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Foreword 

[n 1997 the North Western Health Board commissioned the Oral Health Services Research 

Centre at University College Cork to oversee and direct an epidemiological survey of children's 

dental health in the counties of Donegal, Sligo and Leitrim. 

The fieldwork for this survey took place in 1997 and 1998 and involved roughly four months 

work each on the part of four dental teams. The study was designed to be the most 

comprehensive dental survey ever undertaken in the North Western Health Board. 

It not only examined dental decay levels in children at ages 5, 8, 12 and 15, but also examined 

items such as gum disease, orthodontic treatment need, damage to teeth from accidents, staining 

of teeth and attitudes to dental care. 

The study was designed to examine differences in dental health status between the counties and 

also, within each county, between the areas which were fluoridated and those which were not. 

The study was also synchronised with a parallel study in the Western Health and Social Services 

Board in Northern Ireland, which comprises the counties of Derry, Tyrone and Fermanagh, using 

comparable survey criteria. This aspect makes this report unique among the regional dental 

health surveys in Ireland. 

I would like to thank aU those involved in seeing this survey through fruition. In particular I 

would like to thank Mr. Michael McGinley, who as Programme Manager for Community Care 

authorised this survey on behalf of the Board, the Principal Dental Surgeons Drs. John Murray 

and Joe Mnl.len, and the field staff Drs. Brian Mercer, Ciaran Rattigan, Stephen Brightman and 

Claire Haire, dental nurses Nora Dolan, Siobhan Flynn, Olga Kirk and Teresa Coyle. 

Mr. Pat Harvey CEO 



Summary 

T he government health strategy "Shaping a 

Healthier Future" ideotified the establishment 

of a standardised database on oral health as 

one of the goals for the oral health services. 

This survey of the oral health status of children 

and adolescents in the North Western Health 

Board region is a response to that objective. 

The data should assist in: 

the evaluation of oral health services in 

meeting the oral health needs of the child 

population in the North Western Health 

Board region in an equitable way 

the ongoing monitoring of the effective

ness of oral health services 

tracking of improvements in oral health 

gain since 1963 

better assessment of particular needs to be 

addressed 

planning of specific strategies to address 

these needs. 

The survey also collected information on 

current oral health habits and practices and 

knowledge of and attitudes to oral health 

and oral health services. These data provide 

esseotial information for the planning of oral 

health promotion initiatives. 

Findings 

Levels of ora l disease in children and 

adolescents in the North Western Health 

Board region in 1997/'98 had declined 

considerably since 1963 and 1984. 

Children and adolescents who bad a lifetime 

exposure to domestic water fluoridation 

bad less dental decay tban those who had 

no exposure to domestic water fluor idation. 

Dependants of medical card holders bad 

higher levels of dental decay than 

dependants of those who did not hold a 

medical card. 

Tooth decay levels among children and 

adolescents living in the NWHB region are 

similar to tbose of children in the same age 

groups living in other bealth board regions 

in Ireland in the 1990s and are lower than 

those of children and adolescents living in 

the neigbbouring Western Healtb and 

Social Services Board region of Northern 

Ireland. 

A higb proportion of cbildren and 

adolescents in the region have fissure 

sealants on tbeir teeth. 

A bigh proportion of children and 

adolescents in the region bad visited the 

dentist within the twelve month period 
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prior to the survey, indicating the 

accessibility of dental services. 

The relationship between water fluorid

ation and enamel fluorosis has been 

documented for over 60 years. Both 

children and adolescents in fluoridated 

areas had higher levels of enamel fluorosis 

than those in non-fluoridated areas. 

Whilst the current levels would not appear 

to be a source of concern, further studies 

are planned to i.nvestigate this issue. 

Enamel fluorosis levels require ongoing 

mottitoring as there are now a number of 

sources of fluoride in Ireland. The Health 

Boards have commissioned University 

College Cork to conduct research into 

fluoride ingestion among Irish children. 

Although only 7% of eight year aids and 

4% of twelve year aIds claim to brush their 

teeth less than once a day, examination of 

the gums for gum disease revealed that 

more than 85% of children needed to 

improve their oral hygiene, and that 16% of 

twelve year olds and 22% of fifteen year 

aIds also needed professional cleaning of 

their teeth. Dental hygienists could carry 

out this work. 

One in five twelve year old children had a 

definite need for orthodontic treatment. 

One in four fifteen year old boys had 

traumatised front teeth compared to one in 

ten girls. 

Frequent consumption of sweet snacks 

between meals, which can cause dental 

decay, is common particularly amongst 

fifteen year aIds. 
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Introduction 

T he mission of the Department of Health 

and Children is " .... to protect, promote and 

restore tbe bealtb and well being of people by 

ensuring tbat bealth and social services are 

planned, managed and delivered to achieve 

measurable healtb and social gain and 

provide the optimum gain on resources 

invested." (Working for Health and Well-being 

Strategy Statement 1998 - 2001.) The mission 

statement reflects the main theme of the 

Health Strategy "Shaping a Healthier Future" 

published in 1994, which was to focus health 

services on improving health and quality of 

life for all. The strategy is underpinned by 

three principles: equity, quality of service and 

accountability. To ensure equity in the 

delivery of service, we must identify people 

wbose needs are the greatest. Health gain and 

consumer satisfaction indicate quality of 

service and are important measures for 

health services managers to enable them to 

be accountable to both the purchasers and 

providers of the health care services. 

The North Western Health Board (NWHB) 

recognised the need for more detailed 

information for the management of its oral 

healtb services. In 1997 the Board 

commissioned the Oral Health Services 

Research Centre in University College Cork 

to direct a survey of oral health with a view to 

obtaining data for the monitoring, evaluation 

and future planning of oral healtb services. 

This report presents an overview of the oral 

health status of five, eight, twelve and fifteen 

year old children in the Nort h Western 

Health Board region. A team of health 

board dentists trained and calibrated in 

standarclised survey metbodology examined 

tbe children. Health board dental nurses, 

who were trained in data recorcling and 

data management, recorded the data and 

returned it to the Oral Health Services 

Research Centre for processing, analysis and 

reporting. The methodological approacb 

adopted in this study of oral health facilitates 

the comparison of the results both nationally 

and internationally. This report presents 

results of the recent NWHB survey and 

compares the findings with those of other 

surveys conducted in other health board 

regions. Comparisons are also drawn with 

results of earlier stuclies in the region. Within 

the Health Board, data are presented at the 

county level to facilitate comparisons by 

administrative region. 

Tbe aims of the study were 

To measure levels of oral health in children 

and adolescents in the Nortb Western 

Health Board region in 1997/ '98, and to 

make a comparison with the 1963 and 1984 

data . 

To provide information on the oral health 

gain in children and adolescents since 

1984. 

