Improving oral healthcare for
children - a great opportunity

S. Fayle’

IN BRIEF

® Discusses how forthcoming changes in
commissioning and contracting of NHS
dental services in England will provide
both challenges and opportunities for
children's oral healthcare delivery.

® Emphasises the importance of securing
effective delivery of prevention, and
ensuring that children with highest
need can easily and equitably access
appropriate oral healthcare.

Changes in commissioning and contracting of NHS dental services will impact on oral healthcare delivery, providing new
challenges and opportunities for children's oral healthcare. Now is the time to assess clinical networks and specialised
services to understand how the oral healthcare needs of all children can be met appropriately and effectively so that when
change comes it can be embraced for the better.

Changes to the wider National Health
Service in England are driving a redesign
of how oral healthcare will be delivered in
the future. In addition to the development
of a new NHS general dental practice (GDS)
contract, reconfiguration and rationalisa-
tion of services for those patients whose
needs fall beyond the remit of the GDS
is also being revised. The Steele report!
emphasised the need to focus on improved
oral health as the outcome for NHS dental
services and current changes offer a great
opportunity to make this aspiration a real-
ity for the children of England.

Dental caries remains one of the most
prevalent disease conditions in our child
population. No other disease in childhood
is so prevalent that it is traditionally quan-
tified by quoting ‘average’ levels across
an entire age cohort (ie dmf). While con-
siderable reductions in the prevalence of
childhood caries have been seen over the
past four decades, the greatest improve-
ments have been seen in older children,
with caries levels in five-year-olds remain-
ing virtually unchanged.

For many young children, dental caries
is associated with considerable morbidity.
Several studies published over the past
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decade or so have demonstrated that pain
and infection are common sequelae.** It is
therefore not surprising that dental treat-
ment is currently the fourth most common
reason why a child is admitted to hospital
in England.® Others have reported addi-
tional potential impacts on child wellbe-
ing,%” with affected children being lighter
and smaller.®" The impact on families can
also be significant.'>"

Current evidence suggests that GDS
practitioners can struggle to successfully
manage such children, with significant
morbidity being a common sequela, even
in regularly attending children.'* Studies
in some parts of the UK have also failed
to demonstrate any real benefit from
restorative care provided in GDS practice
for primary teeth' in spite of an ever-
growing body of evidence that appropri-
ate restorative/surgical interventions can
have a positive outcome in the primary
dentition,'®"” especially when coupled with
effectively delivered prevention. The man-
agement of children with extensive disease
is often also complicated by anxiety and
age, making effective management much
more than simply a technical challenge
and increasing the time required for effec-
tive treatment to be successfully delivered.

Reorganisation of dental services in
England offers the opportunity for a
rethink of how best to meet these chal-
lenges. Effective management of the
child with dental caries requires access
to a full range of management options.
Coronal dental caries is essentially a

childhood disease, and preventive care
should underpin its management. Health
promotion and prevention of disease in
childhood has an obvious payoff'® and
yet the systems within UK NHS dentistry
have, over the past few decades, worked
to promote cycles of intervention and
repair that Steele describes as a ‘legacy of
a different age’' Preventive care should
be relatively straightforwardly provided
in general dental practice for all children,
using the excellent evidence-based toolkit
included in Delivering better oral health."”
The challenge now is to translate this into
a framework that enables and promotes
successful delivery of prevention within
the GDS.

For those children requiring restorative
and/or surgical interventions, ensuring
that those delivering care have appropriate
training and skills is key. While generalist
dentists are undoubtedly able to manage
children at the more straightforward end
of the spectrum, many children, especially
the young, the anxious and the child with
extensive disease, require referral for more
specialised management. While there has
been much debate over the years about
where this ‘cut-off’ should be, the key
measure of effective management should
be good, stable oral health, with the child
being maintained free from pain and
infection. Where this cannot be achieved
surely the child requires more specialised
management?

