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Foreword from the Chair of the Health and Wellbeing Board 

 
The health of our teeth and mouths is a good reflection of the general health of a community. Too 
many children in Hull have poor oral health. I think Hull deserves to have more people enjoying the 
long, healthy, happy lives that are experienced by people in other places. The reduction of 
inequalities in oral health and general health is something which the Health and Wellbeing Board is 
determined to tackle.  
 
We have outlined our commitment and approach in our wide ranging Health and Wellbeing Strategy 
to which this Oral Health Plan is a welcome addition. It adds the necessary detail on how we plan to 
give children The Best Start in Life and help adults lead Healthier, Longer and Happy Lives by 
improving oral health for everyone, whilst targeting the most in need. 
 
Effective prevention is a realistic goal and this new plan for oral health for the people of Hull 
describes how we will deliver improvements in oral health over the next five years and beyond. It 
outlines actions under key themes and work-streams to ensure the achievement of better oral health 
starting at an early age and continued throughout life.  
 
Using appropriate levels of fluoride, eating a healthy diet that is low in sugary food and drink and 
avoiding tobacco and excessive alcohol consumption are the things that will help improve oral 
health.  This should be complemented by the introduction of some new evidence-based preventive 
initiatives delivered in early years and school settings and by strengthening communities with 
improved collaborative working between partners. This will ensure that improving oral health is 
everyone’s business, thereby contributing to the joint responsibility for delivering health and 
wellbeing.  
 
The framework for delivery will include: 

• universal interventions to benefit the whole population 
• targeted interventions to reduce health inequalities 
• improved uptake and access to primary dental care  
• a preventive focus achieved by key front line staff working in dental health and other settings 
• education and peer support for children, families and communities 
• integration with other public health strategies and programmes. 

 
Oral health is intrinsically linked to general health and the success of any Oral Health Plan depends 
on the involvement of everyone responsible for delivering health and wellbeing in Hull. 
 
 
 

                 Cllr Colin Inglis, Health and Wellbeing Board Chair 
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1 WHY DO WE NEED AN ORAL HEALTH PLAN? 
 
A healthy mouth and smile means that people can eat, speak and socialise without pain or 
discomfort and play their part at home and in society. Having poor oral health can lead to pain and 
toothache and the need to take time off work or school for dental treatment. Oral health is an integral 
part of health and wellbeing and many of the key risk factors for poor oral health are also associated 
with increased risk of other diseases. 

Whilst children’s oral health has improved over the last 20 years nationally, recent local data for Hull 
shows that tooth decay continues to be the main oral health problem affecting children. Almost half 
of local 5 year old children experience tooth decay, which is higher than the regional and national 
figures and by the time they start school, half of our children have several decayed teeth. Moreover, 
particularly in our most disadvantaged communities, poor oral health remains a significant problem.  
 
Building on previous work, renewed effort is now required to tackle the challenge presented. Tooth 
decay and other oral health problems are in the main preventable and we need to take further action 
to improve oral health and reduce oral health inequalities across the City. 
 
Hull City Council is now responsible for improving the oral health of local people including the 
commissioning of oral health promotion programmes and oral health surveys as part of the Public 
Health England dental public health intelligence programme.  Whilst the responsibility for 
commissioning dental services lies with NHS England, the Council’s oral health improvement 
responsibility is underpinned by collaborative working with NHS England, Public Health England and 
other key partners. This plan to improve oral health has been developed to reflect the core principles 
of Hull’s Health and Wellbeing Strategy. It has been developed by the Hull Public Health team, 
Public Health England and the recently established Oral Health Advisory Group (OHAG) in 
partnership with the local NHS and local dentists.  
 
Recently published guidance (PHE 2014, NICE 2014, LGA, 2014) will help the Council to ensure 
activities are evidence based and meet the needs of local people. A summary of key national 
guidance is included at Appendix 1. The guidance advocates a population approach with advice and 
actions for all, together with additional targeted interventions aimed at those people at higher risk of 
developing disease. 
 