To assess tbe effectiveness of water 

fluoridation in the NWHB region . 



To assess levels of oral heal th knowledge. 

attitudes and behaviour amongst children 

and adolescents in the NWHB region. and 

to assess the level of satisfaction with the 

Health Board dental service. 

To assess the availability. accessibility aod 

acceptability of the oral hea lth services to 

cltildren. adolescents and parents in the 

NWHB region. 

To provide information for the evaluation 

and future planning of the oral health 

services and the developments of strategic 

targets for the period 1998 - 2003. 

The North Western Health Board 

The North Western Health Board (NWHB) 

has responsibility for the administration and 

provision of healtb and personal social 

services in the counties of Donegal . Sligo and 

Leitrim/West Cavan. services which were 

previously provided by the 

local authorities fo r 

those counti es. 

The area is 

substantia ll y 

rural. covering 2.600 sq. miles with only two 

sizeable urban populations - Sligo (17.000) in 

the south and Letterkenny (7.000) in the 

no rth of the region. With large areas of 

scattered population. the NWHB faces a 

major challenge in delivering accessible 

services to all. 

Over 211.000 people live in the NWHB 

region. with slightly more females than 

males. The population is significantly older 

than the national average with 14.5% of 

people over 65 years old. compared to 11.4% 

nationally. More than 27% are 14 years old 

and under. wltich is just above the national 

average. As a result. the dependency ratio 

(the ratio of people aged under 14 and over 65 

to people aged 15 to 64) is the ltighest of all 

the health board areas at 72.8% compared to 

61.6% for the country as a whole. Medical 

card coverage is higher in Donegal and 

Leitrirn (at about 50%) than Sligo (at about 

35%). 

Sample Selection 

A dental examination was carried out on 

3.034 children and adolescents during the 

course of this study in 1997/'98. 

Children were selected randomly on the basis 

of age. gender. geograpltical location of the 

school attended and whether they attended a 

school with a fluoridated or non-fluoridated 

water supply. Selection of children on the 

basis of age was essential because dental 



diseases progress with age and the number 

and type of teeth present in the mouth 

change with age. For example, cbildren in 

Junior Infants are on average five years old, 

have all their primary (milk, or baby, teeth), 

and no second or permanent teeth. Children 

in Second Class (eight year olds), have 

approximately twelve second or permanent 

teeth plus twelve primary teeth. By the time 

children are in Sixth Class (twelve year olds), 

the teeth present in the mouth are mainly 

permanent ones. For Junior Certificate 

adolescents (fifteen year olds], there are 

usually no primary teeth left and they have 

their full complement of permanent teeth 

(except for their wisdom teeth). 

The Department of Education provided 

information on numbers of children in 

different classes in schools in the region. Tills 

allowed the random selection of schools for 

inclusion in the survey. A cluster sampling 

technique was used with schools as the 

clustering unit. Schools were categorised 

according to size (to ensure representation 

of schools of various sizes) and whether 

they were located in fluoridated or non

fluoridated areas. 

A representative sample of children was 

carefully chosen in each of four age groups. 

The groups chosen were children in Junior 

Infants, Second Class, Sixth Class and Junior 

Certificate. The average ages of children in 

these classes selected for the survey were 5.0, 

8.1, 12.2 and 15.0 years respectively. The 

groups will be referred to as five, eight, twelve 

and fifteen year olds within tbis report. These 

age groups are comparable with earlier Irish 

studies and with international research. 

A calibration exercise was conducted as part 

of the preparatory programme to ensure 

inter- and intra-examiner agreement on 

the measurement indices used . A further 

validation exercise was conducted to ensure 

that examiners maintained their level of 

agreement and consistency during the course 

of the fieldwork. 

The North Western Health Board area 

consists of four county areas in two 

Community Care Areas: Donegal, and 

SligojLeitrimjWest Cavan. A representative 

sample of children and adolescents was 

chosen from each of the four selected age 

groups in the Sligoj Leitrimj West Cavan, 

and Donegal areas. Hence, all areas are 

represented in the study and results are 

available for each area separately (except that 

West Cavan data is merged with Leitrim data, 

and any reference to Leitrim includes data 

from West Cavan also) . Approximately equal 

numbers of boys and gi.rls were selected to 

balance the sample. 

The table opposite shows the numbers and 

geographical distribution of the cbildren 

examined in each of the four age groups. 



Numbers of children examined in 1997/'98 in the North Western Health Board Region 

by age group and geographic location of school 

Age Group 
Total 

5 Year Olds 8 Year Olds 12 Year Olds 15 Year Olds 

Donegal 314 363 

Leitrim/W Cavan 214 253 

Sligo 174 207 

NWHBRegion 702 823 

Extent of Fluoridated and Non

Fluoridated Water Schemes 

As a result of the Health (Fluoridation of 

Water Supplies) Act 1960, 73% of the 

population in the Republic of Ireland now 

have fluoridated domestic water supplies. In 

the NWHB area region, tills percentage is 

67%. Previous studies show 

that this public health 

measure has been a 

resounding success 

in reducing tooth 

decay in the Irish 

population. 

Although the samples 

were selected on the 

basis of school water 

fluoridatiou status, the 

re~ults are presented 

according to each 

crd's domestic water 

370 300 1347 

277 172 916 

240 150 771 

887 622 3034 

fluoridation status. Information on the water 

supply and on fluoride supplements was 

requested on the consent form. The child's 

name and home address was entered on the 

consent form and the parent was asked 

whether the home was connected to the 

piped public water supply. The parent was 

also asked how long they have lived at the 

address and about any previous addresses. 

The consent form also contained questions 

about fluoride mouthrinses and supplements. 

Fluoridation status was classified for each 

child after the examinations. For residences 

connected to the piped public water supply, 

information on the fluoride status of the 

supply was obtained from the local water 

engineer on an individual address basis when 

necessary. 

Schools attended by fifteen year olds tend to 

be located in large towns, most of willch have 

fluoridated water supplies. The samples in 

tills case were drawn from the schools and as 
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with the other age groups the fluoridation 

status was determined post hoc. A tally was 

kept as the cells filled up and a top up sample 

was drawn where cell sizes were deficient. 

Fluoridation status is classified as follows: 

None: The child has had no exposure to 

fluoridated water in the home since birth and 

has oever used fluoride mouth rinses or 

supplements. 

Full: The child has had a fluoridated 

domestic water supply in the home since 

birth. 

Part: Tbe child either has had exposure to 

fluoridated water in the home (but not 

continuously since birth) or has had fluoride 

mouthrinses or supplements. 

Twelve per cent of the sample was classified 

as "part fluoridated". The classification 'part' 

fluoridated represents a variety of exposures 

to fluoride and hence the caries and fluorosis 

data for children in this group cannot be 

interpreted in a meaningful way. In this 

report. therefore. these data are presented for 

the "full fluoride" and "non-fluoridated" 

groups only. 

