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INTRODUCTION 

The Government has identified 13 health gain priority areas where it specifically seeks to 
improve health status.  The health gain priority areas, which include oral health,  have been 
chosen because of the relatively poor record of New Zealand in these areas and because of the 
potential for improvement1. 
 
MidCentral District Health Board (MidCentral DHB) is responsible for the development and 
implementation of a coordinated, district wide plan for the management of oral health.  This 
document is a strategic plan for the development of services over the next three years.  It has 
been developed collaboratively with primary and secondary care providers and community 
stakeholders (the list of stakeholders is included as Appendix B). 
 

1.1 Why do We Need an Oral Health Service Plan? 

Clear inequalities exist in the oral health of New Zealand children. Maori and Pacific children 
and those from low socioeconomic status families are particularly disadvantaged.  There is, 
however, enormous scope to reduce these inequalities as all dental disease is preventable. 
 
 

“Oral health is about much more than having good teeth. 
It is critical to good health and wellbeing for children and in adulthood.” 

 
Lynette Stewart, PHAC  member (May 2003) Better Teeth and Better Health for New Zealand Children 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

                                                        
1 Ministry of Health (1996) Fluoride and Oral Health 

  Dental diseases impact considerably on self-esteem and quality of life 
 

 Pregnant women with periodontal disease are six times more likely to 
have pre term, low birth weight babies. 

 
 80% of those over the age of 15 have gingivitis 

 
 At least 50% of those aged 35-44 have periodontitis 

 
 At least 77% of those aged between 20-24, and 78% of those aged between 

35-44 need to have their teeth scaled and root planed 
 

 Oral cancer accounts for approximately 3% of all malignancies 
 

SOURCE:  What is Periodontal Disease?www.nzda.org.nz/public/perio.htm
Lynch, Brightman and Greenberg (1994)Burket’s Oral medicine Diagnosis and Treatment pg203
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1.2 Purpose of the Oral Health Service Plan 

Oral health means more than good teeth; it is integral to general health and essential for well-
being.  Good oral health implies being free of chronic orofacial pain, oral and pharyngeal 
(throat) cancer, oral tissue lesions, birth defects such as cleft lip and palate, and other 
diseases and disorders that affect the oral, dental and craniofacial tissues, collectively known 
as the craniofacial complex2. 
 
The overall purpose of the oral health service plan is to: 
 

1. Reduce the incidence and impact of oral disease 
2. Reduce inequalities in health outcomes 
3. Improve the oral health status of Maori and Pacific peoples  
4. Improve the oral health status of children 
5. Improve access to dental services. 
 
 

1.3 Vision for the Future 

By taking a life course approach, which considers health and non health influences 
throughout the life span and between generations, this service plan has identified a range of 
factors that contribute to oral health inequalities as well as potential areas for action.  
 
 
 
   
  
 

1.4 Objectives         

The objectives of the oral health service plan are based on the continuum of care.  They are: 
 

1. Reduce the impact and incidence of oral disease through prevention and promotion 
strategies 

2. Ensure screening and early detection to reduce the impact of oral disease on 
wellbeing 

3. Ensure effective treatment to improve the quality of life 
4. Improve oral health services through a responsive workforce 
5. Improve oral health services through planning, innovation and quality assurance. 

 
 

                                                        
2 World Health Organization (2003) The World Oral Health Report 2003 pg 10 

“Working together to improve the oral health status of our 
community.” 
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1.5 Principles         

The vision and objectives of this plan are based on the following underlying principles: 
 

• Ensure timely and equitable access for all New Zealanders to a comprehensive range 
of dental services 

• Address inequalities in health.  In particular, Maori, Pacific peoples and minority 
groups health outcomes need to be improved through targeting in a manner that 
accounts for client needs 

• Work within the framework of the Treaty of Waitangi to address issues for Maori 
• Recognise and respect cultural diversity 
• Wherever possible, deliver programmes and services in the community 
• Provide organised care with a seamless referral pathway between primary, 

secondary and tertiary dental care and between different providers 
• Synchronise oral health services to ensure the best outcomes for the total population 

across the continuum of care. 
 
 

1.6 Outcomes 

Dental clinical indicators are important performance measures.  They provide information 
that allows District Health Boards and the Ministry of Health to evaluate how health 
education programmes and services such as Well Child and the School Dental are influencing 
the oral health status of children and adolescents.  Table 1 outlines the indicators required to 
be reported by MidCentral to the Ministry of Health, and the proposed targets for the next 
three years3. 
  