The factors that will make the biggest difference to people’s oral health are using appropriate levels 
of fluoride, eating a healthy diet that is low in sugary food and drinks and avoiding tobacco and 
excessive alcohol consumption. 
 
Prevention at population level can take many different approaches. Marmot suggests that focusing 
solely on the most disadvantaged will not reduce health inequalities sufficiently, as everyone 
experiences some degree of health inequality. To reduce the steepness of the social gradient in 
health, actions must be universal, but with a scale and intensity that is proportionate to the level of 
disadvantage - this has been termed ‘proportionate universalism’. Actions are needed to tackle the 
underlying causes of health inequalities.  
 
Figure 1 highlights the “upstream” actions that should complement specific “downstream” 
interventions (such as the widespread delivery of fluoride) to effectively prevent oral disease. 
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Figure 1:  Upstream/downstream: options for oral disease prevention 
 

 
(Source: Watt, 2007, 147) 

 
The common risk factor approach integrates general health promotion by focusing on a small 
number of shared risk factors that can potentially impact a large number of chronic diseases, 
including oral health. 
 
The Ottawa Charter for Health Promotion (WHO 1986) describes five priority areas for health 
promotion, which have been used to cluster the work-streams and actions proposed in this 
Plan: 

• Create supportive environments for health 
• Reorient health services 
• Develop personal skills 
• Strengthen community action for health 
• Building healthy public policy 

 

Whilst the responsibility for commissioning dental services lies with the NHS England, the duty to 
improve oral health rests with the Council, which will need to ensure plans address poor oral health 
thus achieving maximum health impact from limited resources. With input from stakeholders, there is 
a potential for the Council to engage with partners including neighbouring councils to integrate 
commissioning across organisations and across bigger footprints to support the efficient 
management of limited resources. 
 
All of us have a role in improving oral health, from looking after our own teeth and mouths to 
ensuring our living and working environments provide us with the best opportunity to have good oral 
health. We hope that this oral health plan describes the activities that will help us all to enjoy good 
oral health. 
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2 ORAL HEALTH IN HULL 
 
• Poor oral health remains a disease of poverty, with those experiencing social inequalities 

having more dental disease and access dental services less. Oral health problems include: 
 

o Dental decay 
o Gum disease 
o Oral cancer 
o Facial and dental injuries 
o Dental crowding or displacement treated by orthodontic treatment 

 
• Unacceptable inequalities exist with more vulnerable, disadvantaged and socially excluded 

groups experiencing more oral health problems.  As with other health inequalities, oral health 
inequalities are not inevitable. They stem from inequalities in income, education, employment 
and neighbourhood circumstances throughout life and can be reduced. Focussing on the wider 
determinants of health and individual behavioural change approaches to improving oral health 
are necessary to achieve sustainable improvements in oral health related behaviours. Social, 
environmental, economic circumstances or lifestyle place vulnerable groups at high risk of poor 
oral health or make it difficult for them to access dental services. 
 

• Tooth decay may be prevented by reducing the amount and frequency of consumption of 
sugary foods and drinks and optimising exposure to fluoride. Gum disease may be prevented by 
good oral hygiene and stopping smoking; and the risk of oral cancer may be reduced by 
stopping smoking, drinking alcohol within recommended safe limits and eating a healthy diet. 
Human Papilloma Virus is an emerging risk factor for oral cancer.   

 

The following section describes the key population profile and oral health information of both adults 
and children living in Hull. The City’s Joint Strategic Needs Assessment, the recent North Yorkshire 
and Humber Oral Health Needs Assessment (Yorkshire and Humber Dental Public Health Team, 
PHE, 2014) and the Oral Health Needs in Hull Summary (Hull City Council, 2015)  provide a more 
detailed picture of the population of Hull.  

 

Local population  
 

• The population of Hull is expected to grow between 2012-2037 with the largest 
increase seen in those people aged 65 years and above. 