Average age and number of children examined in the NWHB r egion according to age 

group and fluoridation status 

Age Group 
Total 

5 Year Olds 8 Year OIds 12 Year Olds 15 Year Olds 

Average Age 

I 5.0 8.1 12.2 15.0 I 
Fluoridation Status 

Full Fl 291 322 353 203 1169 

PartFl 62 86 91 122 361 

Non FI 339 403 432 285 1459 

Not Recorded 10 12 11 12 45 

Total 702 823 887 622 3034 



Levels of Dental Decay 

Children were examined for tooth decay 

which had resulted in cavities in their teeth. 

Tooth decay levels in children are best 

described using a measurement called the 

OMFT index. This measurement counts the 

number of teeth which are either decayed 

(0), missing, i.e., extracted due to decay (M), 

or filled due to decay (F). The figures for five 

year aids shown in this report refer to 

primary teeth only, and by coovention are 

referred to by lower case letters (dmft). The 

figures for eight, twelve and fifteen year aids 

refer to permanent teeth only, and are 

referred to by upper case letters (OMFT). 

The data are presented as mean dmft (five 

year aids), and mean DMFT (eight, twelve and 

fifteen yea r aids) per child. Where for 

example the mean OMFT for fifteen year aids 

in fu.lly fluoridated areas is reported as 2.2, 

this indicates that on average fifteen year aids 

in these areas have 2.2 permanent teeth that 

are decayed, missing due to decay, or filled. 

Another way of looking at it is to say that 

among every 1,000 fifteen year aids there are 

an estimated 2,200 teeth affected by dental 

caries. Some of these teeth may be decayed 

but untreated, they may have been restored 

(filled), or they may have been taken out 

(missing). Similarly, in non-fluoridated areas 

the mean OMFT for fifteen year olds is 3.3, 

indicating that among every 1,000 fifteen 

year aids living in non-fluoridated areas there 

are an estimated 3,300 permanent teeth 

which are decayed, missing or filled. 

In general children living in fluoridated areas 

have better oral health than those living in 

non-fluoridated areas in all age groups. This 

section of the report describes the levels 

of dental caries in the NWHB region. It 

includes: a description of levels of dental 

caries according to age group; differences 

between tbose living in fluoridated and non

fluoridated areas; changes in oral health that 

have occurred since the 1960s; differences 

according to medical card ownership (where 

medical card owoership is used as a surrogate 

for deprivation); differences in dental caries 

levels between ch ildren Hving in the NWHB 

region and those living in the adjacent non

fluoridated Western Health and Social 

Services Board (WHSSB) region of Northern 

Ireland; and comparison of levels of oral 

health with other Health Board regions in 

Ireland. 

As dental caries is a cumulative condition 

(i.e., it can increase but not decrease over a 

lifetime), it is important to measure it at 

different ages. As already described, data are 

presented for five , eight and twelve year old 

children and fifteen year old adolescents. The 

sample was selected according to fluoridation 

status: Children in the fully fluoridated group 

had been exposed to fluoridated water in the 

home since birth, and children in the non

fluoridated group had no domestic water 

flu oridation since birth. 



Results 

The figures on these pages show the levels of 

dental decay in five, eight, twelve and fifteen 

year old children in the three county areas 

and for the NWHB region as a whole, 

presented according to domestic fluoridation 

status. 

In the NWHB region as a whole, five year old 

children with full water fluoridation had 

on average 1.1 decayed, missing or filled 

primary or milk teeth (mean dmft). For 

eight, twelve and fifteen year aIds with 

full domestic water fluoridation , the 

corresponding figures for permanent teeth 

were 0.3 , 1.2 and 2.2 respectively (mean 

DMIT). As children grow older, their caries 

levels increase as the number of permanent 

teeth in the mouth increases and the teeth 

are exposed to cariogenic (decay producing) 

foods over longer time periods. In non

fluoridated areas the pattern is similar. but 

with higher levels of caries at all ages. On 

average. five year aIds in non-fluoridated 

areas have 1.8 decayed. missing or filled 

primary teeth. while eight. twelve and fifteen 

year aIds have on average 0.4, 1.5 and 3.3 

permanent teeth respectively affected by 

caries. For all age groups dental caries levels 

were lower amongst children with Ufetime 

exposure to fluorida ted domestic water 

supplies. The percentage differences in 

dental caries levels between children with 

fully fluoridated and those with non

fluoridated domestic water supplies were 

39%. 25%, 20% and 33% for five , eight, twelve 

and fifteen year aIds respectively. 

Tooth Decay in 5, 8, 12 and 15 Year OIds in Fluoridated and 
Non-Fluoridated Areas in the NWHB Region 
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Tooth Decay in 5, 8, 12 and 15 Year Olds in Fluoridated and 

Non-Fluoridated Areas in County Donegal 

5 Year Olds 8 Year aids 12 Year Olds 15 Year aids 

.. Full-Fluoridated .. Non-Fluoridated 

Tooth Decay in 5, 8, 12 and 15 Year OIds in Fluoridated and 
Non-Fluoridated Areas in Counties Leitrim/W Cavan 
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Tooth Decay in 5, 8, 12 and 15 Year OIds in Fluoridated and 
Non-Fluoridated Areas in County Sligo 
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In all three counties of the NWHB region 

dental decay levels are lower among children 

with fluoridated domestic water supplies, 

with the exception of the eight year old 

group, for which there is very little difference 

in decay levels. The major protective effect of 

fluoride is on the smooth surfaces of the 

teeth. In the eight year old group the sites 

most prone to attack are the pitted and 

fissured surfaces of the teeth, which decay in 

some children soon after tooth eruption. Pit 

and fissure sealants are the most effective 

method of prevention on these surfaces. 

There is IitUe difference in decay leve ls 

among the three county areas for eight and 

twelve year olds. However, although Donegal 

five year aids in the "full-fluoridated" group 

12 Year aids 15 Year aids 

__ Non-Fluoridated 

have lower levels of caries than Donegal five 

year aids in the "non-fluoridated" group, their 

caries levels are higher than children of 

the same age living in Leitrim/West Cavan 

and Sligo. In the case of fifteen year old 

adolescents, caries levels in Leitrim/West 

Cavan are considerably lower than in 

Donegal and Sligo for both "full" and "non

fluoridated" groups. The highest level of 

dental decay was found among fifteen year 

old adolescents, with no domestic water 

fluoridation in County Sligo. On average 

these adolescents had 3.8 teeth affected by 

dental caries. 