Table 1: Dental Clinical Indicators and Targets 

 

MidCentral 
Performance Measure  2004  

Actual 
05/06 
Target 

06/07 
Target 

07/08 
Target 

% of children free of caries at age 5 years of age 56% 57% 58% 60% 
DMFT rate of Form 2 (Year 8) children 
     - Maori 2.3 2.3 2.2 2.1 
     - Pacific Peoples 2.6 2.6 2.5 2.4 
     -Asian Peoples/ Other 1.2 1.2 1.2 1.1 
    - European 1.3 1.3 1.2 1.1 
DMFT rate of age 5 children 
     - Maori 2.8 2.7 2.6 2.5 
     - Pacific Peoples 5.0 5.0 4.8 4.5 
     -Asian Peoples/ Other 2.9 2.9 2.8 2.7 
    - European 1.3 1.3 1.2 1.1 
% of enrolled teenagers treated on the adolescent programme* 90% 91% 93% 95%  

NB: DMFT = Decayed, missing,  filled teeth 
* Enrolled Form 3 (Year 9)  adolescents who send their enrolment forms back to the dental therapist as part of the school dental service. 
 

See Appendix C for an outline of some of these indicators of performance.  Objective 5 “improve the 
quality of oral health through planning, innovation and quality assurance” (pg 47 of this plan) has 
initiatives to develop new indicators to cover the adult population. 

                                                        
3 MidCentral Health (2000) Dental Services - Service Plan 
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THE PLANNING FRAMEWORK–STRATEGIES 

The planning framework has been developed by considering national and international 
literature, and building on the principles of MidCentral’s Primary Health Care Strategy.  The 
development of this service plan  involved focused consultation with people in the 
community and other key stakeholders4.  Figure 1 below shows the oral health service 
planning framework. 
 

Figure 1: Oral Health Service Planning Framework 

 

 
 
The strong correlation between several oral diseases and non communicable chronic diseases 
is primarily a result of the common risk factors.  Many general disease conditions also have 
oral manifestations that increase the risk of oral disease, which, in turn, is a risk factor for a 
number of general health conditions5. 
 

                                                        
4 Adapted from: Ministry of Health Healthy Eating–Healthy Action, Oranga Kai Oranga Pumau: A Strategic Framework pg 15 
5 World Health Organization Policy Basis www.who.int/oral_health/policy/en/ 
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Table 2 illustrates the linkages between oral health and other priority health areas in the New 
Zealand Health Strategy and MidCentral’s Primary Health Care Strategy. 
 

Table 2: Linkages Between Oral Health and Other Priority Health Areas 

 
Objective Details 

To reduce smoking Studies suggest that the incidence of oral cancer among 
smokers is between 2 to 18 times more frequent (with a 
median value of 4 times) than with non-smokers6. 
Studies have also shown an association between smoking 

and periodontal diseases7 
To reduce the incidence and impact of 
diabetes 

Severe periodontal disease is associated with type 2 
diabetes.  Gum disease is also the most common mouth 
problem for people with diabetes8 

To improve nutrition Dietary intervention is strongly recommended as an integral 
component of oral health and to reduce dental caries 

To reduce the impact and incidence of 
cardiovascular disease 

Evidence suggests a relationship between periodontal 
disease and heart disease9 

To reduce the impact and incidence of 
cancer 

Oral cancer accounts for approximately 3% of all 
malignancies10 

To reduce the impact and incidence of 
respiratory disease 

Several recent studies have suggested an association 
between dental plaque, poor oral health and lung diseases. 
The dental plaque can serve as a reservoir of infection, 
contributing to infections of the respiratory tract11 

To reduce the rate of suicides Embarrassment about the shape of teeth or about missing, 
discoloured or damaged teeth can adversely affect people’s 
daily lives and wellbeing12 

 
It is important that Maori and Pacific peoples are heard, so this strategy has included some 
sections specifically related to their needs. 
 
 

2.1 Maori Health  

The need to address health inequalities for Maori has been emphasised in strategic health 
policy documents including the New Zealand Health Strategy (2000), the New Zealand 
Public Health and Disability Act 2000 and He Korowai Oranga (2002).   
 

                                                        
6 US Department of Health and Human Services The Health Benefits of Smoking Cessation. A report of the Surgeon General.   
Publication no. 90-8416, pp147-52  1990 
7 Research, Science, and Therapy Committee of The American Academy of Periodontology (1996) Epidemiology of Periodontal 
Diseases J Periodontol 1996;67:935-945. 
8 www.diabetes.org.nz/mouth.html 
9 Gordon D.O. Lowe, MD (2004) Dental Disease, Coronary Heart Disease and Stroke, and Inflammatory Markers Circulation 
2004;109:1076-1078. 
10 Lynch, Brightman and Greenberg (1994) Burket’s Oral Medicine Diagnosis and Treatment pg203 
11 World Health Organization WHO Oral Health Country/Area Profile Programme (CAPP)  Systemic and Oral Health: 
Respiratory Diseases and Periodontal Diseases http://www.whocollab.od.mah.se/expl/systemic.html 
12 World Health Organization (2003) The World Oral Health Report pg 26 
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The Maori world view places greater emphasis on the group dynamic as opposed to the 
individual.  In keeping with this belief, the Maori view of health is that personal wellbeing is 
based upon a balance of  spiritual, whanau, mental and physical wellbeing.  This is 
encapsulated in the Te Whare Tapa Wha model (Table 3). 
 