• Deprivation in Yorkshire and The Humber is higher than the England average with 47.4% of 
the population of Yorkshire and the Humber in the lower two national quintiles of 
deprivation. Hull has high levels of deprivation as compared with other local authorities and 
is within the 5% most deprived local authorities in England. Just over 30% of children under 
16 years old live in poverty which is the highest in North Yorkshire and Humber. 

• Hull has higher proportions of under-five year olds as compared with the other local authority 
areas in North Yorkshire and Humber. Moreover, the percentage of school children from 
Minority Ethnic Groups in Hull is greater than other local authority areas in North Yorkshire 
and Humber (13.7%). 

• There are approximately 640 Looked-After-Children (LAC) in Hull.  
 

 
 
 

Oral Health of people living in Hull 
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Based upon national and local dental surveys, the following section summarises the oral health of 
both adults and children living in Hull. Detailed information is provided in the recent North Yorkshire 
and Humber Oral Health Needs Assessment (Yorkshire and Humber Dental Public Health Team, 
PHE, 2014), Oral Health Needs Summary (Hull City Council, 2015) and the Hull JSNA. 
 
  
(i) Children 

 
• A commonly used indicator of tooth decay and treatment experience, the dmft index, is 

obtained by calculating the average number of decayed (d), missing due to decay (m) and 
filled due to decay (f) teeth (t) in a population. In five-year-old children, this score will be for 
the first (primary) teeth and is recorded as dmft. In 12-year-old children it reports the adult 
teeth in upper case (DMFT). The average (mean) dmft/DMFT is a measure of the severity 
of tooth decay experience. 

• The prevalence of tooth decay describes the proportion of a population experiencing tooth 
decay.  

• The prevalence and severity of tooth decay in children (and adults) increases with 
increasing deprivation. 

• The prevalence of tooth decay in 3 year old children is over 15%, higher than both the 
regional and national figures (Figure 1).  Of the three-year-old children who had decay in 
Hull, each child had on average three decayed, extracted or filled teeth. 

• Almost half of local 5 year old children experience tooth decay, which is significantly higher 
than the regional and national figures. The proportion of five -year-olds in Hull with 
experience of tooth decay was the second highest as compared with the other local 
authority areas in North Yorkshire and Humber.   

• In Hull, for those 5 year old children with tooth decay, on average, each child had on 
average 3.5 teeth affected. 

• There has been no measurable improvement in prevalence of tooth decay experience in 
five-year-old children in Hull over the past few years.  

• The care index is the proportion of teeth with caries that have been filled.  The care index 
was 10.1 % in Hull, showing that about a tenth of decayed teeth are treated by fillings. 
Opinions differ regarding the appropriateness and benefit of filling decayed primary teeth 
and a lack of definitive evidence-based guidance on this. The figure needs careful 
interpretation, is dependent on children accessing dental care and should be explored. 

• The prevalence of tooth decay in 12 year olds in Hull is 38.8% but it was not significantly 
higher than the national figure.    

• For those 12 year old children with tooth decay, on average, each child in Hull had 2.15 
teeth affected, not significantly higher than the national figure.  

• The care index in 12 year old children describes the proportion of permanent teeth with 
tooth decay that had been filled. This index was significantly lower in children living in 
Kingston upon Hull as compared with the Yorkshire and Humber and national figure.  

• Hull has significantly more children with learning disabilities relative to the national average 
and children with learning disabilities are more likely to have teeth extracted than filled, (than 
their peers) and have poorer gum health. 

• Although LAC experience similar health problems as children living in other family 
environments, they often enter the care system in a poorer state of health than other children 
because of poverty, abuse and parental neglect. Reports suggest they may experience 
poorer oral health. Frequent relocation within the foster care system could also make it more 
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difficult for the children to complete their dental treatment, participate in school-based dental 
health programmes or obtain on-going preventive care. There is no local dental data for LAC 
in Hull.  
 