The Dental Health Action Plan, formed on 

foot of the Government Health Strategy 



"Shaping a Healtruer Future" published in 

1994, set a goal for the year 2000 that "twelve 

year old children in optimally fluoridated 

areas will have on average no more than one 

decayed, missing or filled permanent tooth, 

and in less than optimally fluoridated areas 

no more than two decayed, missing or filled 

permanent teeth." 

In fluoridated areas in 1997/'98 the goal was 

being approached, as twelve year old children 

bad on average 1.2 decayed, missing or filled 

permanent teeth. 

In non-fluoridated areas, decay levels were 

well within the set goal , as the number of 

decayed, missing or filled permanent teeth 

was on average 1.5, well below the goal of 2.0. 



Changes in Dental Decay Over Time 

For the purpose of comparing changes in 

dental decay levels [and its treatment) in 

children in the NWHB region over the years 

leading up to the present survey, data are 

available from 1961/' 63 and 1984. The 

1961/'63 data are from the statutory pre

fluoridation surveys which were carried out 

in all areas of the country at the time. These 

data are obviously therefore not presented by 

fluoridation status. The 1984 data are from 

the National Survey of Children's Dental 

Health, and are presented for non-fluoridated 

and fully-fluoridated groups, which are 

comparable with the similar groupings in the 

present survey. 

Results 

The figures opposite show resul ts of the 

1997/'98 survey compared with those of the 

1984 survey, and where comparable with 

results of the pre-fluoridation surveys of 

1961/'63. 

Teeth are healthier in children who get 

fluoride in their water supply and decay 

levels are much lower in 1997/'98 than they 

were in 1984 in both fluoridated and non

fluoridated areas. There has also been a 

dramatic decline in dental caries levels since 

the 1960s. 

There are two likely reasons for the improve

ments in oral health in non-fluoridated a.s 

well as fully fluoridated areas. The first 

reason is the almost universa.l use of fluoride 

toothpaste by children in 1997/ '98. These 

toothpastes first came on the market in 

the early 1970s. The second factor is the 

consumption in non-fluoridated areas of 

foods and drinks which contain fluoride 

incorporated into the food during processing 

with fluoridated water in urban areas [the 

"halo effect"). Research is currently underway 

to develop methods of measurement of 

dietary fluoride intake levels amongst Irish 

children in both fluoridated and non

fluoridated areas. 



Change in Tooth Decay 1961/'63-1984-1997/'98 in 5, 8, 12 and 15 Year aIds 
in Fluoridated Areas in the NWHB Region 
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Change in Tooth Decay 1961/'63-1984-1997/'98 in 5, 8, 12 and 15 Year aIds 
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Dental Decay in Children According to 
Medical Card Status 

I n general, medical cards are allocated to 

people whose income is below a set 

threshold. Medical card ownership can be 

used as an indicator of relative social 

deprivation. In tills study medical card status 

was used for the purposes of examining 

the impact of deprivation on dental decay 

levels. 

Results 

The chart below shows levels of dental caries 

in each age group presented by fluoridation 

status and medical card status. For all age 

groups, the lowest levels of dental caries are 

found among dependants of non-medical 

card bolders in fully fluoridated areas. 

Tooth Decay according to age group, fluoridation status and parents' 
medical card ownership. 
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Differences in Dental Decay between Children 
in the NWHB Region and in Northern Ireland 

T he island of Ireland is divided politically 

into the Republic of Ireland and Northern 

Ireland. Although there is water fluoridation 

se rving 73% of the population in the Republic 

of Ireland. water supplies in Northern Ireland 

are not fluoridated . The population of 

Northern Ireland is in many ways culturally 

similar to that of the Republi c of Ireland. 

Data are presented here for five and fifteen 

year old children in Belfast and the current 

area of the North Western Health Board 

in the Republic of Ireland. both of which 

were examined in 1963. At this time caries 

was recorded at cavitation level and the 

diagnostic criteria used in both studies were 

comparable. In 1995 epidemiological caries 

data were collected in the Eastern Health and 

Social Services Board of Northern Ireland 

Results 

(EHSSB) for five and fourteen year old 

children. The data collected on this occasion 

were recorded at the dentinal level of 

involvement with the inclusion of non

cavitated as well as cavitated lesions. In the 

North Western Health Board in the Republic 

of Ireland in 1997. dentinal caries data 

recorded at the non-cavitated as well as 

cavitated level were available for five and 

fifteen year old children (one year older than 

the Northern Ireland sample). Thus. the 

decay levels presented here for children 

examined in the NWHB 1997/'98 are higher 

than those presented earlier because of the 

inclusion of non-cavitated decay in the 

analysis. Historically. decay at this level was 

not included in surveys in the Irish Republic 

or in the UK. However. it has been introduced 

into UK surveys in recent years. 

A Comparison of Dental Decay levels in 5 Year Olds (dmft) and 15 Year Olds (DMFr) 

between the NWHB Republic of Ireland and Belfast/ Eastern Board Northern Ireland: 

1963 and 1997/'98 (NWHB), 1995 (NI) 

(Recent data represent caries at visual and cavitation level combined) 

NWHB 
Republic of Ireland 

Full Fl Non Fl 

5 Year Olds 1963* 5.2 

(dmft) 1997/'98 (NWHB)**, 1995 (NI)** 1.4 2.6 

15 Year Olds 1963* 7.8 

(DMIT) 1997/'98 (NWHB)**, 1995 (NI)** 3.0 4.3 

... Caries recorded at cavitation level 

..... Caries recorded at dentinal level of involvement with or without cavitation 

..... 14 Year Oids 

Belfast/ EB 
Northern Ireland 

4.8 

2.9 

9.4 

3.8*** 



The preceding table sbows dental caries 

levels in five year aids (drnft) and fifteen year 

olds (DMFT) in the North Western Health 

Board according to fluoridation status in 1963 

and 1997/,98, and in Belfast in 1963 and in 

the Eastern Health and Social Services Board 

of Northern Ireland in 1995. The 1997/,98 

(NWHB) and 1995 (NI) data represent caries 

at visual and cavitation level combined. 

Also, in 1997/'98 a comparison of five and 

twelve year old children dental health was 

made using the same diagnostic criteria 

(visual and cavitation combined) between the 

NWHB and the neighbouring authority in 

Northern Ireland, the Western Health and 

Social Services Board (WHSSB) which 

covers the counties of Derry, Tyrone and 

Fermanagh. The results are presented in the 

table below. 

From this table, it can be seen that children 

resident in fluoridated communities in the 

NWHB enjoy sign ificantly better dental 

health than children in non-fluoridated 

communities in the NWHB area, and that 

both fluoridated and non-fluoridated 

communities in the NWHB area have lower 

levels of decay than children in the WHSSB 

area. The fact that even non-fluoridated areas 

in the NWHB region have better dental 

health than the neighbouring region in non

fluoridated Northern Ireland is likely to be 

due to the aforementioned halo effect. 