Table 3: The Te Whare Tapa Wha Model of Health13 

 Taha Wairua Taha Hinengaro Taha Tinana Taha Whanau 

 
Focus 

 
Spiritual 
 

 
Mental 
 

 
Physical 
 

 
Extended 
 

Key Aspects 
The capacity for 
faith and wider 
communion 

The capacity to 
communicate, to 
think, and to feel 

The capacity  for 
physical growth 
and development 

The capacity to 
belong, to care, 
and to share 

Themes 
Health is related to 
unseen and  
unspoken energies 

Mind and body are 
inseparable 

Good physical 
health is necessary 
for optimal 
development 

Individuals are part 
of wider  
social systems 

 
Te Whare Tapa Wha likens the four dimensions of health (taha wairua, taha hinengaro, taha 
tinana, taha whanau) to the walls of a house.  Symmetry of these four dimensions gives 
strength and balance to a person in much the same way that walls contribute to a house14.  
This concept, together with upholding the principles of the Treaty of Waitangi, ie, 
partnership, participation and active protection, need to be carefully considered when 
developing and implementing strategies to address oral health in the Maori population.    
 
 

2.2 The Pacific Concept of Health 

The Ministry of Health’s Pacific Health and Disability Action Plan (2002) sets out a strategic 
direction and actions for improving health outcomes for Pacific peoples and reducing 
inequalities between Pacific and non Pacific peoples.   The vision, principles and priorities of 
the plan form the basis of Pacific health and disability support policy and services. 
 
MidCentral’s Oral Health Service Plan is consistent with the six priority areas identified in 
the Pacific Health and Disability Action Plan. 
 
For Pacific peoples, health is a holistic concept which encompasses spiritual, emotional, 
mental, physical and social wellbeing.  The emphasis is on total wellbeing of the individual 
within the context of the family.  The family includes both the nuclear family and the 
extended family15. 

                                                        
13 Durie, M. (1994) Whaiora: Māori Health Development  Auckland, Oxford Press 
14 Durie, M. (1994) Whaiora: Māori Health Development  Auckland, Oxford Press 
15 Ministry of Health (2003) Healthy Eating–Healthy Action, Oranga Kai Oranga Pumau: A Background pg 61 
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3.1 Geography 

Territorial Local Authorities (TLAs) are local council 
areas.  In MidCentral District there are five TLAs:  
Manawatu, Palmerston North, Tararua, Horowhenua 
and part of the Kapiti Coast.  In the Kapiti Coast TLA, the 
Census Area units (CAUs) included within MidCentral 
District are Otaki, Otaki Forks and Te Horo. These CAUs 
make up 20% of the population of Kapiti Coast TLA. 
 
While public transport is generally available in 
Palmerston North City and Feilding, public transport in 
the more rural areas is less available making it difficult to 
access health services16.  MidCentral District has a 
significant rural population–28% of the population live 
outside a major urban or secondary urban area. 
 
 

3.2 Population 

MidCentral District has a population of approximately 163 00017.   Figure 2 shows a 
breakdown of population (2001 Census) by TLA.   

Figure 2: MidCentral District Population Distribution by TLA (2001)18 

 
 
 
 
 
 
 
 

                                                        
16 MidCentral District Health Board (2001) An Assessment of Health Needs in the MidCentral District Health Board Region 
17 District Health Board 2005/06 Population Projections (as at 30/6/2004) 
18 Sex by Ethnic Group (Grouped Total Responses) for the Census Usually Resident Population Count 2001 
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Horowhenua 
 

The Horowhenua TLA has the second largest population grouping–20% 
of MidCentral District (26 989 people)–and the highest proportion of 
Maori at 20%.  It is the most socioeconomically deprived of the five 
TLAs. 
 

Kapiti Coast 
 

The smallest population cluster in MidCentral District resides in the 
Kapiti Coast CAUs.  This grouping of 7 761 people makes up 5% of the 
District’s population, and comprises a large aged population reflective 
of retirees settling on the Coast. 
 

Manawatu 
 

The Manawatu TLA with 26 565 people makes up 18% of MidCentral 
District’s population.  It has low socioeconomic deprivation, and has, 
proportionally, a lower Maori population at 13%. 
 

Palmerston North 
 

Forty eight percent of MidCentral District’s population resides in the 
Palmerston North TLA–69 645 people. 
 

