental appointment (72.7%) receive a Band
1, and a further 22.6% received a Band 2 course of treatment
Of the 72% attending for a check-up appointment, the percentage of children who
receive a preventive intervention (fissure sealant or fluoride varnish application) is
low and about half the national average
The care index is the proportion of teeth with decay that have been filled. It gives an
indication of the restorative care received by children with decay by dentists. The
higher the care index the more fillings have been undertaken. Analysis of access
alongside care index data on five and twelve year olds, indicates that children in
Swindon and Wiltshire may not be accessing, nor receiving the dental treatment they
require.

Adults
 Overall the percentage of the adult population visiting an NHS dentist in BGSW
within the last 24 months has increased from 42.6% to 47.3%, but are still below the
national average (51.4%).
 Locally, March 2014 access rates were below the national average in Cheltenham
and Tewkesbury (37.6%); Cotswold (38.9%) and Gloucester (47.1%)
 Adults residing in Bathwick (BANES); St Paul's; and Winchcombe (Gloucestershire)
have to travel the shortest distances in BGSW to access NHS dental services, yet
have the lowest access rates across the area. Note that in analysing low access,
elements such as patient choice, ease of travel or provision of private dental
services need to be considered.

Access to urgent dental care


Access to urgent care is a priority for the relief of pain and for accidental damage.
One in four, (25%), of the adult population in the South West reported that they only
went to the dentist when they had a problem (ADHS 2009). Just over half of the
adult population (52.7%) and 31.3% of the child population in BGSW have not
visited the dentist in the last two years, and thus may not have a regular dentist
when they have a problem.

Children:
 In 2013/2014 4.1% of all courses of dental treatment provided for children were for
urgent care (England average 4.6 %). The most common age group was patients
aged 6-12 years.
Adults
 In 2013/2014 10.5 % of all courses of dental treatment provided for adults were for
urgent care. This is just below the national average of 11.5%.
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The most common age group was patients aged 25-34 years. Locally, levels for
urgent care were higher than the national average in Gloucester (12.9); in Forest of
Dean (12%); Swindon 11.8%; and Tewkesbury (11.7%)

Access to anxiety management services





The provision of adequate anxiety control is an integral part of the practice of
dentistry. Child dental anxiety, for example, is widespread and many anxious
children, and adults, can be satisfactorily treated using behaviour management
techniques.
Dental anxiety is a potential barrier to those seeking dental care and its association
with oral health is of central importance.
Provision across BGSW shows a great deal of variation and this may reflect ease of
access to NHS services, rather than patient need. It is not known how many patients
may visit private providers to use these services.

Children
 Very few children undergo sedation as part of a course of dental treatment. Only
0.1% of courses of treatment provided for children in BGSW include sedation
compared with 0.5 nationally.
 9.8% of courses of treatment including sedation are provided for children up to the
age of five years. Most (48.4%) are provided for children between the ages of six
and twelve years and are mostly for fillings (54.9%) and extractions (61.1%). The
percentage of courses of treatment involving preventive interventions occurs at a
rate far lower than national averages: fissure sealants 1.5% (national average 6%)
and fluoride varnish 1.1% (national average 11%).
Adults
 0.2% of courses of treatment provided for adults in BGSW include sedation
compared with 0.3% nationally. Most (29.2%) are provided for those aged between
25-34 years and are mostly for extractions (90.6%), above the national average of
67.3%. Only 8.7% of treatment involves placing fillings, substantially below the
national average of 36.8%. Only 0.7%involved root canal treatment (below the
national average of 5.1%). This could be indicative of substantial levels of decay,
which mean that restoration is not an option. The percentage of courses of treatment
involving preventive interventions occurs at a rate far lower than national averages:
fluoride varnish 0.1% (national average 2.5%); and scale and polish 4.1% (national
average of 19.3%).

Average number of UDA claimed per patient:


Children: the highest average rate for contracts was in Forest of Dean, Swindon
and Gloucester (2.3) and Stroud (2.2), above national and BGSW averages
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Adults: the highest average rate for contracts was in Forest of Dean and
Tewkesbury (3.7), above national and BGSW averages
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Key points: Dental service provision in
BNSSSG
Availability:






Since 2011/12 the highest number of dentists per 100,000 population has consistently been
in BNSSSG.
It is interesting to note that North Somerset has a higher level of childhood decay in five
year olds than the national average, but has a higher number of dentists per 100,000
population than England.
Access to dental services is not just about the location of the practices. Most NHS dental
practices are located in the towns and cities. Densely populated areas in BNSSSG appear
to be relatively well served by NHS dental services, and there are some services in less
populated areas. However, only just over half (55.1%) of the adult population and 70.7% of
children visit the dentist in a two year period.
For both children and adults patients, a high percentage reside in BNSSSG and are treated
in BNSSSG. Relatively low percentages of children and adults patients residing outside of
BNSSSG access treatment within BNSSSG. In addition, low percentages of children and
adults patients residing in BNSSSG access treatment outside of the Area Team boundaries.
This indicates how the local population appear to be able to access local services relatively
easily, with minimal impact from non-residents receiving treatment in the area.

Access to routine and preventive services:
Children
 Across BNSSSG, there has been little change in the percentage of the child population
visiting the dentist between March 2011 and March 2014, currently remaining stable at
70.7%, and marginally above the national average. In this time period, access rates have
decreased in South Gloucestershire; and locally in South Somerset; Mendip, Taunton
Deane and West Somerset.
 March 2014 access rates were below the national (68%) and BNSSSG average (70.7%) in
Bristol (67.5%).
 In the last two years, access rates for the 0-2 age group (18.3%) were just below the
respective national average.
 The majority of children who attended a dental appointment (70.4%) receive a Band 1, and
a further 24.8% received a Band 2 course of treatment
 Of the 70.4% attending for a check-up appointment, the percentage of children who receive
a preventive intervention (fissure sealant or fluoride varnish application) is considerably
lower than the national average
 The care index is the proportion of teeth with decay that have been filled. It gives an
indication of the restorative care received by children with decay by dentists. The higher the
care index the more fillings have been undertaken. Analysis of access, alongside care
index data, on five and twelve year olds, indicates that children in Bristol may not be
accessing, nor receiving the dental treatment they require.
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Adults
 Overall the percentage of the adult population visiting an NHS dentist in BNSSSG within the
last 24 months has increased from 54.0% to 55.1%, just above the national average
(51.4%).
 March 2014 access rates were below the national average (55.1%) in Bristol (50.1%)

Access to urgent dental care
Access to urgent care is a priority for the relief of pain and for accidental damage. One in four,
(25%), of the adult population in the South West reported that they only went to the dentist
when they had a problem (ADHS 2009). Just under half of the adult population (44.9%) and
29.3% of the child population in BNSSSG have not visited the dentist in the last two years, and
thus may not have a regular dentist when they have a problem.
Children:
 In 2013/2014 4.2% of all courses of dental treatment provided for children were for urgent
care (England average 4.6 %). The most common age group was patients aged 6-12 years.
Adults
 In 2013/2014 10% of all courses of dental treatment provided for adults were for urgent
care. This is just below the national average of 11.5%.
 The most common age group was patients aged 18-24 years. Locally, levels for urgent care
were higher than the national average in Sedgemoor (11.6%)

Access to anxiety management services
The provision of adequate anxiety control is an integral part of the practice of dentistry. Child
dental anxiety, for example, is widespread and many anxious children, and adults, can be
satisfactorily treated using behaviour management techniques.
Dental anxiety is a potential barrier to those seeking dental care and its association with oral
health is of central importance.
Provision of anxiety management services across BNSSSG shows a great deal of variation and
this may reflect ease of access to NHS services, rather than patient need. It is not known how
many patients may visit private providers to use these services.
Sedation services for children
 Very few children undergo sedation as part of a course of dental treatment. Only 0.2 % of
courses of treatment provided for children in BNSSSG include sedation compared with 0.5
nationally.
 11.5% of courses of treatment including sedation are provided for children up to the age of
five years. Most (53.3%) are provided for children between the ages of six and twelve years
and are mostly for fillings (56.5%) and extractions (62.4%). The percentage of courses of
treatment involving preventive interventions such as fissure sealants occurs at a rate far
lower than national averages: fissure sealants 2.7% (national average 6%). However,
fluoride varnish applications (23.6%) are far above the national average of 11%.
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Sedation services for adults
 0.3% of courses of treatment provided for adults in BNSSSG include sedation (0.3%
nationally). Most (26.7%) are provided for those aged between 25-34 years and are mostly
for extractions (80.8%), above the national average of 67.3%. 24.7% of treatment involves
placing fillings, below the national average of 36.8%. Only 0.9% involved root canal
treatment (below the national average of 5.1%). This could be indicative of substantial levels
of decay, which mean that restoration is not an option. Courses of treatment involving
preventive interventions occurs at a higher than national averages for fluoride varnish 2.8%
(national average 2.5%); but below the national average (19.3%) for scale and polishes
(9.4%)

Average number of UDA claimed per patient:



Children: the highest average rate for contracts was in Bristol; North Somerset: and locally
in Sedgemoor, above national and BNSSSG averages
Adults: the highest average rate for contracts was in Sedgemoor, and South and West
Somerset, above national and BNSSSG averages
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Key points: Dental service provision in
DCIoS
Availability:







Since 2011/12 the number of dentists per 100,000 population has increased in all Area
Teams in the South West, and is above national respective averages.
It is interesting to note that in 2011/12, Torbay, with the highest levels of childhood decay
(prevalence and severity), had a much higher number of dentists per 100,000 population
than England, and the highest number in the South West.
Access to dental services is not just about the location of the practices. Most NHS dental
practices are located in the towns and cities. Densely populated areas in DCIoS appear to
be relatively well served by NHS dental services, and there are some services in less
populated areas. However, only just over half (54.1%) of the adult population and 71.6% of
children visit the dentist in a two year period in DCIoS
For both children and adults patients, a high percentage reside in DCIoS and are treated in
DCIoS. Relatively low percentages of children and adults patients residing outside of DCIoS
access treatment within DCIoS. In addition, low percentages of children and adults patients
residing in DCIoS, access treatment outside of the Area Team boundaries. This indicates
how the local population appear to be able to access local services relatively easily, with
minimal impact from non-residents receiving treatment in the area.

Access to routine and preventive services
Children
 Across DCIoS, there has been little change in the percentage of the child population visiting
the dentist between March 2011 and March 2014, currently remaining stable at 71.6%, and
marginally above the national average. In this time period, access rates have decreased in
Cornwall; Mid Devon; North Devon; South Hams; Teignbridge; Torridge and West Devon.
 March 2014 access rates were below the national (68%) and DCIoS average (71.6%) in
Cornwall; Exeter; Isles of Scilly; North Devon and Plymouth.
 In the last two years, access rates for the 0-2 age group (17.4%) were below the respective
national averages of 19.9%.
 The majority of children who attended a dental appointment (71.2%) receive a Band 1, and
a further 23.9% received a Band 2 course of treatment
 Of the 71.2% attending for a check-up appointment, the percentage of children who receive
a preventive intervention (fissure sealant or fluoride varnish application) is considerably
lower than the national average
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Adults
 Overall the percentage of the adult population visiting an NHS dentist in DCIoS within the
last 24 months has increased from 51.5% to 54.1%, and has consistently been above
national averages. In this time period, access rates have increased in all local authorities,
apart from the Isles of Scilly, which have remained relatively stable.
 March 2014 access rates were below the national (51.4%) and DCIoS average (54.1%) in
Exeter; Isles of Scilly; Plymouth; and West Devon
 In March 2014, the highest access rates were for the 25-34 year age group (59.2%). The
lowest access rate was for the 75 years + age group.

Access to urgent dental care


Access to urgent care is a priority for the relief of pain and for accidental damage. One in
four, (25%), of the adult population in the South West reported that they only went to the
dentist when they had a problem (ADHS 2009). Just under half of the adult population
(45.9%) and 28.4% of the child population in DCIoS have not visited the dentist in the last
two years, and thus may not have a regular dentist when they have a problem.

Children:
 In 2013/2014 4.4% of all courses of dental treatment provided for children were for urgent
care (England average 4.6 %). The most common age group was patients aged 6-12 years.
Adults



In 2013/2014 11.9% of all courses of dental treatment provided for adults were for urgent
care. This is just above the national average of 11.5%.
The most common age group was patients aged 18-24 years, and this occurred at levels
above the national average. Levels for urgent care were higher than the national average in
Cornwall and the Isles of Scilly, Plymouth; and locally in Exeter and North Devon.

Access to anxiety management services
The provision of adequate anxiety control is an integral part of the practice of dentistry. Child
dental anxiety, for example, is widespread and many anxious children, and adults, can be
satisfactorily treated using behaviour management techniques.
Dental anxiety is a potential barrier to those seeking dental care and its association with oral
health is of central importance.
Provision of anxiety management services across DCIoS shows a great deal of variation and
this may reflect ease of access to NHS services, rather than patient need. It is not known how
many patients may visit private providers to use these services.
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Sedation services for children
 Very few children undergo sedation as part of a course of dental treatment. Only 0.4 % of
courses of treatment provided for children in DCIoS include sedation compared with 0.5
nationally.
 20.8% of courses of treatment including sedation are provided for children up to the age of
five years. Most (49.6%) are provided for children between the ages of six and twelve years
and are mostly for fillings (46.1%) and extractions (67.6%). The percentage of courses of
treatment involving preventive interventions such as fissure sealants occurs at a rate above
the national averages for fissure sealants 9.4% (national average 6%). However, fluoride
varnish applications occurs at a rate (7.9%) below the national average of 11%.
Sedation services for adults


0.2% of courses of treatment provided for adults in DCIoS include sedation (0.3%
nationally). Most (25.3%) are provided for those aged between 25-34 years and are mostly
for extractions (61.9%), below the national average of 67.3%. 55.9% of treatment involves
placing fillings, above the national average of 36.8%. Only 3.7% involved root canal
treatment (below the national average of 5.1%). Courses of treatment involving preventive
interventions occurs at a higher than national averages for fluoride varnish 2.6% (national
average 2.5%); and for scale and polishes (20.8%) above the national average (19.3%).

Average number of UDA claimed per patient:



Children: the highest average rate for contracts was in Cornwall above national averages
Adults: the highest average rate for contracts was in North Devon and Torbay above
national averages
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Local service provision in DCIoS
General dental services
The majority of dental treatment within the South West is provided in the General Dental
Services (GDS) by dentists who are independent contractors. The current dental contract was
introduced in 2006 utilises a payment system based on a currency of weighted courses of
treatment (units of dental activity, or UDAs). The concept of patient registration was
discontinued however in the vast majority of cases dentists continue to maintain a list of regular
patients.
Salaried services
The salaried services provide dental care for patients who have a need for specialised dental
care, due to disability, eg general anaesthesia in a hospital setting, sedation services, teaching
and research). Alongside this they provide general dental services and have important roles in
relation to delivering oral health improvement programmes
The Hospital Dental Service (HDS) specialist services
Patients are referred by dental or medical practitioners for treatment or advice to these
specialised services, when the treatment is too complex to be provided within the primary care
setting. They provide specialist care in maxillofacial surgery, oral surgery, orthodontics and
restorative dentistry.
Maxillofacial surgery
This is a surgical specialty dealing with pathology of the oro-facial skeleton and surrounding
soft tissues. The specialty deals with head and neck cancers, facial skin cancer, facial trauma,
reconstructive surgery, orthognathic surgery, diseases of the temporomandibular joint and
other more general pathology
Oral surgery
This specialty deals with the treatment and on-going management of irregularities and
pathology of the jaw and mouth that require surgical intervention.
Orthodontics
This is an elective procedure to correct anomalies in growth of the teeth and jaws. It is normally
detected in the developing child as the permanent teeth erupt into the mouth, but operative
care (apart from early interceptive treatment) is normally commenced after the eruption of all
the permanent teeth except the third molars (wisdom teeth), at approximately 12 to 14 years
old. Within a specialist orthodontic practice setting, specialist orthodontists provide primary care
based treatment for the majority of patients meeting particular NHS criteria for care (IOTN 4, 5
and 3 with an aesthetic need of 6 and above). Hospital based orthodontic services provide a
treatment service predominantly for multidisciplinary (those requiring a joint surgical, restorative
and orthodontic approach) and complex cases.
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Restorative dentistry
The specialty of restorative dentistry involves the study, diagnosis and integrated effective
management of patients with diseases of the oral cavity, the teeth and supporting structures
including the care of those who have additional needs associated with disability. Restorative
dentistry is the parent discipline for the mono specialties of prosthodontics, endodontics and
periodontics. Currently DwSI competencies have been published for both endodontics and
periodontics.
Specialists and dentists with additional competencies (DwSIs)
Primary care based services can also be commissioned from specialists and dentists with
additional competencies. The advantages of delivering care in a primary setting include
streamlined care pathways; appropriate use of skills mix; and develop partnerships between
primary and secondary services.
Sedation dentistry
The effective management of dental pain and anxiety can be provided by the use of local
anaesthesia alone or in conjunction with conscious sedation. The service is able to offer care
with inhalation and intravenous sedation. Inhalation sedation offers an alternative to dental
general anaesthesia especially for child patients. Intravenous sedation can also be provided for
adult patients.
Domiciliary services
For some people access to oral health care services is only achievable through the provision of
domiciliary care as people with long term and /or progressive medical condition; mental illness,
dementia or increasing frailty are not always able to travel to a dental surgery. The dental care
is carried out in an environment where the patient is resident and normally includes residential
units, nursing homes, day centres and the patient’s own home. Domiciliary care is limited to
simple treatments.
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Service provision in DCIoS Area Team
General dental services
General Dental Practitioners (GDPs) are the most significant primary providers of dental care:
Number of dentists







In 2013/14 34 Foundation Trainees (FDs)
In 2014/15 36 FDs
860 dentists (excluding Vocational Dental Practitioners)
6 oral surgery specialists
26 orthodontists
0 accredited specialist endodontists or periodontists

Number of practices






244 GDS (routine and orthodontic)
42 Personal Dental Service (PDS) (routine and orthodontic)
5 PDS+ (routine)
3 dental practices involved in the national dental contract pilot programme (routine and
orthodontic)
2 Trust led Dental Service (TDS) contracts to be transferred to PDS

The salaried dental services (SDS)
The salaried dental services provide a dental service which is complementary and additional
to that provided by other primary care dental providers, and the hospital dental service.