The comparatively lower levels of caries 

among children witb no domestic water 

fluoridation in the NWHB when compared 

with the WHSSB in NI may be explained 

by the greater consumption of foods and 

drinks processed us ing fluoridated water 

('halo' effect) by children living in the NWHB 

region. 

A Comparison of Den:aJ Decay levels in 5 Year Olds (dmft) and 12 Year Olds (DMFT) 

between the NWHB Republic of Ireland and WHSSB Northern Ireland: 1997/'98 

(Data represent caries at visual and cavitation level combined) 

NWHB 
Republic of Ireland WHSSB 

1997/'98 Nortbern Ireland 
Full Fl NonFI 

5 YearOlds (drnft*) 1.4 2.6 2.8 

12 YearOlds (DMFf*) 1.6 1.9 2.5 

.. Caries recorded at dentinal level of involvement with or without cavitation 



Comparison with other Health Boards 

Mean dmftfor 5 year olds, DMFr for 15 year oids according to fluoridation status and 

percentage difference between the groups within health boards 

(Caries at cavitatian level) 

Health 
Age Group Board Year 

NWHB 1997/'98 
MWHB 1997 

5 Year Olds EHB 1997 
SHB 1995 

NEHB 1995 
WHB 1991 

NWHB 1997/'98 
MWHB 1997 

15 Year Olds EHB 1997 
SHB 1995 

NEHB 1995 
WHB 1991 

Most of the other seven health hoard areas 

have carried out surveys similar to this one in 

recent yea rs. This enables comparison 

between oral health levels in different regions 

of the country. One of the main aims of the 

surveys was to compare the oral hea lth 

of children and adolescents resident in 

fluoridated and non-fluoridated areas. All the 

data are taken from separate studies directed 

by the Oral Health Services Research Centre 

at University College Cork on behalf of 

the health board dental services for the 

purpose of planning and evaluating oral 

health services. For each health board a 

representative sample of five . eight. twelve 

and (in some cases) fifteen year old children 

was drawn. The samples were all stratified by 

dmft!DMFf 
% difference Full FI Non FI 

1.1 1.8 39 
1.7 2.9 41 
1.0 1.7 41 
1.1 2.3 52 
1.2 1.8 33 
1.0 2.1 52 

2.2 3.3 33 
3.0 3.8 21 
. - -

2.8 4.3 35 
2.2 2.7 23 

- - -

gender and fl uoridation status. Children were 

examined by teams of trained and calibrated 

dentists. All examining and recording teams 

within each survey were trained and 

calibrated by the same reference examiner. 

This table shows mean dmft for five year 

olds. and mean DMIT for fifteen year olds 

according to fluoridation status. and 

percentage difference between the fluoride 

status groups within health boards. Caries 

was recorded at cavitation level. Dental caries 

levels in children in the NWHB region 

compare favourably with those in the other 

health board regions. 



Distribution of Decay 

A useful way of illustrating the pattern of 

tooth decay in any given age group is to 

calculate the percentage of children who 

have no teeth affected by decay, the 

percentage with one tooth affected, the 

percentage with two teeth affected and so 

on. In this way a frequency distribution of 

tooth decay is constructed. 

Results 

Five year olds 

The frequency distribution for 5 year old 

children in the fluoridated and non

fluoridated groups is presented below. 

In the fully fluoridated group two thirds 

(66%) of five year olds had no decay in their 

primary teeth . In the non-fluoridated group 

this was considerably lower with onJy just 

over half (51%) of the five year old children 

caries free . At the other end of the scale 12% 

of five year olds in the fluoridated group had 

three or more teeth affected by decay 

whereas in noo-f1uoridated areas 26% had 

this level of caries. 

The Dental Health Action Plan formed on 

foot of the Government Healt h Strategy 

"Shaping a Healthier Future" in 1994 set a 

goal for the year 2000 that "at least 85% of 

five year olds in optimally fluoridated areas 

and at least 60% of five year olds in less than 

optimally fluoridated areas will be free of 

caries .. ." Given this level of dental caries in 

1997/ '98 it is unlikely that the target set in 

1994 for 2000 can be achieved. Oral health 

promotion programmes specifically targeted 

at the pre-school age group should assist in 

reaching the target. 

Distribution of dmft scores of 5 year old children living in Fluoridated 
Areas in the NWHB Region 
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Distribution of dmft scores of 5 year old children living in Non-Fluoridated 
Areas in the NWHB Region 
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Eight year olds 

The distribution of decayed permanent teeth 

among eight year olds in the NWHB region 

is shown in the following charts. In both fully 

fluoridated and non-fluoridated areas over 

three quarters of the eight year old children 

have no decay in their permanent teeth (79% 

in fluoridated areas and 77% in non

fluoridated areas) . It should be noted that the 

graph refers to permanent teeth only, which 

start to appear in the mouth from about the 

age of six onwards. The last of the primary 

teeth are usually lost by the age of twelve. 
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Areas of the NWHB Region 

90% ,..-_____ _ 

80% 

70% 

60% 

50% 

40% 

30% 

20% 

10% 

0% 

o 1 2 3 4 

-~- --

0110 0110 0110 o o 

5 6 7 8 9+ 

DMFI'score 

Distribution of DMFI' scores of 8 year old children living in 
Non-Fluoridated Areas of the NWHB Region 
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1\velve year aIds 

The distrihution of decayed permanent teeth 

among twelve year aIds in the NWHB region 

is illustrated here for those Hving in both 

fluoridated and non-fluoridated areas. In 

non-fluoridated areas almost half (49%) of 

the twelve year old children have no decay 

in their permanent teeth. Conversely this 



indicates that approximately half (51%) have 

experienced dental decay in permanent teeth 

by the time that they are in Sixth Class in 

primary school. In fully fluoridated areas the 

picture is slighUy better where 56% are 

caries free. III the fully fluoridated group 

10% of twelve year aids have fou r or 

more permanent teeth with decay experience 

whereas in the non-fluoridated areas 16% 

have this level of decay experience. 

Distribution of DMFT scores of 12 year old children living in Fluoridated 
Areas in the NWHB Region 
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Distribution of DMFT scores of 12 year old children living in 
Non-Fluoridated Areas in the NWHB Region 
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Fifteen year olds 

The charts overleaf show 

the distribution of 

decayed teeth among 

fifteen year olds in 

the NWHB region. In 

both fluoridated and 

no n-fluoridated areas 

less than one third 

of the group had no decay 

in their pe rmanent teeth , 

32% in fluoridated areas and 27% 

in non-fluoridated areas. It should be 

noted that this age group usually 

has their fu ll complement of 

teeth with the exclusion of 

their third molars or wisdom 

teeth. 