Tararua 
 

The Tararua TLA with 17  412 people makes up 12% of MidCentral 
District’s population.  Proportionately–at 18%–it has the second 
highest number of Maori.  Tararua TLA  has a measure of high 
socioeconomic deprivation but overall tends towards moderate to low 
deprivation19. 

 
 
The population comprises 15.2% Maori, 1.9% Pacific peoples, 3.4% Asian, and 75.8% 
European20 (Figure 3)–evenly distributed across gender:  males 49% and females 51%.   

Figure 3: MidCentral District–Ethnicity Breakdown 

 
 
 
 
 
 
 
 
 
 
 
 
The District’s population is predicted to experience negligible growth.  Statistics NZ forecasts 
have MidCentral District growing at a rate of 0.5% per annum, slowing to 0.23% per annum 
from 2007-2026. 

 

                                                        
19 MidCentral District Health Board (2004) Cancer Services Plan Discussion Document pg 10 
20 2001 Census 
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3.3 Age Structure 

MidCentral District’s population age distribution is similar to that of New Zealand and the 
World Health Organization World Population (WHOWP), but with notable features.  
MidCentral District’s population age distribution reveals two peaks in the 10-14 years age 
group and the 35-39 age group.  These two peaks arise from a gap in the 20-35 year age 
group.  This grouping at 27% of the total population is 4% lower than the WHOWP.  Figure 4 
shows MidCentral District’s age distribution. 
 

Figure 4: MidCentral District General Population Distribution by Age (2001)21 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Figure 5: Age Structure by Ethnicity MidCentral District (2001) 

 
As Figure 5 illustrates, Maori continue 
to have a younger population structure 
than non Maori, due to a higher birth 
rate and lower life expectancy.  The 
difference in life expectancy between 
Maori and non Maori is improving; 
however, it will take time for the 
population structure to show these 
changes. 
 
 
 
Figure 6, the Maori age structure by gender graph, shows population numbers steadily 
declining as the population ages, whereas Figure 7, the European age structure by gender 
graph, shows relatively stable population numbers until the age of approximately 60, when 
numbers start to decline22. 

                                                        
21 Statistics NZ DHB Population by Sex & 5 Year Age Group 2001  
22 MidCentral DHB (2003) General Health Needs Assessment Update 2003/2004 
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Figure 7: Maori Age Structure by Gender MidCentral District (2001) 

 
 
 
 
 
 
 
 
 
 
 

 
 

3.4 Deprivation 

Lower socioeconomic status is associated with difficulties in accessing health (and many 
other) services.  Increasingly, small area socioeconomic deprivation is consistently associated 
with decreasing life expectancy, increasing mortality rates, increasing hospitalisation rates 
and higher smoking rates.  High deprivation areas (deprivation 9 or 10) are an important 
indicator of likely areas of health needs.  

Figure 8: MidCentral District Deprivation Profile (2001) 

 
Figure 8 shows that overall, 
MidCentral District 
presents a slightly more 
deprived picture when 
compared to the national 
average. 
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Figure 9 is a breakdown of MidCentral District’s deprivation by TLA. 
 

Figure 9: MidCentral District Deprivation Distribution (2001)23 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

3.5 Maori 

The proportion of Maori living in MidCentral District is 15%, which is slightly higher than in 
the total New Zealand population (14%).  Maori incomes in the District are lower than Maori 
incomes nationally, and are around 60% of non Maori.  The Maori unemployment rate is two 
to three times higher than the non Maori rate24.  This indicates the marked socioeconomic 
disadvantage and disparity in overall health needs for Maori in MidCentral District25.  As 
Figure 10 below shows, Maori and Pacific peoples in MidCentral District live in substantially 
more deprived areas than do other ethnicities. 
 

Figure 10: 2001 Census Population MidCentral District by NZDEP0126 

 
 
 
 
 
 
 
 
 
 
 

                                                        
23 Technical Advisory Service (TAS) District Health Board, Territorial Authority & Ward Deprivation Profiles (2001) 
24 MidCentral District Health Board (2001) An Assessment of Health Needs in the MidCentral District Health Board Region pg 
12-13 
25 Ibid pg 12 
26 2001 Census Population Data by DHB 
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3.6 Pacific Peoples 

MidCentral District has a small, relatively stable population of Pacific peoples (1.9% of 
MidCentral District’s 2001 population).  Although a relatively small proportion, their 
morbidity and mortality rates are disproportionately high.  Table 4 below illustrates the poor 
health and social status of Pacific peoples. 

