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	Purpose and Summary of Document:

Changes in consent arrangements have affected the dental survey programme in Wales for 5-year-old children. This paper outlines the impact of these changes on the data collected and implications for those using the data. It highlights actions recommended to ensure that the data is used appropriately and that oral health targets remain meaningful.

	


1 BACKGROUND
Dental surveys of children are a key part of the data used to plan dental services. Unlike medical services currently there are no sentinel dental practices routinely collecting and reporting data on the health of the population. As a result information on population health is collected through specially conducted surveys.

Dental surveys of children are conducted in the school setting for children in school year 1 (approximately 5-years-old) and school year 7 (approximately 12-years-old). Custom and practice underpinned by specific legislation (Education Act 1944 and later the Education Reform Act 1996) meant that until 2005/6 letters were sent home to parents and children’s teeth would be examined unless parents had responded to letters refusing participation by their children (this was commonly referred to as “negative consent”). Typically this resulted in 85-90% of randomly sampled children being examined. In 2006 new guidance was issued to the NHS in Wales, England and Northern Ireland requiring positive parental consent used for dental surveys of children in school settings.

The 2007/8 dental survey of school year 1 children in Wales was planned to be the same as the 2005/6 survey in all respects except the consent arrangements to allow the impact of the new consent arrangements to be assessed.

2 IMPACT OF CONSENT CHANGES

The changed consent arrangements resulted in participation of about 55% of children compared with 85-90% in previous surveys. The potential problem of low response rates is non-response bias, the fact that non-responders may be different from responders and that because they do not participate you cannot be sure just how different they may be.
The 30-35% drop in participation could be due to one or both of two factors:

· Parents not bothering to return the forms

· Parents deciding not to include children in the survey

The data collected in 2007/8 is very different from that collected previously and the sudden large apparent improvements in reported decay levels are too sudden and too large to be plausible. Because they coincide with the changed consent arrangements this strongly suggests that the data has been affected by the changed consent.

Analysis of the data in Wales shows in all quintiles of deprivation a small drop in the proportion of children sampled being examined without decay, a much larger fall in the proportion of children with decay being examined and a large increase in the proportion of children not examined. If response rates fell because parents simply did not bother to return forms the drop in the proportions of children with and without decay should have been similar. This strongly suggests that parents are aware their children have decay and for some reason, possibly embarrassment, make a decision not to have their child examined.
3 IMPLICATIONS FOR USING THE DATA

Analysis has been undertaken to understand how the response rate varies according to social deprivation and caries experience. There is sufficient bias to make direct comparisons with previous surveys inappropriate. In particular it is likely that those children with decay were less likely to participate, so reported indices will underestimate the true prevalence and severity of decay. 

As a result the data collected in 2007/8 cannot be compared with data collected until 2005/6. Since we are unable to obtain any information on the children who were not examined it is not possible to correct for non-response bias and produce an estimate of what data collected in 2007/8 would look like if previous consent arrangements had been used.

Users of dental epidemiology data should not compare d3mft data, collected using positive consent arrangements with d3mft data which was collected using negative consent methodology.

Oral health targets in Wales will need to be revised to cope with the change in consent arrangements if future surveys are to continue to use the new consent arrangements. This is currently under consideration by the National Assembly for Wales. The existing targets were set for negative consent surveys and should not be regarded as met by the d3mft data, collected via positive consent, which underestimates caries prevalence and severity.

4 WHAT WERE THE RESULTS FOR 2007/8

Key points from the results are:
· 12,662 5-year-old children were selected to take part in the survey in Wales. 7,100 children were examined having provided positive parental consent.  This culminated in a 56% participation rate.
· Five out of ten (52.4%) five-year-olds in Wales have no visually obvious experience of dental decay [d3mft=0]. That is, they have no decayed, missing due to decay or filled teeth identifiable by eye and without radiographs.

· For the remaining 47.6% of children who are affected by decay [d3mft>0] they have an average of 4 teeth either filled, extracted or with obvious decay. 

Levels of decay vary by unitary authority, with more children in the deprived areas having experienced decay than those in more affluent areas. For example, the prevalence of dental decay [d3t>0] for Wales as a whole is 43%; it varies across unitary authority areas from 28% in the Vale of Glamorgan to 63% in the Blaenau Gwent.

Whilst the average decayed, missing or filled teeth [d3mft] is for Wales is 1.98; the highest average d3mft is seen in Blaenau Gwent (3.25) and the lowest average d3mft is seen in the Vale of Glamorgan (0.92). 

Decayed teeth make up the largest component of the d3mft value. On average, five-year-old children in Wales have 1.4 decayed teeth [d3t]. The highest average number of decayed teeth was seen in Blaenau Gwent (2.24), almost four times as high as that in the Vale of Glamorgan (0.57), the unitary authority with the lowest average number of decayed teeth.

The survey covered all Local Health Boards and Unitary Authorities in Wales with 7,100 children having dental examinations. Results can be found via: http://www.cardiff.ac.uk/dentl/research/themes/appliedclinicalresearch/epidemiology/oralhealth/index.html 

	Date: 24 Feb 2010
	Version: 1
	Page: 4 of 4