In the fluoridated group 9% 

of adolescents had six or more 

decayed missing or filled teeth. 

In the non-fluoridated group 

23% of adolescents had six or more 

decayed missing or filled teeth. 

Distribution of DMFr scores of 15 year old children living in Fluoridated 
Areas in the NWHB Region 
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Distribution of DMFr scores of 15 year old children living in 
Non-Fluoridated Areas in the NWHB Region 
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Levels of Treatment 

T he size of the decayed (di D) componeot of 

the dmft/DMFT (decayed, missing or filled 

teeth) index shows how much of the disease 

is untreated. The missing component (m/ M) 

shows how much has been treated hy 

extraction or removal of the teeth and the 

filled (f/F) component shows what proportion 

of the decayed teeth are treated by restoration 

with fillings. 

Results 

Five year olds 

This chart shows the proportions of all 

decayed primary teeth which are either 

decayed, missing or filled in five year aids 

in the whole NWHB region, tabulated by 

fluoridation status. In the NWHB region as 

with many of the other health board regions 

in Ireland, five year old children are not 

among the target groups for dental treatment. 

NWHB 5 year olds decayed, missing and filled teeth by Fluoridation status 
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Resources are targeted on the prevention of 

decay and restoration of permanent teeth in 

older children. Of those primary teeth tilat 

are treated, preventive treatment and 

extraction rather than filling is the most 

common treatment. 

The policy of routine non-filling of decayed 

primary teeth is periodically reviewed in light 

of any emerging evidence of the level of 

health gains associated with this treatment 

measure and in light of improving dental 

technologies. 

Eight year aIds 

The proportions of all permanent teeth which 

are either decayed, missing or filled in eight 

year aids in the whole NWHB region by 

fluoridation status are illustrated in the 

chart overleaf. Although caries levels 

amongst eight year aids are low, a 

substantial portion of the disease 

remains untreated. In fluoridated areas 

41% of decayed teeth were filled and 

10% missing (extracted due to caries). 

Hence 51% of the decayed teeth had 

he en treated overall. In non-fluoridated 

areas 31% of decayed teeth were filled 

and 2% extracted, indicating that 

treatment had been provided for 33% 

of decayed permanent teeth. 

Among eight year aids in fully 

fluoridated areas, Donegal had the 

lowest proportion of untreated decay 

(44%) compared with Leitrim / West 

Cavan (57%) and Sligo (55%). Among 

non-fluoridated areas Leitrim / West 

Cavan had 66% of decayed teeth 

untreated, followed by Donegal (67%) 

and Sligo (71%). SHgo had the lowest 

level of permanent tooth loss due to 

caries (0%). 



NWHB 8 year olds decayed, missing andfilled teeth by Fluoridation status 
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Twelve year olds 

The chart overleaf shows the proportions of 

all decayed permanent teeth which are either 

decayed, missing or filled in twelve year aIds 

in the whole NWHB region, by fluoridation 

status. Children in Sixtb Class are targeted for 

preventive and restorative dental treatment 

before they leave primary school. All of the 

twelve year old age group examined for this 

survey were in Sixth Class and wbilst some 

would have already been treated prior to the 

survey, more would have been awaiting 

treatmen t. In the NWHB region as a whole 

most of the tooth decay in this age group 

had been treated. The untreated component 

was similar in fully fluoridated and non

fluoridated areas at 30% and 27% 

respectively. Tbe mean number of missing 

teeth in both fluoridated and non-fluoridated 

areas was 0.2, indicating tbat among 100 

twelve year old children there would be 

twenty teeth extracted because of dental 

decay. In this age group teeth are usually 

extracted only when tbe decay has 

progressed to the stage of irreparable damage 

to tbe crown or nerve supply of the tootb. 

Early detection and treatment of decay would 



obvious ly reduce the necessity fo r this 

treatment. 

Of the three areas, children in the Sligo area 

had the lowest levels of untreated decay in 

permanent teeth and the lowest level of 

permanent teeth extracted due to caries, 

although the overall caries experience was 

similar to the other areas. 

NWHB 12 year olds decayed, missing and f illed teeth by Fluoridation status 
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Fifteen year olds 

The proportions of all permanent 

teeth which are either 

decayed, missing or filled in 

fifteen year olds in the 

whole NWHB region are 

shown in this chart, 

tabulated by fluoridation 

status. In 1997/'98 denta.l 

services had not been 

extended to the fifteen year 

old age group, although these 

adolescents would bave been 

offered comprehensive restorative and 

preventive treatment three yea rs 

earlier when they were in Sixth 

Class. In fully fluoridated a.reas 

69%, and in non-fluoridated 

72% of the decay had been 

treated with fillings in this 

age group. Adolescents in 

non-fluoridated areas in 

Sligo had the highest DMFT 

at 3.8, and they also had the 

highest level and proportion of 

untrea ted decay (1 .1, 28% of 

DMFT). 

NWHB 15 year olds decayed, missing and filled teeth by Fluoridation status 
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Mean number of decayed, missing and f illed teeth and dmft/ DMFT for 5, 8, 12 and 15 year 

old children in Fluoridated (Full FI) and Non-Fluoridated (Non FI) areas of the Counties in 

the NWHB region 

(% contribution of each component to total dmft/DMFT, in parenthesis) 

5 year olds a year olds 12 year olds 15 year olds 

Full Fl Non Fl Full Fl NonFI Full Fl Non Fl Full Fl Non Fl 

NWHB Region 

decayed 0.9 [87%) 1.5 [82%) 0.2 [48%) 0.3 [67%) 0.4 (30%) 0.4 [27%) 0.4 [18%) 0.5 [14%) 

missing 0.1 [11%) 0.3 [16%) 0.0 [10%) 0.0 [ 2%) 0.2 [19%) 0.2 [12%) 0.3 [14%) 0.4 [14%) 

filled 0.0 [ 2%) 0.0 [ 2%) 0.1 [41%) 0.1 [31%) 0.6 [52%) 0.9 [61%) 1.5 [69%) 2.3 (72%) 

dmft/DMYf 1.1 1.8 0.3 0.4 1.2 1.5 2.2 3.3 

Donegal 

decayed 1.2 (85%) 1.6 [81%) 0.2 (44%) 0.3 (67%) 0.4 [32%) 0.4 [31%) 0.5 (23%) 0.4 (13%) 

missi ng 0.2 (12%) 0.3 [17%) 0.1 [14%) 0.0 ( 2%) 0.3 (29%) 0.2 [14%) 0.3 [16%) 0.5 [14%) 

filled 0.0 [3%) 0.0 ( 2%) 0.2 [42%) 0.1 [31%) 0.5 [40%) 0.8 [55%) 1.3 [61%) 2.4 [73%) 