Table 4: Pacific Peoples–Society Issues (National Statistics) (2001)27 

 
Pacific Peoples  

The People Samoan, Cook Island, Tongan, Niuean, Fijian, Tokelauan 
 58% New Zealand born 
 89% speak English 
 1.9% of MidCentral District’s population (approx 3 000 people) 

Pacific Children There are approx 61 000 children under 15 years in NZ 
 53% of children live in houses with 6 or more people 
 34% live in households shared by relatives 
 An average of 3 dependant children live in 2 parent families 
 62% of Pacific children aged between 5–14 years are obese 

Pacific Women  There are approx 64 000 Pacific women aged 15 and over in NZ 
 24% of Pacific women have given birth to 4 or more children 
 12% of Pacific women receive the Domestic purposes benefit. 
 48% of Pacific women and 27% of Pacific men are obese (high risk 

factors for diabetes, coronary heart disease, high blood pressure, 
osteoarthritis and some cancers) 

Housing  20% do not have access to a telephone compared to 5% of all of NZ 
 56% of Pacific peoples live in rental accommodation 
 34% of Pacific peoples have a mortgage 
 9% own a house without a mortgage 

Education  33% of Pacific peoples have a school qualification 
 19% have a tertiary qualification 

Work  Pacific youth aged between 15 and 19 experience higher 
unemployment rates (33%) 

 Overall unemployment rate 17% 
 Most common occupations are service workers and plant and 

machine operators 
Income  Average income for all Pacific people 15 years and over is  

$12 400 
 Average household income is $30 000 
 32% of peoples main source of income was a government benefit 
 Only 50% of people eligible for a community services card actually 

hold one 
Health Issues  Poor dental health 

 Highest abortion rates 
 Women have higher death rates than Palagi women from chronic 

rheumatic heart disease, asthma and diabetes 
 Higher rates of stroke and heart disease than Palagi 
 Twice as likely to be diagnosed with diabetes than Palagi 
 Highest incidence of rheumatic fever and rheumatic heart disease 
 High incidence of vaccine preventable disease 
 Highest rates of Hepatitis B 
 Low uptake of screening services 

                                                        
27 Dr Karen Poutasi (2001) Pacific Vision International Conference–Society Issues 
www.minpac.govt.nz/resources/reference/pvdocs/society/poutasi.php 
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3.7 Asian Peoples 

At 3.4%, MidCentral District’s Asian population is significant.  There is currently no data 
available on Asian peoples in MidCentral District, however anecdotal evidence suggests they 
have significant dental health issues. 
 
 

3.8 Smoking Prevalence 

Tobacco use is a major cause of premature death and of several diseases affecting the mouth.  
Around 4 500 people in New Zealand die prematurely from smoking each year; this equates 
to around 12 people a day dying from smoking28. 
 
According to a MidCentral 2003 survey, Maori smoking levels are higher than those of non 
Maori (32.9% compared to 19.7%).  While a significant proportion of MidCentral District’s  
population do still smoke, it is encouraging to note that 30.3% of Maori and 28.9% of non 
Maori are ex smokers29.  Overall, people who have quit smoking actually outnumber those 
who continue to smoke (Figure 11).  
 

Figure 11: MidCentral District Smoking Status by Ethnicity (2003) 
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According to the Ministry of Health’s tobacco toolkit, MidCentral District’s smoking 
prevalence is slightly above the national average for both females and males (Table 5). 
 
 
 
 
 

                                                        
28 National Heart Foundation website General Statistics http://www.nhf.org.nz/index.asp?print=true&PageID=2145821969 
29 MidCentral Health Public Health Service (2003) The Health Knowledge, Attitudes and Practices of the Residents of 

MidCentral District Health Board  pg 27 
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Table 5: Smoking Prevalence (Indirectly Standardised) by DHB Region  (1998–2000)30 

DHB Region % Male % Female 
Northland 29 34 

Waitemata 24 22 

Auckland 22 17 

Counties Manakau 26 24 

Waikato 29 25 

Bay of Plenty 28 28 

Lakes 30 32 

Tairawhiti 38 39 

Taranaki 32 27 

Whanganui 30 32 

MidCentral 26 26 

Hawkes Bay 33 28 

Wairarapa 35 32 

Hutt 28 29 

Capital and Coast 22 22 

Nelson Marlborough 26 25 

West Coast 32 38 

Canterbury 23 24 

South Canterbury 29 29 

Otago 28 25 

Southland 28 26 

National Average 25.9 24.9 
 
Prevalence was calculated by multiplying crude NZ gender specific rates (male 26% and female 25%) by the indirectly age 
standardised DHB region rate ratio. 
The matching of TLAs to DHB regions is approximate only. 
 

 

3.9 Water Fluoridation  

Fifty eight percent of MidCentral District receives fluoridated water.  In Palmerston North all 
drinking water is fluoridated; none is in the Tararua and Horowhenua TLAs31.  Table 6 
illustrates the association between water fluoridation and better oral health status of year 8 
children. 
 