Sedation dentistry
Inhalation sedation offers an alternative to dental general anaesthesia especially for child
patients and is available for SDS patients. Intravenous sedation is also provided for adult
patients by two primary care based providers in Newton Abbot and Torrington. Patients are
referred by general dental practitioners for care with intravenous sedation according to strict
referral criteria. This service has limited capacity.
Education and training
Peninsula Dental school provides general dental services from four sites, Exeter, Derriford,
Devenport and Truro. Outreach teaching of dental students is also undertaken in these
environments, providing an opportunity for students to see the impact of socioeconomic and
cultural influences on oral health
.
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Out of hours dental care
Two providers are responsible for the delivery of out of hours emergency dental care within the
Area Team:
Cornwall Out of Hours Care (includes Bank Holidays):
 Truro Health Park, Truro, TR1 2JA. Provides appointments Monday to Friday from 17:30 to
19:30 and Saturday and Sunday 08.30 to 11.30.
 Penzance S&S only 9.00 to 12.30pm
 Bodmin S&S 09.00 to 12.30pm
Devon Dental:
Unit 8 Manaton Court, Manaton Close, Matford Business Park, Exeter, Devon, EX2 8PF.
Devon Dental provides an out of hours service offering appointments from 10am to 1pm and
from 2pm to 5pm on Saturdays and from 9am to midday and 1pm to 4pm on Sundays and bank
holidays. It also operates an out-of-hours phone line from 6pm to 10.30pm, Monday to Friday
and 8am to 10.30pm on Saturdays and Sundays.
Trend data for the provision of out of hours dental care
Table 1 below summarises the number of patients in consecutive years accessing emergency
dental care (and receiving an urgent course of treatment) in both the in-hours and out of hours
services across Devon and Cornwall. The trends demonstrate a substantial increase in
attendance in Cornwall, and a decrease in Devon.
Table 1: Trend data for patients in Devon and Cornwall who received an urgent course of treatment, treated both in the in- hours and
out of hours service

Devon
Cornwall

2011/12
7272
13, 926

2012/13
7241
13,892

2013/14
6489
15,890

Domiciliary services
 31 contracts (31 providers recorded domiciliary activity with 6 dedicated domiciliary
contracts commissioned (2 in Cornwall and 4 in Devon)
 The dedicated domiciliary providers cover: East Cornwall; West Cornwall; Plymouth;
Torbay; South Devon; Exeter; East and Mid Devon; North West Devon; Central North
Devon and North East Devon.
 In terms of activity: The GDS/PDS year -end report shows 4187 FP17s recorded for
domiciliary services for the 2013/14 year with 3360 patients seen
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Specialist Restorative services
Secondary care service provision is delivered by 2 part-time Restorative Consultants, based in
Plymouth and Torbay. Referrals are accepted from primary care providers, but only for specific
treatment, subject to the discretion and agreement of the Restorative Consultant. Currently
there are no accredited specialist endodontists nor periodontists in the Area Team boundaries.
Hospital based specialist services
 RD&E Exeter – Oral and Maxillofacial surgery, orthodontics
 South Devon Healthcare Trust – Oral and Maxillofacial surgery, orthodontics and restorative
 Plymouth Hospitals Trust - Oral and Maxillofacial surgery, orthodontics and restorative
 Royal Cornwall Hospitals Trust - Oral and Maxillofacial surgery, orthodontics
 Northern Devon Healthcare Trust - Oral and Maxillofacial surgery, orthodontics
 Taunton and Somerset Hospitals Trust - Oral and Maxillofacial surgery, orthodontics and
restorative
 University Hospital Trust Bristol, Oral and Maxillofacial surgery and pathology, oral
medicine, orthodontics and restorative

Primary care and Hospital based specialist services for Minor Oral Surgery
 MPC Ltd – Ashburton
 Gentle Dental Ltd – Newquay
 IDH Ltd - Barnstaple
 Plymouth Community Dental Ltd
 PCH Dental Ltd – Bodmin
 Northern Devon Healthcare Trust
 Mount Stuart Hospital
 Bodmin Treatment Centre
 Duchy Hospital, Truro

Primary care based specialist orthodontic practices
 The Crescent, Plymouth
 River Practice, Truro
 Devon Square, Newton Abbot
 Plymouth Orthodontics
 North Devon Orthodontics, Barnstaple,
 Susan Cooper, Trestone, Camelford,
 Morris, Penzance,
 Exeter Orthodontic Practice,
 Cullompton Orthodontic Practice,
 Janet Lewis Torquay
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Costs for primary care dental service provision:
Dental budgets and UDA/UOA targets for primary care dental services: showing the net
budgets and UDA/UOA allocation for the primary care dental services commissioned by NHS
BA in 2012/13
Table 2: Costs for primary care dental service provision

General Dental Services
Net Budget for General Dental Practices
Patient charges may add a further
Foundation training
Total GDS:

£62.2m
£25m
£3.8m
£91m

Orthodontic budget

Included within
above

.
Salaried Dental Services
Fluoride varnish programme
Total SDS

£40k Plymouth
£10.45m

Primary care minor oral surgery service
Net Budget

800k

Total primary care dental spend

£102.25m

Note: The above calculation does not include expenditure on the provision of out of hours care.
In Cornwall, the spend for out of hours care is contained within the overall spend for urgent
care, for both in and out of hours, and equates to £2.7 million. In Devon, the expenditure is
£540, 000, but this does not include some running costs (eg premises, equipment and
materials which are met by the salaried services which provide accommodation for the service.)
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Access, availability and service provision
The way people access services depends on acceptability, affordability, availability,
accessibility and the appropriateness of the service offered. A low access rate may not solely
be due to a lack of provision; elements such as patient choice for example opting for private
treatment can impact the rate. Similarly, in considering availability of services, a high average
distance travelled could reflect a lack of provision in certain areas, but other factors such as
patient choice, ease of travel and locations of large towns nearby need to be considered.
Access
An important aspect of the effectiveness of dental commissioning is the ability of patients to
obtain needed dental treatment when they request it. One measure used to assess this
describes the number of patients seen as a proportion of the resident population; the “access
rate”. Access rates can be affected and influenced by many features including the amount of
dental provision in an area, the oral health needs of population, the deprivation or indeed
prosperity of the resident population and so on. A low access rate therefore may not solely be
due to a lack of provision; elements such as patient choice for example opting for private
treatment can impact on the rate.
Access is used here as a measure, to describe the number of patients seen in the previous 24
months. The priorities for dental service provision are access to: routine and preventive
services; urgent care services and specialist services. These will each be analysed individually.
Availability of NHS dental services
Since 2011/12 the number of dentists per 100,000 population has increased
everywhere in all Area Teams in the South West, and is above national respective
averages.
Table 3: Population per dentist and dentists per 100,000 population by NHS Area Team, 2011/12 to 2013/14 (HSCIC 2014)

Population per dentist

BGSW
BNSSSG
DCIoS
England

2011/12
2152
1909
1921
2317

2012/13
2094
1920
1941
2306

2013/14
2002
1834
1843
2255

Dentists per 100,000
population
2011/12
2012/13
2013/14
46.5
47.8
49.9
52.4
52.1
54.5
52.0
51.5
54.3
43.2
43.4
44.3

The latest available local level data was broken down by PCT in 2011/12.
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Table 4: Dentists per 100,000 population by PCT 2011/12 (Year ending 31st March 2012) (HSCIC 2012)

England
South West SHA
Bath and North East Somerset PCT
Bristol Teaching PCT
Cornwall & Isles of Scilly PCT
Devon PCT
Dorset PCT
Gloucestershire PCT
North Somerset PCT
Plymouth PCT
Somerset PCT
South Gloucestershire PCT
Swindon PCT
Torbay Care Trust
Wiltshire PCT

Total
number of
dentists
22 920
2,583
105
261
285
420
208
298
107
119
287
125
72
84
227
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Population
per
dentist2
2274
2,042
1,711
1,691
1,886
1,786
1,946
1,992
1,983
2,174
1,830
2,119
2,873
1,598
2,026

Dentists
per
100,000
population2
44
49
58
59
53
56
51
50
50
46
55
47
35
63
49

Access to routine and preventive care
Access to routine and preventive care in BGSW
Reference: Page 5/83 Appendix D
 Between March 2011 - March 2014, the access rate for BGSW as a whole has
increased slightly from 68.1% to 68.7%. The rate has always been above the
respective national averages. The rate peaked in March 2012 to 69.1% and has
since decreased to 68.7% in the last two years
 Between March 2011- March 2014, access rates have decreased in Forest of
Dean, Stroud and Wiltshire
 March 2014 access rates were below the national (68%) and BGSW average
(68.7%) in Cheltenham (59.6%); Swindon (65.5%) and Wiltshire (66.5%)
 For the 0-2 and 3-5 year age group, Cheltenham and Swindon both had lower
access rates than the respective national averages
 By age, for a 24 month period ending in March 2014, access rates for the 0-2
age group (18.9%) and 6-12 age group (83.9%) were just below the respective
national averages. All other age groups were above the national average, with
the 6-12 year age group having the highest access rates
 The map below shows child access rates by Lower Super Output Area (LSOA)
aggregated into ward levels for ease of viewing and geographical identification.
Those wards shaded red have the lowest rates, those shaded blue the highest,
with main towns added as a geographic reference. Analysis show that College;
Lansdown; Park; Lyneham; Marlborough West and Tisbury wards have the
lowest access rates.
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Figure 1: Access Rate Resident Child Patients in BSGW (24 Months to March 2014)
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Percentage of adult residents attending an NHS dentist in BGSW
Reference: Page 40/83 Appendix D
 Between March 2011- March 2014, the access rate for BGSW as a whole has
increased from 42.6% to 47.3%.
 Between March 2011 - March 2014, access rates have increased in all local
authorities
 March 2014 access rates were below the national (51.4%) and thus BGSW average
(47.3%) in Cheltenham and Tewkesbury (37.6%); Cotswold (38.9%) and Gloucester
(47.1%)
 By age, for a 24 month period ending in March 2014, the highest access rates were
for the 18-24 year age group (52.2%), above the respective national averages of
50.5%. In all other age groups (25 years +), the access rates were below the
respective national average. The lowest access rate was for the 75 years + age
group, where 39.3% accessed NHS dental services, lower than the national average
of 44.2%
 For all age groups (18+), Cheltenham had lower access rates than the respective
national and BGSW averages. For the 25 years + age groups, access rates were
lower than the respective national and BGSW averages in Cotswold and Tewksbury.
 The map below depicts an analysis of access rates by Lower Super Output Area
aggregated into ward levels. It shows that Bathwick; St Paul's; Riversmeet; Three
Rivers and Winchcombe have the lowest access rates.
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Figure 2: Access Rate Resident Adult Patients in BSGW (24 Months to March 2014
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Population density for resident population and treatment location
Population density measures the number of people resident in an area (square
kilometre) and therefore the potential need for services in an area. It is important for
commissioners to be aware of the geographic distribution of the populations whose
needs their services are designed to meet. Treatment location is the address where the
treatment took place.
The maps below shows ward population density (resident population per km2) for
residents in BGSW. Those areas with darker shading have the highest density. The
map has then been overlaid by treatment locations.
Children
Reference: Page 17/83 Appendix D
Densely populated areas in BGSW appear to be relatively well served by NHS dental
services, and there are some services in less populated areas.
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Figure 3: Delivered UDA 2013-14 Treatment Locations and Population Density Resident in BSGW
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Adults
Reference: Page 56/83 Appendix D
Densely populated areas in BGSW appear to be relatively well served by NHS dental
services, and there are some services in less populated areas.
Figure 4: Delivered UDA 2013-14 Treatment Locations and Adult Population Density Resident in BSGW
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Ethnicity of FP17s

Children
Reference: Page 21/63 Appendix D
In 2013/14, the percentage of courses of treatment (FP17s) where ethnicity was
recorded (i.e. the ethnicity group has been filled in, or the patient declined) for child
patients was 74.4% (73.1%) nationally). The percentage where an ethnicity is included
(i.e. the ethnicity group has been filled in; this excludes those where the patient
declined) was 66.4% (58.7% nationally).
Adults
Reference: Page 61/63 Appendix D
In 2013/14, the percentage of courses of treatment (FP17s) where ethnicity was
recorded (i.e. the ethnicity group has been filled in, or the patient declined) for adult
patients was 82% (75.9%) nationally). The percentage where an ethnicity is included
(i.e. the ethnicity group has been filled in; this excludes those where the patient
declined) was 74.5% (61.5% nationally).

Patient Flow In and Out of Patients
Patient Flow In details where the patients treated in an area reside. Significant numbers
of patients from outside an area can limit access to services for residents. Patient Flow
Out highlights where the patients living within an area have received their dental
treatment. Significant numbers of patients travelling outside may be an indication of
poor quality or a lack of services in an area.
Patient Flow In and Out of Patients in BGSW
Child patients
Reference: Page 19/83 Appendix D
 95.7% of patients treated in BGSW reside in BGSW. 2.4% reside in BNSSSG; 0.8%
in Wessex; 0.7% in Arden, Herefordshire and Worcestershire and 0.3% in Thames
Valley
 93.1% of patients residing in BGSW also receive treatment in BGSW. 2.4% of
patients resident in BGSW receive treatment in BNSSSG; 1.2% in Wessex; 1.4% in
Thames Valley and 1% in Arden, Herefordshire and Worcestershire
Adult patients
Reference: Page 59/83 Appendix D
 95.8% of patients treated in BGSW reside in BGSW. 2.5% reside in BNSSSG; 0.8%
Wessex; 0.6% Arden, Herefordshire and Worcestershire; 0.2% Thames Valley
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91.6% of patients residing in BGSW also receive treatment in BGSW. 2.9% of
patients resident in BGSW receive treatment in BNSSSG; 1.6% in Wessex; 1.5% in
Thames Valley and 1.2% in Arden, Herefordshire and Worcestershire
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Patient Charge Bands of FP17s on Patients
NHS dental treatment is divided into Patient Charge Bands depending on the level and
complexity of treatment provided. There are three standard charge bands for all NHS
dental treatments:
 Band 1 course of treatment: covers an examination, diagnosis (including X-rays),
advice on how to prevent future problems, a scale and polish if needed, and
application of fluoride varnish or fissure sealant.
 Band 2 course of treatment: covers everything listed in Band 1 above, plus any
further treatment such as fillings, root canal work or removal of teeth.
 Band 3 course of treatment: covers everything listed in Bands 1 and 2 above, plus
crowns, dentures and bridges.
 Urgent care
Analysis of the numbers and proportions of charge bands can provide insights into the
type of treatment being provided in an area, oral health needs (i.e. are there higher
levels of complex treatments) and patient attendance behaviour (i.e. are there high
levels of urgent treatments).
Patient Charge Bands of FP17s on Child Patients
Reference: Page 23/83 Appendix D
 In BGSW the percentage of Band 1 treatments undertaken is above the national
average of 69.2%, at 72.7%. The percentage of Band 2 treatment undertaken in
BGSW (22.6%) is below the national average of 25.5%. The percentage of urgent
care undertaken in BGSW (4.1%) is below the national average of 4.6%.
 In Band 1:
o The largest proportion of FP17s (96.4%) are for child patients aged 0-2 years
(above national average)
o The lowest proportion of FP17s (68.4%) are for child patients aged 13-17
years (above national average)
 In Band 2:
o The largest proportion of FP17s (27.2%) are for child patients aged 6-12
years (below national average)
o The lowest proportion of FP17s (0.8%) are for child patients aged 0-2 years
(below national average)
 In Band 3:
o The largest proportion of FP17s (1.4%) are for child patients aged 13-17
years (below national average)
Patient Charge Bands of FP17s on adult Patients
Reference: Page 62/83 Appendix D
 In BGSW the percentage of Band 1 treatments undertaken is above the national
average of 49.2%, at 52.6%. The percentage of Band 2 treatment undertaken in
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BGSW (30.5%) is slightly below the national average of 31.0%. The percentage of
urgent care undertaken in BGSW (10.5%) is below the national average of 11.5%.
In Band 1:
o The largest proportion of FP17s (56.8%) are for patients aged 18-24 years
(above national average)
o The lowest proportion of FP17s (48.7%) are for patients aged 75+ years
(above national average)
In Band 2:
o The largest proportion of FP17s (33%) are for patients aged 75 + years
(above national average)
o The lowest proportion of FP17s (27.2%) are for patients aged 18-24 years
(below national average)
In Band 3:
o The largest proportion of FP17s (7.5%) are for patients aged 75 + years
(below national average)
o The lowest proportion of FP17s (2.5%) are for patients aged 18-24 years
(below national average)
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Clinical data set (CDS) of FP17s on Patients
The clinical data set provides information on the range and number of treatments being
provided within the three treatment bands. All contractors are required to record details
of the treatments provided (including any appliances) for each patient during each
course of treatment.
Clinical data set (CDS) of FP17s on Patients in BGSW
Children
Reference: Page 25/83 Appendix D
 Examinations: Above the national average for all age groups
 Scale and polish: Below the national average for all age groups
 Antibiotic prescriptions: Below the national average for all age groups
 Extractions: Below the national average for all age groups
 Permanent fillings: Below the national averages for all age groups
 Preventive treatments: Below the national average for each age group