To ensure children requiring more spe-
cialised management can move efficiently
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to the right level of care, as recommended
by Darzi,” well organised and integrated
networks are essential. Such poly-systems
need a full range of services, skilled pro-
fessionals to provide them and should
ultimately be specialist/consultant led.
However, this does not mean that all care
for children with higher needs should be
provided directly by specialists - far from
it: practitioners with enhanced skills and
other dental care professionals could play a
valuable role in the management of many
such children. If enhanced practitioners
are to be developed then any new fund-
ing framework must recognise the extra
time and skill that effective management
of such children requires and appropri-
ate training programmes will need to be
designed. Also, the availability of dental
therapists and dental nurses with extended
duties offers a great opportunity to balance
maximum economy with quality, both
for preventive and restorative/surgical
care. This concept has been successfully
adopted by paediatric dentists elsewhere
in the world, largely in countries where
effective publicly-funded oral healthcare is
not available, with quality at the best price
being prime drivers. Specialist services will
also play a key role. Clinical leadership
provided by appropriately trained special-
ists/consultants would enhance support
for the whole network, while also ensur-
ing that a full range of effective and high
quality services is developed and available.

In most parts of the country, the salaried
(previously ‘community’) dental services
(SDS) have traditionally provided care
for children whose needs fall out with
the remit of the GDS, and over the last
two decades some SDS have significantly
developed their specialist children’s ser-
vices to meet this need. However, many
SDS have undergone radical change in
recent years, and there is currently (jus-
tifiably) increasing emphasis on adults
and children with significant disability
or co-morbidity (traditionally referred
to as ‘special needs’). Unfortunately this
has been accompanied, in many services,
by declining emphasis on the otherwise
‘healthy’ child. In a recent survey carried
out by the BSPD, 20% of SDS-based mem-
bers reported that there had been recent
or planned loss of paediatric dentistry
posts in their locality, suggesting that this
trend is continuing.’ The 2010 Kennedy

report'® in reviewing barriers within pae-
diatric services emphasised the importance
of having ‘at least one professional who
has specialised knowledge in the compre-
hensive care of children and young peo-
ple’ in all child-care poly-systems. In spite
of this, the skill-mix within the SDS and
the services provided varies considerably
across the country and surprisingly many
SDS still have no paediatric dentists on
their staff.

One field where specialists can have the
greatest impact is the planning and provi-
sion of dental care under general anaes-
thesia. While historically there has been
(rightly) much emphasis on the risks and
safety of the general anaesthetic compo-
nent of these services, with appropriate
reconfigurations being made there has
been less of a focus on the quality of the
oral healthcare provided (which after all
is our prime role). Dentistry under general
anaesthesia (DGA) is one of the highest risk
and most expensive services for children’s
oral healthcare we provide and so it would
seem logical to ensure it is planned and
delivered as efficiently and effectively as
possible. Current evidence demonstrates
excellent outcomes from specialist-led
(DGA) services,?*?* with audits of UK-based
specialist-led services demonstrating some
of the lowest repeat-rates in the world.>*’
And yet remarkably many services provid-
ing DGA for children still have no spe-
cialist input. Equally remarkable is that in
many parts of the UK restorative treatment
under GA is restricted to children with dis-
ability or co-morbidity, effectively exclud-
ing access of many young and anxious
children to these important services.

CONCLUSION

To meet current challenges we need to

carefully consider how best to design an
integrated network of services with an
appropriate range of skills and services to
most effectively meet childrens’ oral health
needs and service design should aim to
facilitate easy access for those children
who may have highest need. Effective com-
missioning of prevention, the potential for
the development of enhanced practitioners
and the wider use of other dental profes-
sionals needs to be considered. Finally, all
networks and poly-systems need to be ulti-
mately specialist/consultant-led, as such
individuals have the training and expertise

to engage with and support dental profes-
sionals and commissioners to ensure a full
range of integrated, efficient and effective
services is available. Access to specialised
services must be equitable across the coun-
try and the critical role of primary care
based SDS in this field must be recognised
and enhanced.

Getting it right will not be easy and
will require all oral health professionals to
engage in the process and embrace appro-
priate change, but surely children deserve
nothing less.
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