Table 6: Central Region–Dental Health Status of  Year 8 Children (2002)32 

 
 
 
 
 
 
 
 
 
N/f= non fluoridated region 
** Whanganui DHB recently discovered that fluoride was removed from Waiouru in 1997 

                                                        
30  Ministry of Health (2003) Tobacco Toolkit pg 7 
31 MidCentral District Health Board (2001) An Assessment of the Health Needs in the MidCentral District Health Board Region 
pg 20 
32 Ministry of Health (2003) Oral Health Toolkit http://www.newhealth.govt.nz/toolkits/oralhealth/SDSData2002.xls 

 

Number % caries free mean DMFT Number % caries free mean DMFT Number % caries free mean DMFT
Hawkes Bay 2448 40.07 1.79 1003 40.38 1.76 1445 39.86 1.8 
MidCentral 2431 42.28 1.68 1424 42.97 1.59 1007 41.31 1.8 
Whanganui 1061 41.65 1.8 14** 21.42 1.78 1047 41.92 1.8 
Hutt Valley 4890 62 0.7 4817 62 0.69 73 56 0.99 
Wairarapa 639 51.17 1.26 324 49.38 1.46 315 53.01 1.15 
Nelson-Marlborough 1991 48 1.34 n/f n/f n/f 1991 48 1.34 
New Zealand 47935 43.65 1.59 24542 49.92 1.28 21740 42.68 2.06 

Total Fluoridated Non-Fluoridated 
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Since the 1950s, the Ministry of Health has recommended fluoridation of New Zealand water 
supplies as the most effective and efficient way of preventing dental caries in communities 
receiving a reticulated water supply. 
 

Local authorities provide drinking water supplies for the majority of the population with 
funds raised from rates.  A supply is defined as serving 25 people or more.  A single water 
supplier may provide more than one supply. 
 
 

3.10 Oral Health Attitudes in MidCentral District 

A survey conducted in MidCentral District in 2003 found that 34.7% of respondents visited 
their dentist at least once a year; 18.1% were found to visit their dentist every six months.  
 
While this is encouraging, about one third of respondents claimed to visit their dentist at 
intervals of more than two years or to never have visited the dentist (Figure 12). 
 

Figure 12: MidCentral District KAP Survey (2003) Frequency of Visits to the Dentist33 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 13 shows the respondents’ frequency of dental visits by age.  The graph illustrates that 
the older people are, the less frequently they attend the dentist. 
 
The reasons that respondents of the survey gave for not visiting a dentist were:  they had no 
problems with their teeth (25.4%), cost (23.6%), fear (6.6%), effort/time (2.0%), and 
travel/access (0.6%).   “Other” reasons for not visiting were cited by 42.1% of respondents. 
 
 
 

                                                        
33 MidCentral Health Public Health Service (2003)  The Health Knowledge, Attitudes and Practices of the Residents of 

MidCentral District Health Board 2003 pg 36 
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Figure 13: Frequency of Visits to the Dentist by Age (KAP Survey)34 

 
 

 

                                                        
34 Ibid pg 37 
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ORAL HEALTH BURDEN PROFILE  

4.1 Diseases Affecting Oral Health 

Craniofacial, oral, and dental diseases and disorders are among the most common health 
problems affecting all people at all stages of life35.  This section highlights some of the major 
diseases associated with poor oral health–the majority of which are preventable or can be 
controlled through proper oral care. 

Gum disease 

In New Zealand, approximately 80% of adults suffer some form of gum disease at some time 
in their lives.  The term “gum disease” covers a range of conditions from mild gingivitis 
(inflammation of the gums) to bone loss in adult periodontitis36. 

Periodontal disease 

Periodontal disease, or “around the teeth” disease, is a 
chronic bacterial infection that affects the gums and 
bone supporting the teeth.  It begins when the bacteria 
in plaque (the sticky, colourless film that constantly 
forms on your teeth) cause the gums to become 
inflamed37.  5% to 20% of the population suffer from 
severe, generalised periodontitis, though mild to 
moderate periodontitis affects a majority of adults38. 
 
In the mildest form of the disease, gingivitis, the gums 
redden, swell and bleed easily. There is usually little or 
no discomfort.  Gingivitis can be prevented by good 
personal oral hygiene practices, including brushing and 
flossing39. 
 
Untreated gingivitis can advance to periodontitis.  With time, plaque can spread and grow 
below the gum line.  Toxins produced by the bacteria in plaque irritate the gums.  The toxins 
stimulate a chronic inflammatory response in which the body, in essence, turns on itself, and 
the tissues and bone that support the teeth are broken down and destroyed.  Gums separate 
from the teeth, forming pockets (spaces between the teeth and gums) that become infected. 
As the disease progresses, the pockets deepen and more gum tissue and bone are destroyed. 
                                                        
35 The National Institute of Dental and Craniofacial Research (2002) A Plan to Eliminate Craniofacial, Oral, and Dental Health 
Disparities pg 4 
36 What is Periodontal Disease www.dentalsurgeon.co.nz/dental/topics/perio.htm  
37 American Academy of Periodontology Periodontal (Gum) Diseases http://www.perio.org/consumer/2a.html  
38 Research, Science, and Therapy Committee of The American Academy of Periodontology (1996) Epidemiology of Periodontal 
Diseases J Periodontol 1996;67:935-945. 
39 World Health Organization (2003) The World Oral Health Report 2003 pg 16 
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Often, this destructive process has very mild symptoms.  Eventually, teeth can become loose 
and may have to be removed40. 