06 - 12

BGSW

England
06 - 12

BGSW
03 - 5

England

BGSW

03 - 5

Fissure
Sealants
Fluoride
Varnish

0-2

Patient Age
Range

0-2

England

Table 5: CDS rate per 100 FP17s by age group BGSW

0.0

0.0

0.1

0.1

1.4

0.9

5.4

2.8

24.6

14.0

30.7

17.7

Adults
Reference: Page 65/83 Appendix D
 Examinations: Above the national average for all age groups
 Antibiotic prescriptions: Below the national average for all age groups apart from
75+ years which equals the national average
 Scale and polish: Below the national average for all age groups
 Extractions and root canal treatment: Below the national average for all age
groups
 Fluoride varnish (preventive treatment): For each age group below the respective
national averages
 Permanent fillings: For all age groups apart from 55-64 (26.9% above national
average of 26.3%) and 75+ years (26% above the national average of 25.6%), the
respective percentages are below the national averages.
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Average number of UDA claimed per patient
The average number of UDA claimed for each patient is a fundamental measure of the
intensity of resource use. High rates could indicate that resources are not being
managed in the most cost effective way and that patient access is being compromised.
High rates can result from a combination of causes such as, unusually high frequencies
of treatments, an unusual mix of band 3 treatments compared to other bands or
genuinely high levels of need in that area.
Average number of UDA claimed per patient in BGSW
Children
Reference: Page 35/83 in Appendix D
For children, the highest average rate for contracts was in Forest of Dean, Swindon and
Gloucester (2.3) and Stroud (2.2), above national and BGSW averages
Adults
Reference: Page 79/83 in Appendix D
For adults, the highest average rate for contracts was in Forest of Dean and
Tewkesbury (3.7), above national and BGSW averages
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Access to routine and preventive care in BNSSSG
Percentage of child residents attending an NHS dentist in BNSSSG
Reference: Page 6/68 Appendix E
 Between March 2011 - March 2014, the access rate for BNSSSG as a whole has remained
stable at 70.7%. The rate has always been above the respective national averages. The
rate peaked in March 2012 to 71.3% and has since decreased to 70.7% in the last two
years
 Access rates have decreased in South Gloucestershire; and locally in South Somerset;
Mendip, Taunton Deane and West Somerset between March 2011- March 2014,
 March 2014 access rates were below the national (68%) and BNSSSG average (70.7%) in
Bristol (67.5%).
 By age, for a 24 month period ending in March 2014, access rates for the 0-2 age
group(18.3%) were below the respective national averages of 19.9%.
 For the 0-2 and 3-5 year age group, Bristol, and locally in West Somerset, both had lower
access rates than the respective national averages
 By age, for a 24 month period ending in March 2014, access rates for the 0-2 age group
(18.3%) were just below the respective national average. All other age groups were above
the national average, with the 6-12 year age group having the highest access rates
 The map below shows child access rates by Lower Super Output Area (LSOA) aggregated
into ward levels for ease of viewing and geographical identification. Those wards shaded
red have the lowest rates, those shaded blue the highest, with main towns added as a
geographic reference.
Figure 5: Access Rate Resident Child Patients in BNSSSG (24 Months to March 2014)
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Percentage of adult residents attending an NHS dentist in BNSSSG
Reference: Page 35/68 Appendix E
 Between March 2011 - March 2014, the access rate for BNSSSG as a whole has increased
from 54.0% to 55.1%.
 Between March 2011 - March 2014, access rates have increased in all local authorities,
apart from Taunton Deane and West Somerset
 March 2014 access rates were below the national (51.4%) and BNSSSG average (55.1%)
in Bristol (50.1%)
 By age, for a 24 month period ending in March 2014, the highest access rates were for the
35-44 year age group (58.3%), above the respective national averages of 52.7%. In all age
groups, the access rates were above the respective national average. The lowest access
rate was for the 75 years + age group, where 47.7% accessed NHS dental services, but
above than the national average of 44.2%
 For the 18-24 year age group only, Bristol had lower access rates than the respective
national and BNSSSG averages. For all other age groups, it was equal to or above the
national and BNSSSG averages.
 The map below depicts an analysis of access rates by Lower Super Output Area
aggregated into ward levels.
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Figure 6: Access Rate Resident Adult Patients in BNSSSG (24 Months to March 2014
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Population density for resident population and treatment location
Population density measures the number of people resident in an area (square kilometre) and
therefore the potential need for services in an area. It is important for commissioners to be
aware of the geographic distribution of the populations whose needs their services are
designed to meet. Treatment location is the address where the treatment took place.
The maps below shows ward population density (resident population per km2) for residents in
BNSSSG. Those areas with darker shading have the highest density. The map has then been
overlaid by treatment locations.
Population density for resident population and treatment location in BNSSSG
Children
Reference: Page 17/68 Appendix E
Densely populated areas in BNSSSG appear to be relatively well served by NHS dental
services, and there are some services in less populated areas.
Figure 7: Delivered UDA 2013-14 Treatment Locations and Population Density Resident in BNSSSG

38

Adults
Reference: Page 47/68 Appendix E
Densely populated areas in BNSSSG appear to be relatively well served by NHS dental services, and
there are some services in less populated areas.

Figure 8: Delivered UDA 2013-14 Treatment Locations and Adult Population Density Resident in BNSSSG
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Ethnicity of FP17s on child and adult patients
Children
Reference: Page 19/68 Appendix E
In 2013/14, the percentage of courses of treatment (FP17s) where ethnicity was recorded (i.e.
the ethnicity group has been filled in, or the patient declined) for child patients was 67.4%
(73.1%) nationally). The percentage where an ethnicity is included (i.e. the ethnicity group has
been filled in; this excludes those where the patient declined) was 66.4% (59.4% nationally).
Adults
Reference: Page 49/68 Appendix E
In 2013/14, the percentage of courses of treatment (FP17s) where ethnicity was recorded (i.e.
the ethnicity group has been filled in, or the patient declined) for adult patients was 73.6%
(75.9%) nationally). The percentage where an ethnicity is included (i.e. the ethnicity group has
been filled in; this excludes those where the patient declined) was 66% (61.5% nationally).
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Patient Flow In and Out of Patients
Patient Flow In details where the patients treated in an area reside. Significant numbers of
patients from outside an area can limit access to services for residents. Patient Flow Out
highlights where the patients living within an area have received their dental treatment.
Significant numbers of patients travelling outside may be an indication of poor quality or a lack
of services in an area.
Patient Flow In and Out of Patients in BNSSSG
Child patients
Reference: Page 17/68 Appendix E



96.1% of patients treated in BNSSSG reside in BNSSSG. 2.4% reside in BGSW; 0.7% in
DCIoS and 0.7% in Wessex.
96.5% of patients residing in BNSSSG also receive treatment in BNSSSG. 2.4% of these
patients receive treatment in BGSW; 0.7% in Wessex; and 0.3% in DCIoS.

Adult patients
Reference: Page 59/68 Appendix E



95.5% of patients treated in BNSSSG reside in BNSSSG. 2.6% reside in BGSW; 1% in
DCIoS; and 0.7% in Wessex.
95.6% of patients residing in BNSSSG also receive treatment in BNSSSG. 2.1% of these
patients resident in BNSSSG receive treatment in BGSW; 0.8% in Wessex; and 0.3% in
DCIoS.

Patient Charge Bands of FP17s on Patients
NHS dental treatment is divided into Patient Charge Bands depending on the level and
complexity of treatment provided. There are three standard charge bands for all NHS dental
treatments:






Band 1 course of treatment: covers an examination, diagnosis (including X-rays), advice on
how to prevent future problems, a scale and polish if needed, and application of fluoride
varnish or fissure sealant.
Band 2 course of treatment: covers everything listed in Band 1 above, plus any further
treatment such as fillings, root canal work or removal of teeth.
Band 3 course of treatment: covers everything listed in Bands 1 and 2 above, plus crowns,
dentures and bridges.
Urgent care
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Analysis of the numbers and proportions of charge bands can provide insights into the type of
treatment being provided in an area, oral health needs (i.e. are there higher levels of complex
treatments) and patient attendance behaviour (i.e. are there high levels of urgent treatments).

Patient Charge Bands of FP17s on Patients in BNSSSG
Patient Charge Bands of FP17s on Child Patients
Reference: Page 20/68 Appendix E








In BNSSSG the percentage of Band 1 treatments undertaken is above the national average
of 69.2%, at 70.4%. The percentage of Band 2 treatment undertaken in BNSSSG (24.8%) is
below the national average of 25.5%. The percentage of urgent care undertaken in
BNSSSG (4.2%) is below the national average of 4.6%.
In Band 1:
o The largest proportion of FP17s (95.9%) are for child patients aged 0-2 years (above
national average)
o The lowest proportion of FP17s (65.4%) are for child patients aged 13-17 years
(above national average)
In Band 2:
o The largest proportion of FP17s (29.8%) are for child patients aged 6-12 years
(below national average)
o The lowest proportion of FP17s (0.9%) are for child patients aged 0-2 years (below
national average)
In Band 3:
o The largest proportion of FP17s (1.6%) are for child patients aged 13-17 years
(below national average)

Patient Charge Bands of FP17s on adult Patients
Reference: Page 50/68 Appendix E








In BNSSSG the percentage of Band 1 treatments undertaken is above the national average
of 49.2%, at 51%. The percentage of Band 2 treatment undertaken in BNSSSG (32.1%) is
slightly above the national average of 31.0%.
In Band 1:
o The largest proportion of FP17s (55.6%) are for patients aged 18-24 years (above
national average)
o The lowest proportion of FP17s (47%) are for patients aged 75+ years (above
national average)
In Band 2:
o The largest proportion of FP17s (34.4%) are for patients aged 75 + years (above
national average)
o The lowest proportion of FP17s (29%) are for patients aged 18-24 years (below
national average)
In Band 3:
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o The largest proportion of FP17s (7.2%) are for patients aged 75 + years (below
national average)
o The lowest proportion of FP17s (3.1%) are for patients aged 18-24 years (below
national average)

Clinical data set (CDS) of FP17s on Patients
The clinical data set provides information on the range and number of treatments being
provided within the three treatment bands. All contractors are required to record details of the
treatments provided (including any appliances) for each patient during each course of
treatment.
Clinical data set (CDS) of FP17s on Patients in BNSSSG
Children
Reference: Page 23/68 Appendix E







Examinations: Above the national average for all age groups
Scale and polish: Below the national average for all age groups
Antibiotic prescriptions: Below the national average for all age groups
Extractions: Below the national average for all age groups
Permanent fillings: Below the national averages for all age groups
Preventive treatments: Below the national average for each age group

06 - 12

06 - 12

BNSSSG

England

03 - 5

BNSSSG

03 - 5

England

0-2

BNSSSG

Patient Age
Range

0-2

England

Table 6: CDS rate per 100 FP17s by age group BNSSSG

Fissure Sealants

0.0

0.0

0.1

0.1

1.4

1.3

Fluoride Varnish

5.4

2.6

24.6

15.5

30.7

21.0

Adults
Reference: Page 54/68 Appendix E
 Examinations: Above the national average for all age groups
 Antibiotic prescriptions: Below the national average for all age groups
 Root canal treatment: Above or equal to the national average in all age groups above 18
years
 Extractions Below the national average for all age groups
 Fluoride varnish (preventive treatment): For each age group below the respective
national averages
 Permanent fillings: For all age groups apart from 18-24 and 35-44 years, the respective
percentages are above the national averages
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Scale and polish: Below the national average in all age groups

Average number of UDA claimed per patient in BNSSSG
Children
Reference: Page 30/68 in Appendix E
For children, the highest average rate for contracts was in Bristol and North Somerset; and
locally in Sedgemoor, above national and BNSSSG averages
Adults
Reference: Page 64/68 in Appendix E
For adults, the highest average rate for contracts was in Bristol and North Somerset; and locally
in Sedgemoor, Mendip and West Somerset, above national and BNSSSG averages
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Access to routine and preventive care in DCIoS
Percentage of child residents attending an NHS dentist in DCIoS
Reference: Page 4/70 Appendix F








Between March 2011 - March 2014, the access rate for DCIoS as a whole has decreased
slightly to 71.6%. The rate has always been above the respective national averages. The
rate peaked in March 2012 to 72.2% and has since decreased to 71.6% in the last two
years
Access rates have decreased in Cornwall; Mid Devon; North Devon; South Hams;
Teignbridge; Torridge and West Devon between March 2011- March 2014.
March 2014 access rates were below the national (68%) and DCIoS average (71.6%) in
Cornwall; Exeter; Isles of Scilly; North Devon and Plymouth.
By age, for a 24 month period ending in March 2014, access rates for the 0-2 age group
(17.4%) were below the respective national averages of 19.9%. All other age groups were
above the national average, with the 6-12 year age group having the highest access rates
The map below shows child access rates by Lower Super Output Area (LSOA) aggregated
into ward levels for ease of viewing and geographical identification. Those wards shaded
red have the lowest rates, those shaded blue the highest, with main towns added as a
geographic reference.
Figure 9: Access Rate Resident Child Patients in DCIoS (24 Months to March 2014)
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Percentage of adult residents attending an NHS dentist in DCIoS
Reference: Page 36/70 Appendix F









Between March 2011 - March 2014, the access rate for DCIoS as a whole has increased
from 51.5% to 54.1%, and has consistently been above national averages
Between March 2011 - March 2014, access rates have increased in all local authorities,
apart from the Isles of Scilly, which have remained relatively stable
March 2014 access rates were below the national (51.4%) and DCIoS average (54.1%) in
Exeter; Isles of Scilly; Plymouth; and West Devon
By age, for a 24 month period ending in March 2014, the highest access rates were for the
25-34 year age group (59.2%), above the respective national averages of 50.9%. In all other
age groups the access rates were above the respective national average. The lowest
access rate was for the 75 years + age group, where 45.3% accessed NHS dental services,
but above than the national average of 44.2%
For the 18-24 year age group only, Bristol had lower access rates than the respective
national and DCIoS averages. For all other age groups, it was equal to or above the
national and DCIoS averages.
The map below depicts an analysis of access rates by Lower Super Output Area
aggregated into ward levels.

46

Figure 10: Access Rate Resident Adult Patients in DCIoS (24 Months to March 2014

47

Population density for resident population and treatment location
Population density measures the number of people resident in an area (square kilometre) and
therefore the potential need for services in an area. It is important for commissioners to be
aware of the geographic distribution of the populations whose needs their services are
designed to meet. Treatment location is the address where the treatment took place.
The maps below shows ward population density (resident population per km2) for residents in
DCIoS. Those areas with darker shading have the highest density. The map has then been
overlaid by treatment locations.
Population density for resident population and treatment location in DCIoS
Children
Reference: Page 15/70 Appendix F
Figure 11: Delivered UDA 2013-14 Treatment Locations and Population Density Resident in DCIoS

Densely populated areas in DCIoS appear to be relatively well served by NHS dental services,
and there are some services in less populated areas.
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Adults
Reference: Page 48/70 Appendix F
Densely populated areas in DCIoS appear to be relatively well served by NHS dental services,
and there are some services in less populated areas.
Figure 12: Delivered UDA 2013-14 Treatment Locations and Adult Population Density Resident in DCIoS

49

Ethnicity of FP17s on child and adult patients
Children
Reference: Page 19/70 Appendix F
In 2013/14, the percentage of courses of treatment (FP17s) where ethnicity was recorded (i.e.
the ethnicity group has been filled in, or the patient declined) for child patients was 72.6%
(73.1%) nationally). The percentage where an ethnicity is included (i.e. the ethnicity group has
been filled in; this excludes those where the patient declined) was 56.9% (59.4% nationally).
Adults
Reference: Page 50/70 Appendix F
In 2013/14, the percentage of courses of treatment (FP17s) where ethnicity was recorded (i.e.
the ethnicity group has been filled in, or the patient declined) for adult patients was 72.6%
(75.9%) nationally). The percentage where an ethnicity is included (i.e. the ethnicity group has
been filled in; this excludes those where the patient declined) was 56.9% (61.5% nationally).
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Patient Flow In and Out of Patients
Patient Flow In details where the patients treated in an area reside. Significant numbers of
patients from outside an area can limit access to services for residents. Patient Flow Out
highlights where the patients living within an area have received their dental treatment.
Significant numbers of patients travelling outside may be an indication of poor quality or a lack
of services in an area.
Patient Flow In and Out of Patients in DCIoS
Child patients
Reference: Page 17/70 Appendix F



99.5% of patients treated in DCIoS reside in DCIoS. 0.2% reside in BNSSSG; and 0.1% in
Wessex.
99% of patients residing in DCIoS also receive treatment in DCIoS. 0.7% of these patients
receive treatment in BNSSSG; and 0.2% in Wessex.