 

(ii) Adults 
 

• Across the UK the oral health of adults has improved significantly over the last 40 years. 
More people are retaining more of their natural teeth into older age.  

• Inequalities exist in the oral health of adults both regionally and related to deprivation 
• Between 1998 and 2009 the prevalence of active tooth decay in England fell from 46% to 

30%. 
• A self-reported adult postal survey was carried out across Yorkshire and the Humber. This 

highlighted that a significantly higher proportion of adults in Hull (31%) rated their oral health 
as fair/poor/very poor compared with the figure for Yorkshire and the Humber (25%). The 
percentage of those reporting having 20 or more natural teeth in Hull (68%) was comparable 
with the Yorkshire and the Humber figure (71%). However, significant differences were found 
in the age ranges 55-64 years and 65-74 years with figures for Hull in the respective groups 
being 46% and 19% as compared with 61% and 39%. In addition, a higher proportion of 
adults reported wearing upper dentures (40%) as compared with the figures for the Yorkshire 
and The Humber (28%). Similarly, about a fifth of the surveyed adults reported wearing lower 
dentures, higher than the figure for Yorkshire and the Humber (14%).  

• Mouth cancers make up 1-2% of all new cancers in the UK. Incidence of mouth cancer is 
slightly increasing and linked with deprivation.  Historically, mouth cancer has been twice as 
common in men as in women, with cancer incidence increasing with age.  In the UK the 
majority of mouth cancers (87%) occur in people aged 50 or over, however mouth cancer is 
increasingly being seen in younger age groups and recently rates have increased from 
approximately 5,000 cases per year in the UK to more than 7,000. The main risk factors are 
tobacco use and alcohol use, which act synergistically to multiply the risk of mouth cancer. 
However, the newly emerging risk factor is the HPV virus. Low awareness and painless 
nature of early mouth cancer mean that often people seek advice when the cancer is more 
advanced and difficult to treat. Incidence of mouth cancer is slightly increasing in Hull. The 
mean 5 year survival rate is only 50% but this increases to 80% if the cancer is detected at 
an early stage.  

 
 
(iii) Vulnerable adults  

 
• Vulnerable groups are those people whose economic, social, environmental circumstances 

or lifestyle place them at high risk of poor oral health or make it difficult for them to access 
dental services. 

• Vulnerable adult groups include older people, people with learning disabilities, people with 
mental health problems and the homeless. Co-morbidities, progressive medical conditions, 
dementia and increasing frailty contribute to more complex oral health needs and difficulties 
in accessing NHS dental services. 

• People with learning difficulties are more likely to have poorer oral health than the general 
population. 

• No local dental data is available for people with mental health problems, homeless, bariatric 
patients, Eastern European immigrants, travellers, refuges and asylum seekers. It is 
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expected they will experience poorer oral health, access dental services less regularly. 
Barriers to accessing care should be explored.  

• Information describing the oral health of vulnerable groups in North Yorkshire and Humber is 
limited and future work to consider their oral health needs locally should be explored. It is 
likely that the current domiciliary dental service provision locally is not sufficient to meet 
current or increasing demand.  

 
 

NHS	Dental	Services	
	

• Access to NHS dental services including more specialist care in primary and secondary care 
is important by ensuring that people can have examinations, necessary treatment, 
sometimes complex in nature, including prevention based interventions.  It is recognised that 
dental services are demand led, but that they should be increasingly targeted towards those 
whose oral health is poor or who are at high risk of developing disease. 

• The adult access rate between 2011 and 2014 shows a year on year increase in the 
proportion of Hull residents accessing an NHS dentist in a 24 month period. 

• For 2013/14 The proportion of adults accessing NHS dental services in the last 24 months is 
higher (56.2%) than the national average (51.4%). During the same period, the proportion of 
children accessing services (72.2%) is higher than the national average (68.0%). 

• With increasing deprivation, access rates fall in both adults and children in North Yorkshire 
and Humber. 