Dental caries 

The word “caries” is Latin for “rot”, and Greek for “death”; the term dental caries refers to a 
tooth that is rotten, decayed or dead. 
 
Dental caries is a disease continuum, ranging from preclinical demineralisation to gross 
infection and destruction of the tooth tissue.  It is an extremely destructive disease, and, 
second only to the common cold, is the most common disease found in humans41.  Dental 
caries occurs when acid producing bacteria (especially Mutans streptococci and Lactobacilli 
species) dominate the plaque on the surface of the tooth.  These bacteria convert fermentable 
carbohydrates such as glucose, fructose, sucrose and cooked starches into lactic acid, thus 
making plaque acidic.  The acidic plaque causes demineralisation of the tooth enamel and the 
underlying dentine, leading eventually to loss of tooth structure and further bacterial 
invasion42.  Once the pulp is infected, the only way to save the tooth is to perform root canal 
treatment.  A simplified illustration of dental caries progression is provided at Appendix A. 
 
There are three interrelated factors that cause caries to form: 
 

• specific bacteria (found in plaque) 
• sugar 
• susceptible tooth surface.  

Cancer 

Oral and pharyngeal cancers are the sixth most common cancers worldwide and the third 
most common in developing countries.  Individuals with cancer of the oral cavity have an 
increased chance (up to 20 fold) of developing a second primary cancer in the oral cavity43.  
In 1999 there were 48 deaths in New Zealand from mouth and pharyngeal cancer44. 

Malocclusion and congenital problems 

Malocclusion and dentofacial deformity arise through variations in the normal development 
process.  This can result in a discrepancy or mismatch in the size, shape or position of the 
jaws45, the effect of which is to create an imbalance or disharmony amongst the facial 
structures which can not only compromise the facial appearance but also affect speech and 
mastication.  Severe malocclusion is considered to be a social handicap.  Well aligned teeth 
and a pleasing smile carry positive status at all social levels whereas irregular or protruding  
 

                                                        
40 Periodontal (Gum) Diseases http://www.perio.org/consumer/2a.html 
41 Dental Caries http://www.dhyansanjivani.org/diseases/dental_cari.asp  
42 Sugar and Dental Caries www.wsro.org/public/sugarandhealth/sugaranddentalcaries.html  
43 Journal of the American Dietetic Association Position of the American Dietetic Association: Oral Health and Nutrition pg 618 
44 Cancer Information  www.cancernz.org.nz/subitem.php3?20+433  
45 Proffit & Fields Contemporary Orthodontics Mosby 3rd Edition 
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teeth carry negative status46 47. In addition protruding, irregular or maloccluded teeth can 
cause two further types of problems for the patient:  difficulties in jaw movement, 
mastication, swallowing or speech; and, an increased susceptibility of the upper front to 
trauma and of crowded teeth to periodontal disease and tooth decay.  Congential craniofacial 
disorders such as cleft lip and palate (1 in 600 live births), require extensive Specialist 
Orthodontic care. For these patients several courses of orthodontic treatment are required in 
order to prepare the mouth for bone grafting and later for jaw surgery. 

Diabetes 

Individuals with both type 1 and type 2 diabetes are at increased risk of periodontal disease, a 
relationship that, according to the American Dietetic Association can be viewed as 
bidirectional.  This means that poorly controlled diabetes may increase the risk of oral 
infectious diseases including periodontal disease; likewise, periodontal disease can 
compromise the metabolic control of individuals with diabetes.  Improved periodontal health 
in individuals with type 1 and type 2 diabetes may lead to improved metabolic control and 
reduced risk of further relapses of oral disease48. 

Respiratory diseases 

Bacteria that grow in the oral cavity can be aspirated into the lung to cause respiratory 
diseases such as pneumonia, especially in people with periodontal disease49.  

Cardiovascular diseases 

Studies on the relationship between oral infections and the risk for cardiovascular disease 
(CVD) so far suggest a potential for bacteria associated with periodontal diseases to be linked 
with CVD.  Though these investigations are not complete, there is consistent statistical 
evidence associating periodontal disease with an increased risk for cardiovascular disease50.  
Several theories exist to explain this link.  One theory is that when oral bacteria enter the 
blood stream they can affect the heart by attaching to fatty plaques in the coronary arteries 
(heart blood vessels) and contributing to clot formation.  Blood clots can obstruct normal 
blood flow, restricting the amount of nutrients and oxygen available to the heart, which may 
lead to heart attacks.  Another theory is that the inflammation caused by periodontal disease 
increases plaque build up, which may contribute to swelling of the arteries51. 