Adult patients
Reference: Page 50/70 Appendix F


99.2% of patients treated in DCIoS reside in DCIoS. 0.3% reside in BNSSSG; and 0.2% in
Wessex.



98.6% of patients residing in DCIoS also receive treatment in DCIoS. 0.9% of these patients
resident in DCIoS receive treatment in BNSSSG; and 0.82 in Wessex.
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Patient Charge Bands of FP17s on Patients
NHS dental treatment is divided into Patient Charge Bands depending on the level and
complexity of treatment provided. There are three standard charge bands for all NHS dental
treatments:






Band 1 course of treatment: covers an examination, diagnosis (including X-rays), advice on
how to prevent future problems, a scale and polish if needed, and application of fluoride
varnish or fissure sealant.
Band 2 course of treatment: covers everything listed in Band 1 above, plus any further
treatment such as fillings, root canal work or removal of teeth.
Band 3 course of treatment: covers everything listed in Bands 1 and 2 above, plus crowns,
dentures and bridges.
Urgent care

Analysis of the numbers and proportions of charge bands can provide insights into the type of
treatment being provided in an area, oral health needs (i.e. are there higher levels of complex
treatments) and patient attendance behaviour (i.e. are there high levels of urgent treatments).
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Patient Charge Bands of FP17s on Patients in DCIoS
Patient Charge Bands of FP17s on Child Patients
Reference: Page 20/70 Appendix F








In DCIoS the percentage of Band 1 treatments undertaken is above the national average of
69.2%, at 71.2%. The percentage of Band 2 treatment undertaken in DCIoS (23.9%) is
below the national average of 25.5%. The percentage of urgent care undertaken in DCIoS
(4.4%) is below the national average of 4.6%.
In Band 1:
o The largest proportion of FP17s (96.3%) are for child patients aged 0-2 years (above
national average)
o The lowest proportion of FP17s (66.9%) are for child patients aged 13-17 years
(above national average)
In Band 2:
o The largest proportion of FP17s (28%) are for child patients aged 6-12 years (below
national average)
o The lowest proportion of FP17s (1.2%) are for child patients aged 0-2 years (equals
national average)
In Band 3:
o The largest proportion of FP17s (1.1%) are for child patients aged 13-17 years
(below national average)

Patient Charge Bands of FP17s on adult Patients
Reference: Page 53/70 Appendix F








In DCIoS the percentage of Band 1 treatments undertaken is just above the national
average of 49.2%, at 49.6%. The percentage of Band 2 treatment undertaken in DCIoS
(31.7%) is slightly above the national average of 31.0%. The percentage of Band 3
treatment undertaken in DCIoS (5.8%) is below the national average of 7.4%.
In Band 1:
o The largest proportion of FP17s (54.2%) are for patients aged 18-24 years (above
national average)
o The lowest proportion of FP17s (46.8%) are for patients aged 75+ years (equals
national average)
In Band 2:
o The largest proportion of FP17s (33.7%) are for patients aged 75 + years (above
national average)
o The lowest proportion of FP17s (27.3%) are for patients aged 18-24 years (below
national average)
In Band 3:
o The largest proportion of FP17s (7.2%) are for patients aged 75 + years (below
national average)
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o The lowest proportion of FP17s (2.2%) are for patients aged 18-24 years (below
national average)
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Clinical data set (CDS) of FP17s on Patients
The clinical data set provides information on the range and number of treatments being
provided within the three treatment bands. All contractors are required to record details of the
treatments provided (including any appliances) for each patient during each course of
treatment.
Clinical data set (CDS) of FP17s on Patients in DCIoS

Children
Reference: Page 23/70 Appendix F







Examinations: Above the national average for all age groups
Scale and polish: Below the national average for all age groups
Antibiotic prescriptions: Below the national average for all age groups
Extractions: Below the national average for all age groups apart from aged 0-2 years
Permanent fillings: Below the national averages for all age groups
Preventive treatments: Below the national average for each age group

06 - 12

DCIoS

England
06 - 12

DCIoS
03 - 5

England
03 - 5

DCIoS
0-2

Patient Age
Range
Fissure
Sealants
Fluoride
Varnish

0-2

England

Table 7: CDS rate per 100 FP17s by age group DCIoS

0.0

0.0

0.1

0.1

1.4

1.3

5.4

5.0

24.6

15.8

30.7

21.3

Adults
Reference: Page 56/70 Appendix F






Examinations: Above the national average for all age groups, apart from age groups 18-24
and 25-34 years
Antibiotic prescriptions: Above the national average for all age groups, apart from ages
13-17 years
Root canal treatment: above the national average in all age groups above 45 years
Extractions Below the national average for all age groups
Fluoride varnish (preventive treatment): For each age group below the respective
national averages
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Permanent fillings: For all age groups above 25 years, the respective percentages are
above the national averages
Scale and polish: Below the national average in all age groups

Average number of UDA claimed per patient in DCIoS
Children
Reference: Page 31/70 in Appendix F
For children, the highest average rate for contracts was in Cornwall above national averages.
Adults
Reference: Page 70/70 in Appendix F
For adults, the highest average rate for contracts was in North Devon and Torbay, above
national averages.
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Access to urgent dental care
Access to urgent care is a priority for the relief of pain and for accidental damage. One
in four, (25%), of the adult population in the South West reported that they only went to
the dentist when they had a problem (ADHS 2009). Just over half of the adult
population (52.7%) and 31.3% of the child population in BGSW have not visited the
dentist in the last two years, and thus may not have a regular dentist when they have a
problem.
Patients’ use of urgent care services is more complex than just a failure to access
preventive or routine care and a range of services should be available to meet the
needs of patients who choose to access dental services in different ways.
Research indicates that dental access centres (DACs) are offering treatment to a
different population of patients from that seen in neighbouring ‘high street’ practices.
Patients attending DACs were younger and from a more disadvantaged background.
They had worse oral health, experienced more frequent episodes of dental pain, were
more likely to be dentally anxious and had different attitudes to dental health than their
‘high street ‘ counterparts (Milsom et al 2009). It is important that access to urgent care
is offered to patients when they need it and to enable different sectors of the population
to access dental services in different ways.

Access to urgent dental care in BGSW
Patient Charge Bands of FP17s on Child Patients
Reference: Page 23/83 Appendix D
 For “urgent treatment”:
o In 2013/2014 4.1% of all courses of dental treatment provided for children
were for urgent care. This compares with an England average of 4.6 %.
o In terms of access to routine and preventive services in 2013/2014, access
rates for children are above the national average
o The largest proportion of FP17s (4.5%) are for child patients aged 6-12 years
(below national average)
o The lowest proportion of FP17s (2.8%) are for child patients aged 0-2 years
(below national average)
Patient Charge Bands of FP17s on adult Patients
Reference: Page 62/83 Appendix D
 For “urgent treatment”:
o The largest proportion of FP17s (13.4%) are for patients aged 25-34 years
(below national average)
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o In terms of access to routine and preventive services, access rates for adults
are below the respective national averages
o The lowest proportion of FP17s (8.8%) are for patients aged 75+ years
(below national average)
o The proportion of FP17s that were recorded as “Band 1 urgent”, that were
above the national average , were in Forest of Dean (12%); Gloucester
(12.9%); Swindon 11.8%; Tewkesbury (11.7%) (Reference: Page 64/83
Appendix D )
o Higher levels of urgent care can indicate an issue with the quality of diagnosis
and treatment planning, patients not able to access routine dentistry or patient
choice.

58

Access to urgent dental care in BNSSSG
Note that in terms of access to routine and preventive services, 2013/14 access rates for
children and adults were above the respective national averages
Patient Charge Bands of FP17s on Child Patients
Reference: Page 20/68 Appendix E


For “urgent treatment”:
o In 2013/2014 4.2% of all courses of dental treatment provided for children were for
urgent care. This compares with an England average of 4.6 %.
o The largest proportion of FP17s (4.6%) are for child patients aged 6-12 years (below
national average)
o The lowest proportion of FP17s (3.2%) are for child patients aged 0-2 years (above
national average)

Patient Charge Bands of FP17s on adult Patients
Reference: Page 50/68 Appendix E


For “urgent treatment”:
o In 2013/2014 10 % of all courses of dental treatment provided for adults were for
urgent care. This is just below the national average of 11.5%.
o The largest proportion of FP17s (12.1%) are for patients aged 18-24 years (below
national average)
o The lowest proportion of FP17s (8.5%) are for patients aged 75+ years (below
national average)
o The proportion of FP17s that were recorded as “Band 1 urgent”, that were above the
national average, was in Sedgemoor (Reference: Page 53/68 Appendix E )
o Higher levels of urgent care can indicate an issue with the quality of diagnosis and
treatment planning, patients not able to access routine dentistry or patient choice.
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Access to urgent dental care in DCIoS
Note that in terms of access to routine and preventive services, in 2013/14 access rates for
children and adults were above the respective national averages.
Patient Charge Bands of FP17s on Child Patients
Reference: Page 20/70 Appendix F
For “urgent treatment”:
 In 2013/2014 4.4% of all courses of dental treatment provided for children were for urgent
care. This compares with an England average of 4.6 %.
 The largest proportion of FP17s (4.9%) are for child patients aged 6-12 years (below
national average)
 The lowest proportion of FP17s (2.5%) are for child patients aged 0-2 years (below national
average)

Patient Charge Bands of FP17s on adult Patients
Reference: Page 53/70 Appendix F
For “urgent treatment”:
 In 2013/2014 11.9 % of all courses of dental treatment provided for adults were for urgent
care. This is just above the national average of 11.5%.
 The largest proportion of FP17s (16%) are for patients aged 18-24 years (above national
average)
 The lowest proportion of FP17s (9.5%) are for patients aged 75+ years (above national
average)
 The proportion of FP17s that were recorded as “Band 1 urgent”, that were above the
national average, was in Isles of Scilly; Cornwall; Exeter; North Devon; and Plymouth
(Reference: Page 56/70 Appendix F )
 Higher levels of urgent care can indicate an issue with the quality of diagnosis and
treatment planning, patients not able to access routine dentistry or patient choice.
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Treatment on referral rates
Treatment on referral occurs when a patient is in need of specialist dental care for
example treatment under sedation. This refers only to treatment on referral in primary
care.

Referrals FP17s on Patients in BGSW

Children
Reference: Page 32/83 Appendix D
 0.1% of FP17s related to child patients, where treatment on referral was indicated
compared to 0.5% nationally
 The lowest percentage of FP17s related to child patients, where treatment on
referral was indicated was 0% in Swindon; and 0.1% in Wiltshire, Forest of Dean,
Cheltenham and BANES.
Adults
Reference: Page 71/83 Appendix D
 0.1% of FP17s related to adult patients, where treatment on referral was indicated
compared to 0.4% nationally
 The lowest percentage of FP17s related to adult patients, where treatment on
referral was indicated was 0% in Swindon and Wiltshire
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Referrals FP17s on Patients in BNSSSG
Children
Reference: Page 27/68 Appendix E
 0.2% of FP17s related to child patients, where treatment on referral was indicated
compared to 0.5% nationally
 The lowest percentage of FP17s related to child patients, where treatment on referral was
indicated was 0% in South and West Somerset; and Taunton Deane. It was 0.1% in North
Somerset.
Adults
Reference: Page 59/68 Appendix E
 0.2% of FP17s related to adult patients, where treatment on referral was indicated
compared to 0.4% nationally
 The lowest percentage of FP17s related to adult patients, where treatment on referral was
indicated was 0% in South Gloucestershire; and 0.1% in Bristol and North Somerset.

Referrals FP17s on Patients in DCIoS
Children
Reference: Page 28/70 Appendix F



0.3% of FP17s related to child patients, where treatment on referral was indicated
compared to 0.5% nationally
The lowest percentage of FP17s related to child patients, where treatment on referral was
indicated was 0% in the Isles of Scilly and Torbay; and 0.1% in Plymouth; South Hams; and
Teignbridge.

Adults
Reference: Page 62/70 Appendix F



0.2% of FP17s related to adult patients, where treatment on referral was indicated
compared to 0.4% nationally
The lowest percentage of FP17s related to adult patients, where treatment on referral was
indicated was 0% in East Devon, Exeter, Isles of Scilly, Teignbridge and Torbay; and 0.1%
in Mid Devon, North Devon, South Hams and Torridge.
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Access to anxiety management services
Nationally, 12% of the adult population (19 years and above) is likely to suffer from
dental phobia, and avoid dental care as a result (ADHS 2009). This also varied by
socioeconomic occupation of the household, and was higher in adults from routine and
manual occupation households (15%) than professional and managerial occupation
households (10%).
The provision of adequate anxiety control is an integral part of the practice of dentistry.
Child dental anxiety, for example, is widespread and many anxious children, and adults,
can be satisfactorily treated using behaviour management techniques.
Dental anxiety is a potential barrier to those seeking dental care and its association with
oral health is of central importance. Adequate provision of anxiety management
services, including behaviour management, sedation techniques and even cognitive
behavioural therapy is important in reducing barriers to accessing dental care as well as
reducing the health inequalities associated with deprivation.

Sedation services as an adjunct to dental services
Some groups of patients will have reasons, other than anxiety, to need sedation to
complete dental treatment e.g. to manage the pain and discomfort of surgical dentistry
where local analgesia alone is not adequate or effective. These groups may also
include those with learning or physical disabilities who may benefit from the provision of
sedation services. When sedation services are offered the quality of the clinical dental
care provided in these situations must be excellent to minimise the risk of repeat
procedures.
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Anxiety management services in BGSW

Children
Reference: Page 27/83 in Appendix D
 The proportion of FP17s related to child patients in BGSW where sedation was
indicated was 0.1% in 2013/2014 compared to 0.5% nationally
 The proportion of FP17s related to child patients where sedation was indicated was
higher than the BGSW average (0.1%) in Cheltenham (0.3%); Tewkesbury and
Gloucester (0.2%); Stroud and Forest of Dean (0.1%)
 Clinical data set (CDS) of FP17s on patients
provides information on the range and number of treatments being provided within the
three treatment bands under sedation. The CDS rate shows the rate per 100 FP17s
with sedation.
o Examination:82.5% above national average of 76.8%
o Scale and polish: 10.2% above the national average of 6.1%
o Fissure sealants: 1.5% below the national average 6%
o Fluoride varnish:1.1% below the national average of 11%
o Endodontic treatment: 4.7% above the national average of 1.5%
o Permanent fillings:54.9% above the national average of 47.8%
o Extractions:61.1% below the national average of 69.1%
 The largest proportion of sedation FP17s was in the 6-12 year age group (48.4%)
 There were 10 contracts in 2013/14 that delivered sedations in the area, averaging
23 FP17s with a minimum of 1 and maximum of 187 FP17s with sedation. 2 were
TDS comprising 20% of the total of contracts but 80% of the number of FP17s, 1
was a PDS contract comprising 10% of the total of contracts but 1.3% of the number
of FP17s and 7 GDS contracts comprising 70% of the total of contracts but 20% of
the number of FP17s.