• For 2013/14, Hull has a relatively high number of dentists per population with 58.7 dentists 
per 100,000 population, and this increased by 17 dentists from 134 dentists in 2011/12 to 
151 dentists in 2013/14.  It is not known how many residents of neighbouring East Riding of 
Yorkshire use dental services in Hull. 

• Evidence based guidance for dental professionals recommends application of fluoride 
varnish every six months for all children between 3-16 years-old and more frequently for all 
children (0-16 years-old) at higher risk of tooth decay. For adults with a higher risk of tooth 
decay, it is recommended that fluoride varnish is applied twice a year (PHE, 2014). Fluoride 
varnish applications are available as part of NHS dental treatment and are free for children 
including adults who are exempt from payment charges. Fluoride varnish application rates 
are increasing however a significant proportion of children in North Yorkshire and Humber 
who visit the dentist appear not to be receiving fluoride varnish applications. During 2013-
2014, approximately 43 % of Hull children aged between  3-16 years who visited the dentist 
received fluoride varnish applications.  During this same period, relatively low proportions of 
adults appear to be receiving fluoride varnish applications, with less than 2% of Hull adults 
receiving this evidence based preventative clinical intervention 

•    Future work should consider completing undertaking health equity audit of access to dental 
services to address gaps and inequity in service provision locally.  

• .	Information describing the oral health of vulnerable groups in North Yorkshire and Humber is 
limited and future work to consider their oral health needs locally should be explored. 

• It is important to ensure that vulnerable patient groups in Hull with more complex and special 
care needs are able to access appropriate NHS dental services in primary dental care 
including more specialist led care. 

• Current domiciliary provision is likely not to be sufficient to meet current and increasing 
demand.  
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3 THE ACTION PLAN	
 
This action plan proposes a range of initiatives that can be undertaken to ensure improvements in 
oral health are achieved over the next 5 years.  The plan is intended to be aspirational and 
challenging, but also reflect current financial realities.  As described previously, whilst the main 
cause of tooth decay is the frequent consumption of sugary food and drinks, the evidence base to 
support the targeting of resources towards reducing sugar intake is weak.  The highest level of 
evidence is on the use of fluoride hence this is the main focus of the activities and where any future 
actions need to be focused.  However, fluoride will not tackle any of the other chronic diseases that 
addressing common risk factors, such as diet and smoking, may do. Hence a range of activities is 
included in this plan that will benefit either all the population or will address the needs of specific 
priority groups.  The primary focus of the action plan is on promoting the oral health of children and 
young people in recognition of the preventative potential of this stage in life.  The plan also however 
recognises the increasing oral health needs of older people and particular vulnerable groups. 

As well as prioritising interventions based on their level of evidence, the range of activities proposed 
cross the five Ottawa Charter areas for health improvement action (WHO, 1986) and different work-
streams are described under these five areas.  Recommendations are also made for new oral health 
improvement activities that could be implemented if additional resources were to become available 
in the future. 

The level of evidence to support the recommendations, as reported in Commissioning Better Oral 
Health, together with their costs is given under each work-stream.  There are few data available on 
the cost effectiveness of oral health improvement interventions therefore the non-staff cost of the 
recommendations has been reported where known, together with any likely impacts. Data were not 
available to inform staff costs for each of the recommendations. 

Local authorities will be monitored on health improvement through the Public Health Outcomes 
Framework and Children’s and Young People’s Health Benchmarking Tool. The indicators to which 
oral health improvement programmes will contribute are: 
 

• Tooth decay in children aged five. 
• Mortality from cancer. 
• Indicators related to smoking and overweight and obesity. 
• Pupil and sickness absence 

 
The work-streams and activities described in the following tables are:  
 

A. Creating supportive environments for health 
Brush for Life 
Supervised tooth brushing programme in targeted childhood settings 
Water Fluoridation 

B. Re-orientating health services  
Prevention in Practice 

C. Developing personal skills 
Oral health training for the wider professional workforce (health, education, others) 

D. Strengthening community action  
E. Building healthy public policy 