dmft/DMIT 1.4 1.9 0.4 0.4 1.2 1.4 2.2 3.3 

Leilrim/ W Cavan 

decayed 0.7 [98%) 1.2 (85%) 0.2 (57%) 0.2 (66%) 0.4 [37%) 0.4 (26%) 0.2 [14%) 0.6 [22%) 

missing 0.0 (2%) 0.1 ( 5%) 0.0 (11%) 0.0 ( 3%) 0.1 [ 5%) 0.2 (10%) 0.1 [5%) 0.3 (10%) 

filled 0.0 (0%) 0.1 [10%) 0.1 (31%) 0.1 [31%) 0.7 [58%) 1.0 [64%) 1.1 (81%) 1.9 [68%) 

dmft/DMIT 0.7 1.4 0.4 0.3 1.2 1.5 1.3 2.7 

Sligo 

decayed 0.5 [87%) 1.5 (83%) 0.2 [55%) 0.2 (71%) 0.3 [24%) 0.2[11%) 0.3 (11%) 1.1 (28%) 

missing 0.1[11%) 0.3 (17%) 0.0 [0%) 0.0 [0%) 0.1 [5%) 0.1 ( 6%) 0.3 (12%) 0.2 ( 5%) 

filled 0.0 ( 2%) 0.0 (0%) 0.1 [45%) 0.1 [29%) 0.9 (71%) 1.3 (84%) 2.1 [77%) 2.5 (67%) 

dmft/DMIT 0.6 1.8 0.3 0.3 1.2 1.6 2.8 3.8 



Fissure Sealants 

T eeth have two types of surface, smooth 

surfaces which are particularly well protected 

from tooth decay by fluoride and pitted or 

fissured cbewing surfaces which benefit from 

the clinical application of a plastic adhesive 

resin called fissure sealant. This sealant 

protects tbese vulnerable surfaces from 

decay. 

Results 

In the NWHB 77% of eight year aIds had 

some fissure sealants on their teeth. For the 

different areas, tbe percentage of eight year 

aIds with fissure sealants was 82% in 

Donegal, 62% in Leilrim/W Cavan and 68% in 

Sligo. As the study was conducted on 

children in second class in primary school, 

these results are very good because the study 

may have been completed before all children 

in that class scheduled for lreabnent had 

been seen. 

Fissure Sealants 

In the NWHB region as a whole 66% of 

twelve year aIds had some fi ssure sealants on 

their teeth. These percentages were 69%, 57% 

and 61% for Donegal, Leitrim/W Cavan and 

Sligo respectively. 

Many of the fifteen year old group had some 

fissure sealants on their teeth (60% in the 

NWHB region overaU). In Donegal, Leitrim 

/W Cavan and Sligo, 62%, 70% and 52% of 

fifteen year olds respectively had some 

fissure sealants on their teeth . Although 

fissure sealants provide protection against 

decay in pits and fissures of teeth whilst they 

are in place, once the sealants wea r away or 

are lost the teeth are vulnerable once again. 

Maintenance of this preventive lreahnent on 

an ongoing basis would be a worthwhile 

service objective. 



Percentage of Children with Fissure Sealants on their Teeth in the 
NWHBRegion 
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Enamel Fluorosis 

M easurement of enamel fluorosis is a 

recognised method of monitoring intake of 

fluoride from different sources. In this study 

fluorosis was recorded using an index called 

Dean's Index. This index classifies fluorosis 

into six grades: Normal (no fluorosis], 

Questionable, Very Mild, Mild, Moderate and 

Severe. The appearance of incisor teeth 

affected by each of the grades of fluorosis are 

illustrated opposite. The permanent teeth of 

eight, twelve and fifteen year old children 

were examined for such fluorosis. Results are 

shown in these charts. In all three age groups, 

over 75% of the children's teeth were in the 

normal or questionable categories. In fully 

fluoridated areas a score of normal was given 

to 53% of eight year olds, 64% of twelve year 

olds and 66% of fifteen year olds. In non

fluoridated areas these percentages were 

76%, 78% and 85% respectively. In all age 

groups the percentage of children with scores 

at the higher end (mild and moderate) was 

low. However the prevalence of mild and 

moderate fluorosis, although low, was higher 

in both fluoridated and non-fluoridated areas 

in the NWHB than that found by Dean in 

cities with similar levels of fluoride in the 

USA (Dean 1946). The relative contributions 

of fluoride toothpaste, the now discontinued 

fluoride tablet programmes and water 

fluoridation to enamel fluorosis in the 

NWHB region should be studied further. 

Recent research suggests a significant 

relationship between patterns of toothpaste 

usage in infancy and prevalence of fluorosis 

at age eight years amongst children in 

counties Sligo and Leitrim [Ormsby 1999; 

Crowley et aI. 2001]. 

There is a need for constant monitoring of 

dental fluorosis in the region and studies on 

the level at which the public perceive it to be 

a problem. Throughout the NWHB region 

there were no reports of children having 

severe enamel fluorosis in any age group. 
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Percentage of 8 Year Olds Affected by Enamel Fluorosis in the NWHB 
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Percentage of 12 Year Olds Affected by Enamel Fluorosis in the NWHB 
Region (Dean's Index) 
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Percentage of 15 Year OIds Affected by Enamel Fluorosis in the NWHB 
Region (Dean's Index) 
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Developmental Defects of Enamel 

The presence of fluorosis in this study was 

measured using Dean 's Index. When using 

this index, the dentist examines the teeth 

and decides if the markings on the teeth 

are characteristic of flunrosis. However, 

there are many other causes of enamel 

opacities and defects. These include infection 

or trauma to the primary teeth as the 

permanent successors are developing and 

systemic illness during the per iod of tooth 

development. The exam iners, therefore, 

recorded other opacities and defects as well 

as those typical of fluorosis. 

The prevalence of any opacity (including 

fluorosis) on the teeth is shown here. In non

fluoridated areas, over half of eight and 

fifteen year old children (54%) had an opacity 

(any type) on at least one tooth. In the case of 

the twelve year olds, 62% had at least one 

opacity. The percentage with opacities was 

higher in the fluoridated areas with 69% of 

eight and sixteen year olds and 73% of twelve 

year olds recorded as having an opacity on at 

least one tooth. From these data, the 

occurrence of opacities on the teeth of Irish 

children is common in hoth fluoridated and 

non-fluoridated areas. 