Adults
Reference: Page 67/83 in Appendix D
 The proportion of FP17s related to adult patients in BGSW where sedation was
indicated was 0.2% in 2013/2014 compared to 0.3% nationally
 Provision across the area shows a great deal of variation and this may reflect ease
of access to NHS services rather than patient need. It is not known how many
patients may visit private providers to use these services. The proportion of FP17s
related to adult patients where sedation was indicated was higher than the BGSW
average (0.2%) in Cheltenham (0.3%) and Tewkesbury (0.2%)
 Patients in Wiltshire, Swindon and BANES have little/ no access to sedation services
and this is unlikely to be related to need.
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Areas with higher deprivation and consequently higher need and higher anxiety
levels such as Gloucester, Swindon and Forest of Dean have very limited access to
sedation services and this is of concern
CDS rate of FP17s with sedation:
o Examination:9.7% below the national average of 62.7%
o Scale and polish: 4.1% below the national average of 19.3%
o Endodontic treatment: 0.7% below the national average of 5.1%
o Permanent fillings:8.7% below the national average of 36.8%
o Extractions:90.6% above the average of 67.3%
The largest proportion of sedation FP17s was in the 25-34 year age group (29.2%)
There were 8 contracts in 2013/14 that delivered sedation to adults in the area,
averaging 151 FP17s with a minimum of 1, and a maximum of 1,028 FP17s with
sedation. 6 were GDS contracts comprising 75% of the total of contracts but 89% of
the number of FP17s.
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Anxiety management services in BNSSSG
Children
Reference: Page 24/68 in Appendix E





The proportion of FP17s related to child patients in BNSSSG where sedation was indicated
was 0.2% in 2013/2014 compared to 0.5% nationally
The proportion of FP17s related to child patients where sedation was indicated was higher
than the national average (0.5%) in Sedgemoor (0.8%) and West Somerset (0.6%).
Patients in South Gloucestershire ; Bristol and North Somerset have little/ no access to
sedation services and this is unlikely to be related to need
Clinical data set (CDS) of FP17s on patients provides information on the range and number
of treatments being provided within the three treatment bands under sedation. The CDS
rate shows the rate per 100 FP17s with sedation.
o Examination:89.6% above national average of 76.8%
o Scale and polish: 7.5% above the national average of 6.1%
o Fissure sealants: 2.7% below the national average 6%
o Fluoride varnish:23.6% above the national average of 11%
o Endodontic treatment: 1.1% below the national average of 1.5%
o Permanent fillings:56.5% above the national average of 47.8%
o Extractions:62.4% below the national average of 69.1%
 The largest proportion of sedation FP17s was in the 6-12 year age group (53.3%)


There were 11 contracts in 2013/14 that delivered sedations in the area, averaging 35
FP17s with a minimum of 1 and maximum of 166 FP17s with sedation. 11 were TDS
comprising 55% of the total of contracts but 91% of the number of FP17s, 1 was a PDS
contract comprising 5% of the total of contracts but 7% of the number of FP17s and 8
GDS contracts comprising 40% of the total of contracts but 2% of the number of FP17s.

Adults
Reference: Page 55/68 in Appendix E







The proportion of FP17s related to adult patients in BNSSSG where sedation was indicated
was 0.3% in 2013/2014 compared to 0.3% nationally
Provision across the area shows a great deal of variation and this may reflect ease of
access to NHS services rather than patient need. It is not known how many patients may
visit private providers to use these services. The proportion of FP17s related to adult
patients where sedation was indicated was higher than the BNSSSG average (0.3%) in
Bristol and locally in Sedgemoor (0.4%)
Adult patients in West Somerset have little/ no access to sedation services and this is
unlikely to be related to need.
Areas with higher deprivation and consequently higher need and higher anxiety levels such
as West Somerset have very limited access to sedation services and this is of concern
CDS rate of FP17s with sedation:
66




o Examination:28.7% below the national average of 62.7%
o Scale and polish: 9.4% below the national average of 19.3%
o Root canal treatment: 0.9% below the national average of 5.1%
o Permanent fillings:24.7 % below the national average of 36.8%
o Extractions: 80.8% above the average of 67.3%
The largest proportion of sedation FP17s was in the 25-34 year age group (26.7%)
There were 25 contracts in 2013/14 that delivered sedation to adults in the area,
averaging 109 FP17s with a minimum of 1, and a maximum of 1,956 FP17s with
sedation. 9 were GDS contracts comprising 36% of the total of contracts but 2% of the
number of FP17s; there were 15 TDS contracts comprising 60% of the total of contracts
but 26% of the number of FP17s and 1 PDS contract comprising 4% of the total of
contracts, but 72% of the number of FP17s.
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Anxiety management services in DCIoS
Children
Reference: Page 24/70 in Appendix F









The proportion of FP17s related to child patients in DCIoS where sedation was indicated
was 0.4% in 2013/2014 compared to 0.5% nationally
The proportion of FP17s related to child patients where sedation was indicated was higher
than the national average (0.5%) in Exeter (1%); Mid Devon (0.7%); and North Devon
(1.1%).
Patients in the Isles of Scilly; and South Hams have little/ no access to sedation services
and this is unlikely to be related to need
Clinical data set (CDS) of FP17s on patients provides information on the range and number
of treatments being provided within the three treatment bands under sedation. The CDS
rate shows the rate per 100 FP17s with sedation.
o Examination:90.1% above national average of 76.8%
o Scale and polish: 4.9% below the national average of 6.1%
o Fissure sealants: 2.7% below the national average 6%
o Fluoride varnish:9.4% below the national average of 11%
o Root canal treatment treatment: 1.8% above the national average of 1.5%
o Permanent fillings:46.1% below the national average of 47.8%
o Extractions:67.6% below the national average of 69.1%
The largest proportion of sedation FP17s was in the 6-12 year age group (49.4%)
There were 10 contracts in 2013/14 that delivered sedations in the area, averaging 23
FP17s with a minimum of 1 and maximum of 187 FP17s with sedation. 2 were TDS
comprising 20% of the total of contracts but 80% of the number of FP17s, 1 was a PDS
contract comprising 10% of the total of contracts but 1.3% of the number of FP17s and 7
GDS contracts comprising 70% of the total of contracts but 20% of the number of FP17s.

Adults
Reference: Page 58/70 in Appendix F





The proportion of FP17s related to adult patients in DCIoS where sedation was indicated
was 0.2% in 2013/2014 compared to 0.3% nationally
Provision across the area shows a great deal of variation and this may reflect ease of
access to NHS services rather than patient need. It is not known how many patients may
visit private providers to use these services. The proportion of FP17s related to adult
patients where sedation was indicated was higher than the DCIoS average (0.2%) in North
Devon (1.1); Exeter (1); Torridge (0.9); West Devon (0.5); and East Devon (0.4).
Patients in the Isles of Scilly; South Hams; Torbay have little/ no access to sedation
services and this is unlikely to be related to need.
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Areas with higher deprivation and consequently higher need and higher anxiety levels such
as Torbay have very limited access to sedation services and this is of concern
CDS rate of FP17s with sedation:
o Examination:36.8% below the national average of 62.7%
o Scale and polish: 20.8% above the national average of 19.3%
o Root canal treatment: 3.7% below the national average of 5.1%
o Permanent fillings:55.9 % above the national average of 36.8%
o Extractions: 61.9% below the average of 67.3%
o Fluoride varnish: 2.6% above the national average of 2.5%
The largest proportion of sedation FP17s was in the 25-34 year age group (25.3%)
There were 18 contracts in 2013/14 that delivered sedations to adults in the area, averaging
132 FP17s with a minimum of 1 and maximum of 1,117 FP17s with sedation. 10 were TDS
comprising 56% of the total of contracts but 16% of the number of FP17s, 3 were PDS
contracts comprising 17% of the total of contracts but 83% of the number of FP17s and 5
GDS contracts comprising 28% of the total of contracts but 1% of the number of FP17s.
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Inequalities in access to services






Research has shown that dental disease correlates closely with social and economic
deprivation: dental need is greater in more deprived communities. Deprivation can thus
impact upon accessing dental services.
The distance travelled to a dentist can be seen as an indicator of need and effectiveness of
dental commissioning. The rural nature of the area and poor public transport can affect
peoples’ ability to access dental services.
The geographical pattern of treatment locations can help assess the effectiveness of dental
commissioning, especially when combined with other data such as deprivation and access
rates.
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Inequalities in access to dental services in BGSW
Key points
Some child and adult patients residing in parts of Wiltshire and Gloucestershire have the
highest average distance to travel in BGSW over a 24 month period. This could reflect a lack of
provision in certain areas, or other factors such as the provision of private dental services,
patient choice, ease of travel and locations of large towns nearby. For children, Tisbury has one
of the lowest access rates in BGSW (41.99%) below the national average of 68%, and patients
residing here have to travel some of the highest average distances in the area to access care.
For adults, Riversmeet (25.9%) and Three Rivers (23%) have the lowest access rates in BGSW
(below the national average of 47.3%), and patients residing here have to travel some of the
highest average distances in the area to access care.
Some of the most deprived wards in BGSW are relatively underserved by NHS dental services
delivering treatment to children and adults. It is unclear whether this mismatch in provision
contributes to poor dental health but should be considered when planning new services.
Children


Only 8.8% of the child BGSW population fall into the 25% most deprived IMD (2010) quartile
compared to 28.2% of the population for England. The access rate for children in this
quartile attending an NHS dentist (66.7%) is below the access rate for England (67.5%).
This could suggest that this population group may be experiencing problems in accessing
services in BGSW

Adults






Only 7.2% of the adult BGSW population fall into the 25% most deprived IMD (2010)
quartile compared to 23.9% of the population for England. The access rate for adults in this
quartile attending an NHS dentist (53.2%) is slightly below the access rate for England
(53.3%).
Regarding access to anxiety management services, nationally, 12% of the adult population
is likely to suffer from dental phobia, and avoid dental care as a result. This also varied by
socioeconomic status. Adequate provision of anxiety management services, including
behaviour management, sedation techniques and even cognitive behavioural therapy are
thus important in reducing barriers to accessing dental care as well as reducing the health
inequalities associated with deprivation.
Areas with higher deprivation and consequently higher dental need and higher anxiety
levels, such as Gloucester, Swindon and Forest of Dean have very limited access to
sedation services, that are well below national averages and this is of concern.
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Access and Deprivation
Research has shown that dental disease correlates closely with social and economic
deprivation: dental need is greater in more deprived communities. Deprivation can impact upon
accessing dental services.

Access and Deprivation in BGSW
Child access and deprivation in BGSW
Reference: Page 9/83 Appendix D




Only 8.8% of the child BGSW population fall into the 25% most deprived IMD (2010) quartile
compared to 28.2% of the population for England. The access rate for children in this
quartile attending an NHS dentist (66.7%) is below the access rate for England (67.5%).
This suggests that this population group may be experiencing problems in accessing
services in BGSW
44.2% of the child BGSW population fall into the 25% least deprived IMD (2010) quartile
compared to 24.6% of the population for England

Adult access and deprivation in BGSW
Reference: Page 47/83 Appendix D




Only 7.2% of the adult BGSW population fall into the 25% most deprived IMD (2010)
quartile compared to 23.9% of the population for England. The access rate for adults in this
quartile attending an NHS dentist (53.2%) is slightly below the access rate for England
(53.3%). This suggests that this population group may be experiencing problems in
accessing services in BGSW
44.5% of the adult BGSW population fall into the 25% least deprived IMD (2010) quartile
compared to 25.2% of the population for England

Distances travelled by patients
The distance travelled to a dentist can be seen as an indicator of need and effectiveness of
dental commissioning. A high average distance could reflect a lack of provision in certain areas,
although other factors eg patient choice, ease of travel and locations of large towns nearby
need to be considered.
The following maps shows the average distance travelled (km) of patients resident in each
ward in the analysed area over a 24 month. This is calculated by measuring a straight line
between the home postcode and contract location. Those wards shaded red have the highest
average distance, those shaded blue the lowest.
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Distances travelled by child patients in BGSW
Reference: Page 12/83 Appendix D
Ampney-Coln; Chedworth; Fosseridge; Moreton-in-Mars; Riversmeet; Three Rivers;
Christchurch and English Bicknor (Gloucestershire) and Burbage and the Bedwyns; Fovant
and Chalke Valley; Till and Wylye Valley and Tisbury wards (Wiltshire) have the highest
average distance travelled (14-18 km) of patients resident in each ward in BGSW over a 24
month period.
Of these only Tisbury has one of the lowest access rates in BGSW (41.99%) below the national
average of 68%. Note that a low access rate may not solely be due to a lack of NHS dental
service provision; elements such as patient choice for example opting for private treatment can
impact this rate.
Figure 13: Average Distance Travelled by Resident Child Patients in BSGW (24 Months to March 2014)

73

Distances travelled by adult patients in BGSW
Reference: Page 50/83 Appendix D
Riversmeet; Three Rivers; Bourton-on-the-Water; Fosseridge; Northleach; Rissingtons;
Bromesberrow and Dymock; Oxenhall and Newent North East; Redmarley and Isbourne wards
(Gloucestershire) and; Fovant and Chalke Valley; and Tisbury wards (Wiltshire) have the
highest average distance travelled (17-23 km) of patients resident in each ward in BGSW over
a 24 month period.
Of these only Riversmeet (25.9%) and Three Rivers (23%) have the lowest access rates in
BGSW below the national average of 47.3%. Note that a low access rate may not solely be due
to a lack of NHS dental service provision; elements such as patient choice for example opting
for private treatment can impact this rate.
Note: The average distances travelled by children and adults may differ, as these distances are
averages of all patients resident in an area. However, averages can be skewed for a variety of
reasons including: where there are relatively low numbers of patients, with some patients
travelling long distances; adult patients may be more likely to travel to dentists where they
work, rather than their local practice; and some contracts may be child only, therefore adults
would not be able to attend such contracts. Residential/institutional locations could also skew
the figures: eg prisons, residential holiday centres, schools etc.
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Figure 14: Average Distance Travelled by Resident Adult Patients in BSGW 2013/14
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Deprivation, patients and treatment locations
The geographical pattern of treatment locations can help assess the effectiveness of dental
commissioning, especially when combined with other data such as deprivation and access
rates. Treatment location is the address where the treatment took place. Socio-economic
factors have often been cited as a crucial determinant in dental health. Therefore it is important
to assess commissioning and activity in relation to deprivation when assessing oral health
needs and the effectiveness of dental commissioning.
The maps below shows level of deprivation by LSOA. Those areas with darker shading have
the highest overall IMD score, relative to the area as a whole, and therefore can be classed as
the most deprived. It must be stressed that this level of deprivation is relative to the particular
area analysed. Local authority borders are included for geographical reference. This is then
overlaid with treatment locations and UDA delivered.
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Deprivation, patients and treatment locations in BGSW
Reference: Page 15/83 Appendix D
Some of the most deprived wards in BGSW, are relatively underserved by NHS dental services
Figure 14: Child Resident Patients In BSGW 2013-14 Treatment Locations and IMD Score 2010 by LSOA
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Adult Resident Patients 2013-14 Treatment Locations and IMD Score 2010 by LSOA
Reference: Page 53/83 Appendix D
Some of the most deprived wards in BGSW are relatively underserved by NHS dental services
Figure 15: Adult Resident Patients In BSGW 2013-14 Treatment Locations and IMD Score 2010 by LSOA
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Access to anxiety management services
Regarding access to anxiety management services, nationally, 12% of the adult population is
likely to suffer from dental phobia, and avoid dental care as a result (ADHS 2009). This also
varied by socioeconomic occupation of the household, and was higher in adults from routine
and manual occupation households (15%) than professional and managerial occupation
households (10%).
Adequate provision of anxiety management services, including behaviour management,
sedation techniques and even cognitive behavioural therapy is important in reducing barriers to
accessing dental care as well as reducing the health inequalities associated with deprivation.
Anxiety management services in BGSW


Areas with higher deprivation and consequently higher dental need and higher anxiety
levels, such as Gloucester, Swindon and Forest of Dean have very limited access to
sedation services (below national averages) and this is of concern.
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Inequalities in access to dental services in BNSSSG
Key points
Some child and adult patients residing in parts of West Somerset; Sedgemoor and Bristol have
the highest average distances to travel to access dental services in BNSSSG over a 24 month
period. This could reflect a lack of provision in certain areas, or other factors such as the
provision of private dental services, patient choice, ease of travel and locations of large towns
nearby.
Some of the most deprived wards in BNSSSG are relatively underserved by NHS dental
services delivering treatment to children and adults. It is unclear whether this mismatch in
provision contributes to poor dental health but should be considered when planning new
services.
Children


17.4% of the child BNSSSG population fall into the 25% most deprived IMD (2010) quartile
compared to 28.2% of the population for England. The access rate for children in this
quartile attending an NHS dentist (68%) is just above the access rate for England (67.5%).

Adults






15.5% of the adult BNSSSG population fall into the 25% most deprived IMD (2010) quartile,
compared to 23.9% of the population for England. The access rate for adults in this quartile
attending an NHS dentist (53.6%) is slightly above the access rate for England (53.3%).
Regarding access to anxiety management services, nationally, 12% of the adult population
is likely to suffer from dental phobia, and avoid dental care as a result. This also varied by
socioeconomic status. Adequate provision of anxiety management services, including
behaviour management, sedation techniques and even cognitive behavioural therapy are
thus important in reducing barriers to accessing dental care as well as reducing the health
inequalities associated with deprivation.
Areas with higher deprivation and consequently higher dental need and higher anxiety
levels, such as West Somerset have very limited access to sedation services, that are well
below national averages and this is of concern.
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Access and Deprivation
Research has shown that dental disease correlates closely with social and economic
deprivation: dental need is greater in more deprived communities. Deprivation can impact upon
accessing dental services.
Access and Deprivation in BNSSSSG
Child access and deprivation
Reference: Page 9/68 Appendix E


17.4% of the child BNSSSG population fall into the 25% most deprived IMD (2010) quartile
compared to 28.2% of the population for England. The access rate for children in this
quartile attending an NHS dentist (68%) is just above the access rate for England (67.5%).

Adult access and deprivation in BNSSSG
Reference: Page 39/68 Appendix E


15.5% of the adult BNSSSG population fall into the 25% most deprived IMD (2010) quartile
compared to 23.9% of the population for England. The access rate for adults in this quartile
attending an NHS dentist (53.6%) is slightly above the access rate for England (53.3%).

Distances travelled by patients
The distance travelled to a dentist can be seen as an indicator of need and effectiveness of
dental commissioning. A high average distance could reflect a lack of provision in certain areas,
although other factors eg patient choice, ease of travel and locations of large towns nearby
need to be considered.
The following maps shows the average distance travelled (km) of patients resident in each
ward in the analysed area over a 24 month. This is calculated by measuring a straight line
between the home postcode and contract location. Those wards shaded red have the highest
average distance, those shaded blue the lowest.
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Distances travelled by child patients in BNSSSG
Reference: Page 11/68 Appendix E
Note that a low access rate may not solely be due to a lack of NHS dental service provision;
elements such as patient choice for example opting for private treatment can impact this rate.

Figure 16: Average Distance Travelled by Resident Child Patients in BNSSSG (24 Months to March 2014
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Distances travelled by adult patients in BNSSSG
Reference: Page 42/68 Appendix E
Note that a low access rate may not solely be due to a lack of NHS dental service provision;
elements such as patient choice for example opting for private treatment can impact this rate.
In addition, the average distances travelled by children and adults may differ, as these
distances are averages of all patients resident in an area. However, averages can be skewed
for a variety of reasons including: where there are relatively low numbers of patients, with some
patients travelling long distances; adult patients may be more likely to travel to dentists where
they work, rather than their local practice; and some contracts may be child only, therefore
adults would not be able to attend such contracts. Residential/institutional locations could also
skew the figures: eg prisons, residential holiday centres, schools etc.These distances are
averages of all patients resident in an area. However, averages can be skewed for a variety of
reasons including: where there are relatively low numbers of patients, with some patients
travelling long distances; adult patients may be more likely to travel to dentists where they
work, rather than their local practice; and some contracts may be child only, therefore adults
would not be able to attend such contracts. Residential/institutional locations could also skew
the figures: eg prisons, residential holiday centres, schools etc.
Figure 17: Average Distance Travelled by Resident Adult Patients in BNSSSG 2013/14
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Deprivation, patients and treatment locations
The geographical pattern of treatment locations can help assess the effectiveness of dental
commissioning, especially when combined with other data such as deprivation and access
rates. Treatment location is the address where the treatment took place. Socio-economic
factors have often been cited as a crucial determinant in dental health. Therefore it is important
to assess commissioning and activity in relation to deprivation when assessing oral health
needs and the effectiveness of dental commissioning.
The map below shows level of deprivation by LSOA. Those areas with darker shading have the
highest overall IMD score, relative to the area as a whole, and therefore can be classed as the
most deprived. It must be stressed that this level of deprivation is relative to the particular area
analysed. Local authority borders are included for geographical reference. This is then overlaid
with treatment locations and UDA delivered.
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Deprivation, patients and treatment locations in BNSSSG
Child Resident Patients 2013-14 Treatment Locations and IMD Score 2010 by LSOA
Reference: Page 13/68 Appendix E
Some of the most deprived in BNSSSG, are relatively underserved by NHS dental services

Figure 18: Child Resident Patients in BNSSSG 2013-14 Treatment Locations and IMD Score 2010 by LSOA
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Adult Resident Patients 2013-14 Treatment Locations and IMD Score 2010 by LSOA
Reference: Page 44/68 Appendix E
Some of the most deprived wards in BNSSSG, are relatively underserved by NHS dental
services
Figure 19: Adult Resident Patients In BNSSSG 2013-14 Treatment Locations and IMD Score 2010 by LSOA
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Access to anxiety management services
Regarding access to anxiety management services, nationally, 12% of the adult population is
likely to suffer from dental phobia, and avoid dental care as a result (ADHS 2009). This also
varied by socioeconomic occupation of the household, and was higher in adults from routine
and manual occupation households (15%) than professional and managerial occupation
households (10%).
Adequate provision of anxiety management services, including behaviour management,
sedation techniques and even cognitive behavioural therapy is important in reducing barriers to
accessing dental care as well as reducing the health inequalities associated with deprivation.
Anxiety management services in BNSSSG


Areas with higher deprivation and consequently higher dental need and higher anxiety
levels, such as West Somerset have very limited access to sedation services, that are well
below national averages and this is of concern.
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Inequalities in access to dental services in DCIoS
Key points
Some child and adult patients residing in parts of Cornwall; Torridge; North and West Devon
have the highest average distances to travel to access dental services in DCIoS over a 24
month period. This could reflect a lack of provision in certain areas, or other factors such as the
provision of private dental services, patient choice, ease of travel and locations of large towns
nearby.
Some of the most deprived wards in DCIoS are relatively underserved by NHS dental services
delivering treatment to children and adults. It is unclear whether this mismatch in provision
contributes to poor dental health but should be considered when planning new services.
Children


17.5% of the child DCIoS population fall into the 25% most deprived IMD (2010) quartile
compared to 28.2% of the population for England. The access rate for children in this
quartile attending an NHS dentist (66.1%) is below the access rate for England (67.5%).
This could suggest that this population group may be experiencing problems in accessing
services in DCIoS

Adults






15.6% of the adult DCIoS population fall into the 25% most deprived IMD (2010) quartile
compared to 23.9% of the population for England. The access rate for adults in this quartile
attending an NHS dentist (53.2%) is slightly below the access rate for England (53.3%).
Regarding access to anxiety management services, nationally, 12% of the adult population
is likely to suffer from dental phobia, and avoid dental care as a result. This also varied by
socioeconomic status. Adequate provision of anxiety management services, including
behaviour management, sedation techniques and even cognitive behavioural therapy are
thus important in reducing barriers to accessing dental care as well as reducing the health
inequalities associated with deprivation.
Areas with higher deprivation and consequently higher need and higher anxiety levels such
as Torbay have very limited access to sedation services and this is of concern
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Access and Deprivation
Research has shown that dental disease correlates closely with social and economic
deprivation: dental need is greater in more deprived communities. Deprivation can impact upon
accessing dental services.
Access and Deprivation in DCIoS
Child access and deprivation
Reference: Page 9/70 Appendix F


17.5% of the child DCIoS population fall into the 25% most deprived IMD (2010) quartile
compared to 28.2% of the population for England. The access rate for children in this
quartile attending an NHS dentist (66.1%) is below the access rate for England (67.5%).
This could suggest that this population group may be experiencing problems in accessing
services in DCIoS

Adult access and deprivation in DCIoS
Reference: Page 42/70 Appendix F


15.6% of the adult DCIoS population fall into the 25% most deprived IMD (2010) quartile
compared to 23.9% of the population for England. The access rate for adults in this quartile
attending an NHS dentist (53.2%) is slightly below the access rate for England (53.3%).

Distances travelled by patients
The distance travelled to a dentist can be seen as an indicator of need and effectiveness of
dental commissioning. A high average distance could reflect a lack of provision in certain areas,
although other factors eg patient choice, ease of travel and locations of large towns nearby
need to be considered.
The following maps shows the average distance travelled (km) of patients resident in each
ward in the analysed area over a 24 month. This is calculated by measuring a straight line
between the home postcode and contract location. Those wards shaded red have the highest
average distance, those shaded blue the lowest.
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Distances travelled by child patients in DCIoS
Reference: Page 11/70 Appendix F
Note that a low access rate may not solely be due to a lack of NHS dental service provision;
elements such as patient choice for example opting for private treatment can impact this rate.
Figure 20: Average Distance Travelled by Resident Child Patients in DCIoS (24 Months to March 2014)
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Distances travelled by adult patients in DCIoS
Reference: Page 45/70 Appendix F
Note that a low access rate may not solely be due to a lack of NHS dental service provision;
elements such as patient choice for example opting for private treatment can impact this rate.
In addition, the average distances travelled by children and adults may differ, as these
distances are averages of all patients resident in an area. However, averages can be skewed
for a variety of reasons including: where there are relatively low numbers of patients, with some
patients travelling long distances; adult patients may be more likely to travel to dentists where
they work, rather than their local practice; and some contracts may be child only, therefore
adults would not be able to attend such contracts. Residential/institutional locations could also
skew the figures: eg prisons, residential holiday centres, schools etc.These distances are
averages of all patients resident in an area. However, averages can be skewed for a variety of
reasons including: where there are relatively low numbers of patients, with some patients
travelling long distances; adult patients may be more likely to travel to dentists where they
work, rather than their local practice; and some contracts may be child only, therefore adults
would not be able to attend such contracts. Residential/institutional locations could also skew
the figures: eg prisons, residential holiday centres, schools etc
Figure 20: Average Distance Travelled by Resident Adult Patients in DCIoS 2013/14
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Deprivation, patients and treatment locations

The geographical pattern of treatment locations can help assess the effectiveness of dental
commissioning, especially when combined with other data such as deprivation and access
rates. Treatment location is the address where the treatment took place. Socio-economic
factors have often been cited as a crucial determinant in dental health. Therefore it is important
to assess commissioning and activity in relation to deprivation when assessing oral health
needs and the effectiveness of dental commissioning.
The map below shows level of deprivation by LSOA. Those areas with darker shading have the
highest overall IMD score, relative to the area as a whole, and therefore can be classed as the
most deprived. It must be stressed that this level of deprivation is relative to the particular area
analysed. Local authority borders are included for geographical reference. This is then overlaid
with treatment locations and UDA delivered.

Child Resident Patients 2013-14 Treatment Locations and IMD Score 2010 by LSOA
Reference: Page 13/70 Appendix F
Some of the most deprived in DCIoS, are relatively underserved by NHS dental services
Figure 21: Child Resident Patients in DCIoS 2013-14 Treatment Locations and IMD Score 2010 by LSOA
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Adult Resident Patients 2013-14 Treatment Locations and IMD Score 2010 by LSOA
Reference: Page 47/70 Appendix F
Some of the most deprived wards in DCIoS, are relatively underserved by NHS dental services
Figure 22: Adult Resident Patients In DCIoS 2013-14 Treatment Locations and IMD Score 2010 by LSOA
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Access to anxiety management services

Regarding access to anxiety management services, nationally, 12% of the adult population is
likely to suffer from dental phobia, and avoid dental care as a result (ADHS 2009). This also
varied by socioeconomic occupation of the household, and was higher in adults from routine
and manual occupation households (15%) than professional and managerial occupation
households (10%).
Adequate provision of anxiety management services, including behaviour management,
sedation techniques and even cognitive behavioural therapy is important in reducing barriers to
accessing dental care as well as reducing the health inequalities associated with deprivation.
Anxiety management services in DCIoS
Areas with higher deprivation and consequently higher need and higher anxiety levels such as
Torbay have very limited access to sedation services and this is of concern.
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Older people: access to NHS dental
services
Key points









The burden of oral disease, and its impact on the general health of older people is
considerable, particularly in terms of tooth loss, tooth decay, periodontal diseases, dry
mouth, and oral cancer.
Poor oral health has a disproportionate impact on the quality of lives of older people,
compounded by socioeconomic and psychological factors. The resulting pain, discomfort,
difficulties in eating, and sleepless nights can lead to increased agitation, anxiety, confusion,
malnutrition and dehydration. Poor oral health can reduce self-esteem, adding to the
problems of loneliness and isolation in a population already on the margins of society.
Adults living with dementia may experience difficulties in maintaining good oral hygiene, and
may be reliant on their carers to undertake routine oral hygiene for them.
There are problems around the inconsistent delivery of oral health care by care home
providers. Not all care homes include oral health care as part of their care plans, and there
is a lack of staff training in the provision of personal oral care
A group known as the “heavy metal generation” between 30 and 65 years who have
experienced a lifetime of high levels of disease, which has been treated by fillings, and other
complex restorations such as crowns, will have challenging needs as they age. This has
important service implications for the future, related to the continued maintenance and
advanced restorative care amongst a group of adults who are likely to be increasingly frail,
and with perhaps complex medical history and difficulties accessing dental services.
Preventing oral disease is thus of crucial importance, as the burden of the disease lasts a
lifetime. Once the tooth structure is compromised, restoration and complex additional
maintenance will be required throughout the life of the affected tooth, even long after the
disease has been eliminated

Access to routine and preventive general dental care for older adults
A visit to the dentist provides the opportunity to deliver evidence based interventions such as
oral hygiene, diet, and smoking cessation advice; and preventive interventions such as fluoride
applications, and scaling and polishing, which will be missed if access is limited.
In BGSW:
Older people are less likely to access NHS dental care than younger age groups in BGSW.
This matches the national picture: a lower percentage of older people in BGSW access care
(39.3%) than the England average (44.2%).
Patient Charge Bands on older adult patients
 In Band 1: The lowest proportion of FP17s (48.7%) are for patients aged 75+ years (above
national average)
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In Band 2: The largest proportion of FP17s (33%) are for patients aged 75 + years (above
national average).
In Band 3: The largest proportion of FP17s (7.5%) are for patients aged 75 + years (below
national average).
For “urgent treatment”: The lowest proportion of FP17s (8.8%) are for patients aged 75+
years (below national average).

Clinical data set of FP17s in older adults






Antibiotic prescriptions: Below the national average for all age groups apart from 75+
years which equals the national average
Extractions and root canal treatment: Below the national average for all age groups
Fluoride varnish (preventive treatment): Below the respective national averages for each
age group above 65 years: 1.2% in 65-74 years (2.1% nationally); 1.3% in 75 years + age
group and 2.2% nationally
Permanent fillings: 55-64 years: 26.9% (above national average of 26.3%) and 75+ years
26% (above the national average of 25.6%)
Lower and upper plastic dentures: Below the national average for all age groups

BNSSSG
Older people are less likely to access NHS dental care than younger age groups in BNSSSG.
This matches the national picture. Although a higher percentage of older people in BNSSSG
(47.7%) access care than the England average (44.2%).
Patient Charge Bands on older adult patients
 In Band 1: The lowest proportion of FP17s (47%) are for patients aged 75+ years (above
national average)
 In Band 2: The largest proportion of FP17s (34.4%) are for patients aged 75 + years (above
national average).
 In Band 3: The largest proportion of FP17s (7.2%) are for patients aged 75 + years (below
national average).
 For “urgent treatment”: The lowest proportion of FP17s (8.5%) are for patients aged 75+
years (below national average).
Clinical data set of FP17s in older adults
 Examinations: Above the national average for all age groups 65 years and above
 Antibiotic prescriptions: Below the national average for all age groups above 65 years
 Extractions: Below the national average for all age groups above 65 years
 Root canal treatment: Above the national average for all age groups above 65 years
 Fluoride varnish (preventive treatment): Below the respective national averages for each
age group above 65 years: 0.9% in 65-74 years (2.1% nationally); 1.1% in 75 years + age
group and 2.2% nationally
 Permanent fillings: Above national average in all age groups over 65 years
 Lower and upper plastic dentures: Below the national average for all age groups over 45
year
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DCIoS
Older people are less likely to access NHS dental care than younger age groups in DCIoS. This
matches the national picture. Although a higher percentage of older people in DCIoS (45.3%)
access care than the England average (44.2%).
Patient Charge Bands on older adult patients
 In Band 1: The lowest proportion of FP17s (46.8%) are for patients aged 75+ years (equal
to the national average)
 In Band 2: The largest proportion of FP17s (33.7%) are for patients aged 75 + years (above
national average).
 In Band 3: The largest proportion of FP17s (7.2%) are for patients aged 75 + years (below
national average).
 For “urgent treatment”: The lowest proportion of FP17s (9.5%) are for patients aged 75+
years (above national average).
Clinical data set of FP17s in older adults
 Examinations: Above the national average for all age groups 45 years and above
 Antibiotic prescriptions: Above the national average for all age groups above 45 years
 Extractions: Below the national average for all age groups above 45 years
 Root canal treatment: Above the national average for all age groups above 45 years
 Fluoride varnish (preventive treatment): Below the respective national averages for each
age group above 65 years: 1.2% in 65-74 years (2.1% nationally);2.1% in 75 years + age
group and 2.2% nationally
 Permanent fillings: Above national average in all age groups over 45 years
 Lower and upper plastic dentures: Below the national average for all age groups over 55
years

Access to domiciliary dental services
Domiciliary dental care can be the only care available to patients who are housebound. Poor
access to timely domiciliary services has the potential to increase oral health inequalities in the
most vulnerable groups of patients, particularly older people and those suffering from dementia.
Treatment delivered via domiciliary care provides the opportunity to deliver evidence based
preventive and restorative interventions to a vulnerable population group.
In each Area Team, the largest proportion of domiciliary visits was delivered in the 75 years
and over age group. In future there may be greater demand for these services as all Area
Team population projections indicate increases in the population of adults over 65 years living
in the geographic boundaries. Specifically, in every local authority, the total population aged 65
and over living in a care home with or without nursing is set to increase by 41% across the
South West.
Finally, percentage of registered patients diagnosed with dementia is similar to, or above the
England average in BANES; Plymouth; Devon; Gloucestershire; Somerset; Cornwall and Isles
of Scilly; North; Somerset; and Torbay (QOF 2012/13).