Percentage of 8, 12 and 15 Year Olds in the NWHB region with at least one 
enamel opacity on the buccal surface of their permanent upper first 

premolars, upper canines, upper incisors or lower first molars. 
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Need f or Orthodontic Treatment 

The permanent teeth of the twelve year old 

and fifteen year old groups were assessed 

according to internationa lly accepted 

standardised criteria to ascertain the need for 

orthodontic treatment. using the Index of 

Orthondontic Treatment Need (IOTN). The 

index categorises people according to 

whether tbey have no need. little need. 

borderline need or definite need for 

orthodontic treatment. According to this 

index. 20% of the twelve year old group and 

15% of fifteen year olds had a definite need 

for treatment. Treatment needs were greater 

amongst the twelve year olds than fifteen 

year olds: Only 27% of the twelve year old 

compared to 40% of the fifteen year old group 

were categorised as having absolutely no 

treatment need. 

Eight per cent of twelve year olds and 14% 

of fifteen year olds had previous orthodontic 

treatment while 1% of twelve year olds and 

4% of fifteen year olds were undergoing 

orthodontic treatment at the time of the 

study. 

Percentage of 12 and 15 Year Olds according to Orthodontic treatment 
need measured using the Dental Health component of the IOTN 
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Periodontal Disease 

Twelve and fifteen year old children and 

adolescents were examined to determine 

levels of periodontal (tooth supporting 

structures] and gingival (gum] disease. and 

treatment required. Results are show here. 

While 11% of twelve year olds and 13% of 

fifteen year olds did not require any help or 

advice with their oral hygiene. 73% of twelve 

year olds and 64% of fifteen year olds had 

evidence of bleeding gums. Bleeding gums 

indicate sub-optimal oral hygiene and are a 

sign of gum disease. A further 15% of twelve 

year olds and 21% of fifteeo year olds needed 

professional cleaning of their teeth to remove 

tartar or calculus. In both age groups 1% 

needed more advanced care. 

Treatment Need/or Periodontal Disease in 12 and 15 Year OIds in the 
NWHBRegion 
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Trauma to Front Teeth 

T his chart shows the percentage of eight, 

twelve and fifteen year aids who had suffered 

some trauma to their front permanent teeth . 

It can be seen from these results that 

traumatic damage to the front teelh due to 

injury is common. For a.Il three age groups 

males had more damaged front teeth than 

females. In the fifteen year old group, one 

in four boys (25%) had some damage to 

their front teeth (including enamel trauma) 

compared to one in ten girls (10%). This 

has serious puhlic health implications as 

trauma to teeth call have considerahle long 

term treatment implications. The higher 

level of dental trauma in boys than girls 

may be due to more frequen t participa 

-lion in contact sports by boys. The use of 

gum or mouthguards 

during sports is to be 

recommended as it 

may lessen the 

impact of any traumatic event on tbe teeth, 

possibly preventing a significant amount of 

follow-up treatment. 

Although some of the traumatised teeth had 

been restored, 1.1% of eight yea r aids, 3.7% of 

twelve year aids and 5.2% of fifteen year aids 

had unrestored trauma at the dentinal level of 

involvement. These teeth should be restored 

to avoid long term complications in their 

treatment. 

Percentage of 8, 12 and 15 Year Olds with Damaged Front Teeth Due to 
Trauma in the NWHB Region 
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II 

Oral Health Practices 

A questionnaire was given to parents of eight 

year olds and to fifteen year olds themselves. 

The purpose of the questionnaires was 

to assess the knowledge, atti tudes and 

behaviour of cbildren and adolescents 

regarding facto rs tha t affect oral bea lt h. 

Questions were asked about tootbbrushing, 

snacking aJJd visitillg the dentist. Two of the 

mam oral health messages wWch are used to 

advise the public on prevention and control 

of oral disease are: 

Brush your teeth and gums thoroughly at 

least twice a day with a fluoride toothpaste 

Reduce the frequency of eating sweet food 

and drillking sweet drinks hetween meals. 

Frequency of Tooth Brushing 

Parents of eight year olds aJJd the fifteen year 

olds themselves completed questionnaires 

about tooth brushing frequency. Two per cent 

of parents reported that their eight year old 

children brushed three times a day or more, 

52% twice a day, 39% once a day, 7% less 

than once a day. As with the eight year olds, 

the most cornmon frequency of brushing 

reported by the fifteen year old group was 

twice a day (62%). Twenty-seven per cent 

brushed once a day, 4% less thaJJ once a day 

and 7% tbree times a day or more. Although 

tbe fluoride in toothpaste was usefu l in 

preventillg decay, the levels of gum disease 

amongst these age groups indicate the need 

for more thorough toothbrusWng. 

Amount of Toothpaste Used 

Previous studies indicate 

that it is advisable for 

children to use a pea 

sized amount of tooth

paste on tbe brush 

bead. Parents of eight 

year olds and the 

fifteen yea r olds 

themselves were asked 

to indicate how mucb 

toothpaste they used to brush 

their teet h. Fourteen per cent of eight yea r 

olds aJJd 2% of fifteen year olds used a pea 

sized amount of toothpaste. Forty-one per 

cent of eight year olds aJJd 24% of fifteen year 

olds used half a toothbrush head of 

toothpaste. Forty-four per cent of eight year 

olds and 74% of fifteen year olds used more 

than this amount. This indicates a need to 

create greater awareness amongst parents on 

the correct use of fluoridated toothpaste. 

Using a beaker to rinse toothpaste out of the 

mouth after brusWng bas been sbown to 

remove some of the protective effect of 

fluoridated toothpaste. Many dentists now 

advise people not to use a beaker to rinse 

their mouth after brusWng. However 42% of 

eigbt year olds aJJd 36% of fifteen year olds 

reported using this method of rinsing after 

brushing. 



Reported frequency of tooth brushing 
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Frequency of Eating Sweets 

Between Meals 

Every time sugar, either in its natural form or 

incorporated into food such as biscuits, 

sweets, cakes, soft drinks, etc., is consumed, 

acid is produced which can cause tooth 

decay. People are advised, therefore, to 

reduce the frequency of in-between meal 

snacks or drinks, and where possible to take 

sugar-containing foods only at meal times. 

Sixteen per cent of eight year olds and 32% of 

fifteen year aids reported taking sweet snacks 

three times a day or more between meals. 

This frequency of snacking is considered as 

being likely to cause tooth decay. 

Reported frequency of eating sweet foods and drinking sweet drinks 
between meals 
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Visits to the Dentists 

Parents of eight year aids and fifteen yea r 

aids themselves were asked about the last 

visit to the dentists. Over two thirds of both 

eigbt yea r aids (71%) and fifteen yea r a ids 

(69%) reported having visited the dentist 

within the last year. 

The health hoard dental service is clearly well 

utilised hy children and adolescents in the 

North Western region. Of their last visit to a 

dentist, 80% of eight year aids reported going 

to a health board dental clinic. Among fifteen 

year aids, 76% reported that tbeir last visit to 

a dentist (otber than an orthodontic visit) was 

to a healtb board dental clinic. 

Time since last visit to the dentist 
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