97

The level of domiciliary service provision varies across each of the area Teams, and does not
appear to be associated with age; need; numbers of older people nor level of deprivation in the
population. It is not evident if patients who have the most need of this service are able to
access it. This variation is of concern.
Adults deemed at risk of dental decay should have twice- yearly fluoride applications, and it is
evident in the analysis of the clinical data set that in BGSW a far lower proportion of treatment
involves these preventive interventions.
BGSW:
Domiciliary service provision in BGSW (0.2%) is below the national average of 0.3%. Within
the area team:
 Total number of care homes (2014): 590
 Total population aged 65+ living in a residential/nursing home (2014): 8403
 The numbers of persons with diagnosed dementia (2012/13): 9148
The range of treatment delivered in BGSW via domiciliary care is summarised below:
General clinical data set (CDS) under domiciliary care:
 Examination: 77.4% below the national average of 81.5%
 Scale and polish: 10.1% below the national average of 11.5%
 Antibiotics: 0.7% below the national average of 1%
 Extractions:4.6% above the national average of 4.4%
 Fissure sealants: 0% below the national average of 0.6%
 Fluoride varnish: 1.4% below the national average of 7.5%
 Permanent fillings: 9.5% above the national average of 7.7%
 Lower plastic denture: 5.1% below the national average of 10%
 Upper plastic denture: 6.6% above the national average of 11.8%
In BNSSSG:
Domiciliary service provision in BNSSSG (0.2%) is below the national average of 0.3%. Within
the area team:
 Total number of care homes (2014): 574
 Total population aged 65+ living in a residential/nursing home (2014): 9714
 The numbers of persons with diagnosed dementia (2012/13):9618
The range of treatment delivered in BNSSG via domiciliary care is summarised below:
General clinical data set (CDS) under domiciliary care:
 Examination: 87.1% - above the national average of 81.5%
 Scale and polish: 22.9% - above the national average of 11.5%
 Antibiotics: 0.1% - below the national average of 1%
 Extractions:6.5% - above the national average of 4.4%
 Fluoride varnish: 12.9% - above the national average of 7.5%
 Permanent fillings: 15.2% - above the national average of 7.7%
 Lower plastic denture: 6.7% - below the national average of 10%
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Upper plastic denture: 7.5% - below the national average of 11.8%

DCIoS:
Domiciliary service provision in DCIoS (0.4%) is above the national average of 0.3%. Within the
area team:
 Total number of care homes (2014): 864
 Total population aged 65+ living in a residential/nursing home (2014): 13 359
 The numbers of persons with diagnosed dementia (2012/13): 12 719
 The range of treatment delivered in DCIoS via domiciliary care is summarised below:
General clinical data set (CDS) under domiciliary care:
 Examination: 81% - above the national average of 81.5%
 Scale and polish: 9.1% - below the national average of 11.5%
 Antibiotics: 2.6% - above the national average of 1%
 Extractions:4.7% - above the national average of 4.4%
 Fluoride varnish: 24.2% - above the national average of 7.5%
 Permanent fillings: 9.8 % - above the national average of 7.7%
 Lower plastic denture: 5.8% - below the national average of 10%
 Upper plastic denture: 7.9% - below the national average of 11.8%
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Access to dental care for older adults in BGSW
Routine and preventive care
A visit to the dentist provides the opportunity to deliver evidence based interventions such as
oral hygiene, diet, and smoking cessation advice; and preventive interventions such as fluoride
applications, and scaling and polishing, which will be missed if access is limited. BSA data
analysis (2014) provides information on attendance patterns, and procedures undertaken for
this population group.
Older people are less likely to access NHS dental care than younger age groups in BGSW.
This matches the national picture, although a lower percentage of older people in BGSW
(39.3%) access care than the England average (44.2%).
Patient Charge Bands on older adult patients
 In Band 1: The lowest proportion of FP17s (48.7%) are for patients aged 75+ years (above
national average)
 In Band 2: The largest proportion of FP17s (33%) are for patients aged 75 + years (above
national average).
 In Band 3: The largest proportion of FP17s (7.5%) are for patients aged 75 + years (below
national average).
 For “urgent treatment”: The lowest proportion of FP17s (8.8%) are for patients aged 75+
years (below national average).
Clinical data set of FP17s in older adults
 Examinations: Above the national average for all age groups 65 years and above
 Antibiotic prescriptions: Below the national average for all age groups apart from 75+
years which equals the national average
 Extractions and root canal treatment: Below the national average for all age groups
 Fluoride varnish (preventive treatment): Below the respective national averages for each
age group above 65 years: 1.2% in 65-74 years (2.1% nationally); 1.3% in 75 years + age
group and 2.2% nationally
 Permanent fillings: 55-64 years: 26.9% (above national average of 26.3%) and 75+ years
26% (above the national average of 25.6%)
 Lower and upper plastic dentures: Below the national average for all age groups

Domiciliary dental services
Domiciliary dental care can be the only care available to patients who are housebound. Poor
access to timely domiciliary services has the potential to increase oral health inequalities in the
most vulnerable groups of patients, particularly older people and those suffering from dementia.
Within BGSW, the largest proportion of domiciliary visits was delivered in the 75 years and over
age group.
In future there may be greater demand for these services as Area Team population projections
indicate increases in the population of adults over 65 years living in the geographic boundaries.

100

Provision of domiciliary dental services
There were 12 contracts in 2013/14 that delivered domiciliary visits to adults in the area,
averaging 94 FP17s with a minimum of 1 and maximum of 511 FP17s with a domiciliary visit. 4
were TDS comprising 33% of the total of contracts but 90% of the number of FP17s, 7 were
GDS contracts comprising 58% of the total of contracts but only 10% of the number of FP17s.
Domiciliary service provision in BGSW (0.2%) is below the national average of 0.3%. The level
of domiciliary service provision varies across BGSW, and does not appear to be associated
with age, nor level of deprivation in the population. It is not evident if patients who have the
most need of this service are able to access it. This variation is of concern. Areas with the high
numbers of people aged over 65 years have little service provision (Table 8).
Table 8: Number of people aged 65 years and above by LA in BGSW (ONS via PHE KIT 2014) and proportion of FP17s where a domiciliary
visit was required (BSA 2014)

65+ years 2012

Bath and North East
Somerset
Swindon
Wiltshire
Cheltenham
Cotswold
Forest of Dean
Gloucester
Stroud
Tewkesbury

33,167

% of FP17s with
a domiciliary
visit
0.2

30,346
90,347
20,047
19,504
17,928
18,930
23,168
17,484

0.1
0.1
0.1
0.2
0.3
0.2
0.3
0.1
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The analysis in Figure 23 compares deprivation (IMD 2010) with the numbers of patients who
have received a domiciliary visit. Areas with high levels of deprivation have little/no service
provision.
Figure 23: Domiciliary FP17s by Patient Residency for Adult patients resident in BSGW (BSA 2014) vs IMD Score 2010 by
LSOA (BSA 2014)
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Treatment delivered via domiciliary care provides the opportunity to deliver evidence based
preventive and restorative interventions to a vulnerable population group. The range of
treatment delivered in BGSW via domiciliary care is summarised below:
General clinical data set (CDS) under domiciliary care:
 Examination: 77.4% below the national average of 81.5%
 Scale and polish: 10.1% below the national average of 11.5%
 Antibiotics: 0.7% below the national average of 1%
 Extractions:4.6% above the national average of 4.4%
 Fissure sealants: 0% below the national average of 0.6%
 Fluoride varnish: 1.4% below the national average of 7.5%
 Permanent fillings: 9.5% above the national average of 7.7%
 Lower plastic denture: 5.1% below the national average of 10%
 Upper plastic denture: 6.6% above the national average of 11.8%
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Access to dental care for older adults in BNSSSG
Routine and preventive care
Older people are less likely to access NHS dental care than younger age groups in BNSSSG.
This matches the national picture. Although a higher percentage of older people in BNSSSG
(47.7%) access care than the England average (44.2%).
Patient Charge Bands on older adult patients
 In Band 1: The lowest proportion of FP17s (47%) are for patients aged 75+ years (above
national average)
 In Band 2: The largest proportion of FP17s (34.4%) are for patients aged 75 + years (above
national average).
 In Band 3: The largest proportion of FP17s (7.2%) are for patients aged 75 + years (below
national average).
 For “urgent treatment”: The lowest proportion of FP17s (8.5%) are for patients aged 75+
years (below national average).
Clinical data set of FP17s in older adults
 Examinations: Above the national average for all age groups 65 years and above
 Antibiotic prescriptions: Below the national average for all age groups above 65 years
 Extractions: Below the national average for all age groups above 65 years
 Root canal treatment: Above the national average for all age groups above 65 years
 Fluoride varnish (preventive treatment): Below the respective national averages for each
age group above 65 years: 0.9% in 65-74 years (2.1% nationally); 1.1% in 75 years + age
group and 2.2% nationally
 Permanent fillings: Above national average in all age groups over 65 years
 Lower and upper plastic dentures: Below the national average for all age groups over 45
years

Provision of domiciliary dental services
Domiciliary dental care is dental treatment that is provided in the patient’s home. Patients who
have severe mobility problems that make it very difficult for them to leave their home for
treatment would benefit from domiciliary dental care where a dentist visits their home and
provides dental treatment.
There were 29 contracts in 2013/14 that delivered domiciliary visits to adults in the area,
averaging 62 FP17s with a minimum of 1 and maximum of 539 FP17s with a domiciliary visit.
12 were TDS comprising 41% of the total of contracts but 83% of the number of FP17s, 16
were GDS contracts comprising 55% of the total of contracts but only 15% of the number of
FP17s, with 1 PDS contract comprising 3% of the total of contracts but 2% of the number of
FP17s.
Domiciliary service provision in BNSSSG (0.2%) is below the national average of 0.3%. The
largest proportion of domiciliary visits was delivered in the 75 years and over age group. The
level of domiciliary service provision varies across BNSSSG, and does not appear to be
associated with age, nor level of deprivation in the population. It is not evident if patients who
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have the most need of this service are able to access it. This variation is of concern. Areas with
the high numbers of people aged over 65 years have little service provision (Table 9).
Table 9: Number of people aged 65 years and above by LA in BNSSSG (ONS via PHE KIT 2014) and proportion of FP17s where a
domiciliary visit was required (BSA 2014)

65+ years 2012

Bristol, City of
North Somerset
South Gloucestershire
West Somerset
Mendip
Sedgemoor
South Somerset
Taunton Deane

57190
44794
46602
10468
22452
24659
36739
23161
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% of FP17s with
a domiciliary
visit
0.1
0.2
0.1
0.2
0.3
0.2
0.3
0.5

The analysis in Figure 24 compares deprivation (IMD 2010) with the numbers of patients who
have received a domiciliary visit. Areas with high levels of deprivation have little/no service
provision.
Figure 24: Domiciliary FP17s by Patient Residency for Adult patients resident in BNSSSG (BSA 2014) vs IMD Score 2010
by LSOA (BSA 2014)
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Treatment delivered via domiciliary care provides the opportunity to deliver evidence based
preventive and restorative interventions to a vulnerable population group. The range of
treatment delivered in BNSSG via domiciliary care is summarised below:
General clinical data set (CDS) under domiciliary care:
 Examination: 87.1% - above the national average of 81.5%
 Scale and polish: 22.9% - above the national average of 11.5%
 Antibiotics: 0.1% - below the national average of 1%
 Extractions:6.5% - above the national average of 4.4%
 Fluoride varnish: 12.9% - above the national average of 7.5%
 Permanent fillings: 15.2% - above the national average of 7.7%
 Lower plastic denture: 6.7% - below the national average of 10%
 Upper plastic denture: 7.5% - below the national average of 11.8%
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Access to dental care for older adults in DCIoS
Routine and preventive care
Older people are less likely to access NHS dental care than younger age groups in DCIoS. This
matches the national picture. Although a higher percentage of older people in DCIoS (45.3%)
access care than the England average (44.2%).
Patient Charge Bands on older adult patients
 In Band 1: The lowest proportion of FP17s (46.8%) are for patients aged 75+ years (equal
to the national average)
 In Band 2: The largest proportion of FP17s (33.7%) are for patients aged 75 + years (above
national average).
 In Band 3: The largest proportion of FP17s (7.2%) are for patients aged 75 + years (below
national average).
 For “urgent treatment”: The lowest proportion of FP17s (9.5%) are for patients aged 75+
years (above national average).
Clinical data set of FP17s in older adults
 Examinations: Above the national average for all age groups 45 years and above
 Antibiotic prescriptions: Above the national average for all age groups above 45 years
 Extractions: Below the national average for all age groups above 45 years
 Root canal treatment: Above the national average for all age groups above 45 years
 Fluoride varnish (preventive treatment): Below the respective national averages for each
age group above 65 years: 1.2% in 65-74 years (2.1% nationally);2.1% in 75 years + age
group and 2.2% nationally
 Permanent fillings: Above national average in all age groups over 45 years
 Lower and upper plastic dentures: Below the national average for all age groups over 55
years

Provision of domiciliary dental services
Domiciliary dental care is dental treatment that is provided in the patient’s home. Patients who
have severe mobility problems that make it very difficult for them to leave their home for
treatment would benefit from domiciliary dental care where a dentist visits their home and
provides dental treatment
There were 34 contracts in 2013/14 that delivered domiciliary visits to adults in the area,
averaging 20 FP17s with a minimum of 1 and maximum of 152 FP17s with a domiciliary visit.
18 were TDS comprising 53% of the total of contracts but 68% of the number of FP17s, 1 was
a PDS contract comprising 3% of the total of contracts but 0% of the number of FP17s and 15
GDS contracts comprising 44% of the total of contracts but 32% of the number of FP17s.
Domiciliary service provision in DCIoS (0.4%) is above the national average of 0.3%. The
largest proportion of domiciliary visits was delivered in the 75 years and over age group. The
level of domiciliary service provision varies across DCIoS, and does not appear to be
associated with age, nor level of deprivation in the population. It is not evident if patients who
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have the most need of this service are able to access it. This variation is of concern. Areas with
the high numbers of people aged over 65 years often have little service provision (Table 10).
Table 10: Number of people aged 65 years and above by LA in DCIoS (ONS via PHE KIT 2014) and proportion of FP17s where a
domiciliary visit was required (BSA 2014)

65+ years 2012

Plymouth*
Torbay
Cornwall
Isles of Scilly
West Devon
East Devon
Exeter
Mid Devon
North Devon
South Hams
Teignbridge
Torridge

43475
32293
121663
545
13127
38711
18952
16680
21816
20873
30539
15794

% of FP17s with
a domiciliary
visit
0.4
0.8
0
0.1
0.3
0.3
0.2
0.2
0.1
0.1
0.4

NOTE: Data for Plymouth needs further analysis
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The analysis in Figure 25 compares deprivation (IMD 2010) with the numbers of patients who
have received a domiciliary visit. Areas with high levels of deprivation often have little/no
service provision.
Figure 25: Domiciliary FP17s by Patient Residency for Adult patients resident in DCIoS (BSA 2014) vs IMD Score 2010 by
LSOA (BSA 2014)
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Treatment delivered via domiciliary care provides the opportunity to deliver evidence based
preventive and restorative interventions to a vulnerable population group. The range of
treatment delivered in DCIoS via domiciliary care is summarised below:
General clinical data set (CDS) under domiciliary care:
 Examination: 81% - above the national average of 81.5%
 Scale and polish: 9.1% - below the national average of 11.5%
 Antibiotics: 2.6% - above the national average of 1%
 Extractions:4.7% - above the national average of 4.4%
 Fluoride varnish: 24.2% - above the national average of 7.5%
 Permanent fillings: 9.8 % - above the national average of 7.7%
 Lower plastic denture: 5.8% - below the national average of 10%
 Upper plastic denture: 7.9% - below the national average of 11.8%
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Access to dental services for prisoners and
people in contact with the criminal justice
system
Who is responsible for the health of people in contact with the criminal justice system?
Commissioning responsibility for dental services in prisons transferred to NHS England in April
2013. It is important to note that NHS England Health and Justice teams only have
responsibility for commissioning services within police custody, the courts, prisons and the
secure estate. The proportion of offenders living in the community far outweighs those within
the custodial estate. Clinical Commissioning Groups (CCGs) have responsibility for
commissioning services for people in contact with the criminal justice system as members of
the wider community. Directors of Public Health have specific duties to improve the health of
this group as part of their remit to reduce health inequalities, working closely with CCGs and
Public Health England to understand and address the health needs of this population group.

Current dental service provision in England: Findings from a survey of dental services in
adult prisons in England and Wales (PHE 2014a)
A recent national survey has been undertaken to explore the variations and issues in current
prison dental service commissioning arrangements. It was a questionnaire –based survey
investigating the prison dental workforce, safety and security, infection control, access,
communication and IT.
The survey received 105 responses from 118 prison dental services – a response rate of 89%.
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Summary findings:
Contract status

Cross-infection
compliance
Service provision

Facilities, equipment
& IT

Complaints

Prison dental
workforce

Most dentists in prisons were on a personal dental
services contract (30%) or community dental services
contract (24%)
Cross-infection compliance was variable, with only 61%
reporting meeting best practice or compliant standards
There was wide variation in waiting times for assessing and
treating people in prison, and concerns about the large
number of failed appointments. Non-availability, refusal to
attend and escort problems were thought to be the main
reasons for failed appointments.
The equipment and facilities in many sites need replacing,
in some cases urgently. Although 98% of sites are
computerised many respondents commented on the lack of
adaptability of the software for dental care.
Complaints are also reported to be common, with waiting
times and demand for inappropriate treatments the main
cause
The workforce is experienced, with a quarter of
respondents having worked in prison dental services longer
than ten years. But respondents raised concerns about lack
of mandatory prison training.

Key recommendations
The survey findings concluded how prison dentistry poses challenges that are unique to this
environment. In light of these challenges, the following recommendations were made:
1. There is a need to develop a standard specification for a high quality dental service in
prisons to include definition of kit and dental equipment required in dental surgeries.
2. Key performance indicators for dental services in prisons need to be reviewed and
performance regularly monitored by NHS Commissioners (as measured by the HJiPs in
England).
3. Contracts for provision of dental services in prisons need to be reviewed and aligned to
ensure provision of high quality services.
4. There is a need to ensure that patient experience and safety is at the heart of service
provision and that the equipment and environment meet national safety standards.
5. There is a need to define NHS standard requirements for dental services to explore best
practice and to explore opportunities for collaborative approaches for purchasing.
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6. There is a need to align the system of inspections of prison dental services with other NHS
dental services, including the CQC and the three yearly practice inspections in Wales, and
ensure regular inspections of all prisons dental practices.
7. There is a need to support the transition to a new reformed dental contract in prisons in
England and Wales.
8. There is a need to monitor workforce training and identify opportunities for dental career
development in prisons, appreciating the specialist needs of prison dentistry such as
substance misuse, learning difficulties and mental health.
9. There is a need to work with Postgraduate Medical and Dental Education to develop
adequate training for dentists working within dental services in prisons, and also for general
practitioners, to ensure dental competence meets the specific needs of offenders while in
the prison and on release.
10. There is a need to ensure that all dentists working within the secure environment receive
formal induction and undergo core establishment training.
11. There is a need to ensure that oral health is integrated into other health activities, including
health promotion programmes and care pathways of people in prison with complex
healthcare needs.
12. There is a need to ensure that NHS commissioners facilitate engagement between dentists
in prisons and local dental networks.
13. There is a need to undertake ongoing work to identify prison-specific oral health and
healthcare needs that take into account the views of service users. This information should
subsequently inform commissioning decisions.
14. There is a need to inform current discussions regarding the next generation of health
informatics systems to ensure dental health needs are appropriately met and capable of
integration and /or communication with general prison health records.
15. There is a need to undertake further work to understand the reasons for non-completion of
treatment plans, and explore methods to enable continuity of care and treatment completion
when people in prison are released or transferred.
16. There is a need to engage with the Health and Justice Research Collaboration (HJRC) and
other academic institutions to consider a dental research programme for prisons.
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Vulnerable children and adults at risk of
poor oral health
Key points
Children at risk of poor oral health include:
 Those living in areas of material and social deprivation
 Children with disabilities
 Looked after children and children at risk of neglect or abuse
Adults from vulnerable groups are most at risk of poor oral health. They include:
 Adults living in areas of material and social deprivation
 People who have a learning disability
 People with mental illness
 People in long term institutional care, including residential care, psychiatric hospitals and
prisons
 Homeless people
 The travelling community
There is no local data available about the oral health status, needs and service usage of these
groups in the population. However a review of the literature suggests that they are likely to
have poorer oral health than the rest of the population; have more difficulty accessing dental
care; and have worst health outcomes than the general population. Certainly the association
between oral health and deprivation is well established, and these population groups will
include some of the most deprived individuals in society.
The barriers to oral health that these population groups experience will vary by age, personal
environment and circumstances, and the level of parental or social support received. This will
change throughout their life.
Note that further data on these population groups is provided in Appendix C, where data is
broken down to local authority level.
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Children attending special schools
Factors contributing to the inaccessibility of dental services include: Poor information regarding
available dental services and oral health; access to services including transport; gaining
physical access to the premises and the surgery; the need to be accompanied / reliance on a
third party; negative attitudes to the need to care – individuals and their carers; anxiety and
fear; cost in emotional, psychological, social and financial terms; professionals’ attitudes to
providing care and lack of training (British Society of Disability and Oral Health 2006). Lack of
parental awareness is a major contributory factor for low dental attendance in children who
have a learning disability, (Lo et al 1991).

Adults with learning disabilities
Physical access to dental services is a major barrier for a large number of people with learning
disabilities (Finger and Jedrychowski 1989). There may also be significant costs in terms of
physical effort; emotional effort and financial outlay to gain access to oral care (Griffiths 2000).
However, difficulties in understanding and communicating health needs, a lack of support to
access services, discriminatory attitudes among health care staff, and failure to make
‘reasonable adjustments’ can create significant barriers in progressing within mainstream
healthcare services ( Royal College of General Practitioners 2012).

Homeless people
International studies have found that homeless people often do not access dental services
routinely due to fear, cost, and difficulty in maintaining appointments (Conte et al 2006). Studies
also consistently report high clinical need but low perceived need for oral health care (Daly et al
2010; Waplington et al 2000; Blackmore et al 1995).

Drug users
Drug users display a lower utilisation of dental services (Robinson et al 2005). Improving dental
care for this group of patients presents various challenges, given the high rates of dental
disease and poor access to dental services.

Travelling community: Gypsy and Irish Travellers
A small study undertaken in East Hertfordshire confirmed high levels of unmet need, low dental
registration and very little use of preventive services, only attending when in pain (Edwards and
Watt 1997). Control of their travelling was the major factor determining access to education and
health services.
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Looked after children
Number of children who had their teeth checked by a dentist
There is a requirement that looked after children have an annual health assessment and that
this should include a dental check-up. This group of children is likely to have poorer oral health
and, if they are moved between different carers, more erratic and irregular access to dental
care.
Across the South West, currently this requirement is not being met as in Gloucestershire; North
Somerset; Bristol; BANES; Plymouth; Cornwall and Isles of Scilly the figures are below the
national average. It should be noted that attendance at a dental check- up does not provide any
information about the quality of care or if any necessary treatment was completed.
Figure 26: Percentage of children who had their teeth checked by a dentist that had been looked after continuously for
the previous 12 months, 2012/13 (Department of education)
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Oral health admissions data:
Inpatients / day cases
This section presents data on admitted patient care for individuals resident in the South West
area. This type of care is split into two main categories, planned care within a daycase or
inpatient setting, and unplanned inpatient care.
The data reflects Main or Treatment specialty codes: 140,141,142,143,144,145,450 as well as
a range of typical Office of Population Censuses and Surveys (OPCS) Classification of
Interventions and Procedures, Version 4.6 (OPCS-4.6) – procedure codes: F09.1; F09.2;
F09.3; F09.4; F09.5; F09.8; F09.9; F10.1; F10.2; F10.3; F10.4; F10.8; F10.9; F14.5; F18.1;
V152. Definitions are provided below:
Main or Treatment specialty codes
140 Oral surgery
141 Restorative dentistry
142 Paediatric Dentistry, Paediatric Maxillofacial Surgery
143 Orthodontics
144 / 145* (Oral and Maxillo-facial Surgery (* specialty code 145 non-PbR Specialty in 2011/12)
450 Oral medicine
A range of typical Office of Population Censuses and Surveys (OPCS) Classification of
Interventions and Procedures, Version 4.6 (OPCS-4.6) – procedure codes:
F09.1 Surgical removal of impacted wisdom tooth
F09.2 Surgical removal of impacted tooth Not Elsewhere Classified
F09.3 Surgical removal of wisdom tooth Not Elsewhere Classified
F09.4 Surgical removal of tooth Not Elsewhere Classified
F09.5 Surgical removal of retained root of tooth
F09.8 Other specified surgical removal of tooth
F09.9 Unspecified surgical removal of tooth
F10.1 Full dental clearance
F10.2 Upper dental clearance
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F10.3 Lower dental clearance
F10.4 Extraction of multiple teeth Not Elsewhere Classified
F10.8 Other specified simple extraction of tooth
F10.9 Unspecified simple extraction of tooth
F14.5 Surgical exposure of tooth
F18.1 Enucleation of dental lesion of jaw
V15.2 Open reduction of fracture of mandible
Table 11 below shows the number of all completed episodes of inpatient or daycase care
between 2011 – 2014 in the South West area (for each specified year) regardless of when the
admission occurred), not simply the admission episode (this ensures that all SPELLs containing
a code of interest, regardless of its position in the record were captured). In order to be
included, the episode must:




Mention one of the specified procedure codes
Mention the specified main or treatment specialty
Show the patient as being resident in the South West area

Table 11: Number of SPELLs with a mention of a code of interest in the main (primary) procedure field, by PHE Centre and Local
Authority of residence, 2011/14

PHE Centre
Name

Upper Tier LA

Avon,
Gloucestershire
and Wiltshire

Devon, Cornwall

2011/
12

2012/
13

2013/
14

Bath and North East Somerset

655

685

783

Bristol, City of

1612

1604

1883

Gloucestershire

1777

1926

2159

North Somerset

631

699

865

South Gloucestershire

845

972

924

Swindon

1165

866

1002

Wiltshire

2582

2728

2710

Total (ALL)

9267

9480

10326

Cornwall & Isles of Scilly

4415

3803

4372
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and Somerset
Devon

2971

2941

2955

Plymouth

779

701

649

Somerset

1337

1346

1381

Torbay

863

892

1027

10365

9683

10384

Total (all)
TOTAL (ALL)

19632 19163 20710

Note: analyses are for SPELLs which contain an episode (not necessarily the admission
episode) with one of the procedure codes of interest, and a main or treatment speciality code of
interest as specified below:
Procedure codes:
F09.1,F09.2,F09.3,F09.4,F09.5,F09.8,F09.9,F10.1,F10.2,F10.3,F10.4,F10.8,F10.9,F14.5,F18.1
,V15,2
Main or treatment specialty codes: 140,141,142,143,144,145,450
Not all episodes have the procedure code in the primary diagnosis field, in which case these
SPELLs are recorded in the table as not having a relevant diagnosis in the primary diagnosis
field.
Local level data is currently available, but access is limited due to the low-level analyses
containing small numbers which might facilitate identification of individual patients. Available
data and analyses includes:





Number of SPELLs with a mention of a code of interest in the main (primary) procedure
field, by PHE Centre, age and procedure code, 2011 – 2014
Number of SPELLs with a mention of a code of interest in the main (primary) procedure
field, by PHE Centre, age, procedure code, Local Authority of residence 2011 – 2014
Number of SPELLs with a mention of a code of interest in the main (primary) procedure
field, by PHE Centre, age, procedure code, hospital provider, 2011 – 2014
Number of SPELLs with a mention of a code of interest in the main (primary) procedure
field, by PHE Centre and hospital provider, 2011 – 2014

For specific questions or queries linked to the low level analyses contact Paul Harwood,
Consultant Dental Public Health Public Health, paul.harwood@phe.gov.uk
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Water fluoridation in the South West
Key points









The evidence base confirms water fluoridation as a safe and effective public health
measure, that directly reduces disparities in tooth decay between high and low
socioeconomic status groups
Water fluoridation schemes aim to achieve a level of one part of fluoride per million parts of
water
Post April 2013, local authorities can make proposals regarding water fluoridation schemes;
have duty to conduct public consultations in relation to such proposals; and have powers to
make decisions about such proposals
Approximately 6,127,000 people in the UK receive water with a fluoride content, whether
naturally occurring or artificially fluoridated, which is sufficient to improve oral health. This
equates to 10% of the total population that is supplied with optimally fluoridated water.
No fluoridation schemes are in operation in the South West area. The water supply contains
naturally occurring levels of fluoride that are below the optimum for oral health.
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Water fluoridation schemes
The adjustment of fluoride levels in drinking water supplies in England is expressly permitted by
Parliament, the relevant legislation being contained within the Water Industry Act 1991, as
amended. The legislation sets out the circumstances in which a water company can be
required to operate a fluoridation scheme. The water companies are regulated by the Drinking
Water Inspectorate and operate according to codes of practice. Water fluoridation schemes aim
to achieve a level of one part of fluoride per million parts of water (1ppm or 1mg of fluoride per
litre of water). The maximum amount of fluoride permitted in drinking water is 1.5 mg fluoride
per litre of water.
Post April 2013, local authorities can make proposals regarding water fluoridation schemes;
have duty to conduct public consultations in relation to such proposals; and have powers to
make decisions about such proposals (Water Fluoridation Regulations 2013; Water Industry
Act 1991).

The impact of water fluoridation on dental health
It is well accepted that water fluoridation is a safe and effective public health measure. A recent
PHE report summarises the evidence in terms of the impact on inequalities, and on the dental
health of children (PHE 2014b).
Dental health of five year olds



On average, there are 15% fewer five-year olds with tooth decay in fluoridated areas
than non-fluoridated areas.
When deprivation and ethnicity (both important factors for dental health) are taken into
account, 28% fewer five-year olds have tooth decay in fluoridated areas than non
fluoridated areas.

Dental health of 12 year olds


On average, there are 11% fewer 12-year olds with tooth decay in fluoridated areas
than non-fluoridated areas.

Impact of dental health inequalities:



When deprivation and ethnicity are into account, 21% fewer 12-year olds have tooth
decay in fluoridated areas than non-fluoridated areas
The reduction in tooth decay in children of both ages in fluoridated areas appears
greatest among those living in the most deprived local authorities.
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Fluoridation across the UK (British Fluoridation Society 2012)
Approximately 6,127,000 people in the UK receive water with a fluoride content, whether
naturally occurring or artificially fluoridated, which is sufficient to improve oral health. This
equates to 10% of the total population that is supplied with optimally fluoridated water.
Around 330,000 people, including those living in Hartlepool and Easington in the north east of
England, Uttoxeter in Staffordshire and parts of north Hampshire and south Berkshire, receive
water supplies which contain naturally occurring fluoride at the optimum level (approximately
1ppm of water). These areas are marked in dark blue and red on the map on Figure 27.
It is estimated that 5,797,000 people are supplied with artificially fluoridated water. In these
communities, the levels of naturally occurring fluoride are too low to prove a protective benefit
and have thus been supplemented by the water companies to increase it to 1ppm. These areas
are marked on Figure 27 in green and include: Cumbia, Cheshire, Tyneside, Northumbria,
Durham, Humberside, Lincolnshire, Nottinghamshire, Derbyshire, the west Midlands and
Bedfordshire. Many schemes have been operating for over 40 years.
In some parts of the country, the water supply contains naturally occurring levels of fluoride that
are below the optimum for oral health, but can still afford some degree of protection against
tooth decay. In the South West, this includes parts of Wiltshire. In many instances, however,
the level of fluoride varies over time. In some places, it may range from 0.1ppm to as high as
0.9ppm. The benefits are thus not sustained. Areas marked in yellow on Figure 27 are
reported to have naturally occurring levels at between 0.5ppm and 0.9ppm.
Figure 27: Fluoride concentrations in water supplies (British
Fluoridation Society 2012)
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Fluoridation in the South West
No fluoridation schemes are in operation in the South West area. The water supply contains
naturally occurring levels of fluoride that are below the optimum for oral health. Water
companies operating in the area have published specific details of the levels of fluoride in their
supplies, and this information has been accessed from their respective websites.
Figure 28: Water company suppliers in the South West area (Ofwat 2014)

Key
BRL: Bristol Water
CHL: Cholderton & District Water
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Additional boundary information is summarised in Table 12 for the South West area.
Table 12: Summary of water company suppliers and associated geographic boundaries

Water company
South West Water

Wessex Water

Bristol Water

Cholderton and
District Water

Geographic area supplied
Water and sewerage services provided to Devon, Cornwall and
small parts of Dorset and Somerset. Clean water services
provided to 97% of people in the region - the remaining 3%
have private supplies.
Water and sewerage services provided to Dorset, Somerset,
Bristol, most of Wiltshire, and parts of Gloucestershire and
Hampshire
Water and sewerage services provided from Thornbury and
Tetbury in the North of the region, to Street and Glastonbury in
the South of the region, from Weston-Super-Mare in the West,
to Frome in the East. A bulk supply of water is also provided to
Bath.
Water supply only provided to the Parishes of Cholderton in
Wiltshire and Shipton Bellinger, Thruxton, Amport and Quarley
in Hampshire.

Water companies in the South West have published details online of the origin and levels of
fluoride in their supplies, as summarised in Table 13.
Table 13: Origin and levels of fluoride in local water suppliers

Water company
South West Water (South West Water
2014)

Wessex Water (Wessex Water 2014)

Bristol Water ( Bristol Water 2014)

Origin and levels of fluoride in water
supply
“South West Water does not, and has
never added fluoride to its tap water. All
our water supplies have a naturally
occurring level of fluoride which is below
100 micrograms per litre or 0.10
milligrams per litre”
“We do not add fluoride to our water
supply. However, traces of fluoride occur
naturally in many water sources,
particularly groundwater”
“We do not add – and currently have no
plans to add – fluoride to the water we
supply.
The water we supply naturally contains
between 0.1 and 0.3 mg/l (parts per
million) of fluoride, which is not removed
during treatment.”
125

Cholderton & District Water (Cholderton
& District Water 2014)

“At Cholderton we have never added any
fluoride to the water supply”. Natural
fluoride in the abstracted untreated water
is typically <0.08mg/l.
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