 

                                                        
46 Shaw WC (1981) American Journal of Orthodontics 79: 399-415 
47 Shaw WC, Rees G, Dawe M, Charles CR (1985) American Journal of Orthodontics 87: 21-26  
48 Journal of the American Dietetic Association Position of the American Dietetic Association: Oral health and Nutrition pg 617 
49 World Health Organization Respiratory Diseases and Periodontal Diseases 
http://www.whocollab.od.mah.se/expl/systrespir.html  
50 World Health Organization Cardiovascular Disease and Periodontal Diseases  
http://www.whocollab.od.mah.se/expl/systcardio.html  
51 Heart Disease and Stroke http://www.perio.org/consumer/mbc.heart.htm  
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4.2 Child Oral Health 

Although children are at risk from many oral health conditions, by far the most common of 
these in childhood is dental caries.  Recent routinely collected school dental service data 
indicate that, nationally,  53% of five year olds are caries free, with a mean DMFT (decayed, 
missing, filled teeth) among 5 year olds of 1.8.  At year 8 (12-13 years), 42% are caries free, 
with a mean DMFT among year 8 children of 1.6.  The prevalence and severity of dental 
caries varies considerably by region.  Overall, regions with the highest percentage of children 
receiving fluoridated water not only have the lowest overall caries rates, but also have lower 
socioeconomic and ethnic differentials in dental health52.  

 
As Figure 14 shows, caries rates in New Zealand children decreased steadily from 1978 to the 
early 1990s.  Since then, rates have remained static for the 12 year olds, but have increased 
slightly for the 6 year olds. 
 

Figure 14: NZ Caries Experience of 6 Year Olds (Deciduous Teeth) and 12 Year Olds 
(Permanent Teeth) (1977-1998)53 
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In MidCentral District, the caries experience of children appears to be following national 
trends. 

 
Socioeconomic differences in oral health reduce during school years when children generally 
have access to free dental care, but these inequalities reemerge in adulthood.  This 
emphasises the impact and importance of access to free oral health services during school 
years54. 
 

                                                        
52 Ministry of Health (2004) Oral Health Toolkit 
53 (no data available for 1987, 1988, 1990, and 1991. Values have been estimated).  Source: Dental Health Services Victoria 1999 
54 Ministry of Health (2004) Oral Health Toolkit 
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4.3 Adolescent Oral Health 

Cavities and periodontal disease can be threats to teenagers as well as adults.  Evidence 
shows that periodontal disease may increase during adolescence due to lack of motivation to 
practice oral hygiene.  Children who maintain good oral health habits up until the teenage 
years are more likely to continue brushing and flossing than children who were not taught 
correct oral health care55.  
 
Eating patterns associated with the lifestyles of teenagers and young adults can contribute to 
caries risk.  Frequent consumption of sweetened caffeinated or carbonated beverages has 
been shown to be associated with increased caries risk56.  Regular soft drinks and cordials 
contain about 9-11% sugar (Table 7). 
 

Table 7: Sugar Content of Drinks57 

 

Drink (250 ml) Sugar (teaspoons) 

Orange Juice (sweetened) 6.7 

Ribena 6.4 

Coca-cola, 7 Up and other fizzy drinks 5.5 

Flavoured milk 5.0 

McDonald’s milkshake 5.0 

Cordial 4.5 

Orange juice (unsweetened) 4.0 

Homemade Milo 2.5 

Milk 2.0 

Water Nil 

 
Normal and abnormal fluctuation in hormone levels during the onset of puberty can modify 
the gingival inflammatory response to dental plaque58.  Juvenile or early onset aggressive 
periodontitis, a severe periodontal condition affecting individuals during puberty that leads 
to premature tooth loss, affects about 2% of youth59.  

Adult Oral Health 

Evidence shows that socioeconomic differences in oral health reduce during school years 
when children generally have access to free dental care but that these inequalities reemerge 
in adulthood60. 

                                                        
55 Children and Gum Disease http://www.perio.org/consumer/children.htm 
56 Journal of the American Dietetic Association Position of the American Dietetic Association: Oral health and Nutrition pg 617 
57 Crown Public Health Drinks for Children http://www.cpublichealth.co.nz/files/NUT0061.pdf 
58 Research, Science and Therapy Committee of the American Academy of Periodontology Periodontal Diseases in Children and 
Adolescents J Periodontal 2003;74: 1696-1704 
59 World Health Organization What is the Burden of Oral Disease? 
http://www.who.int/oral_health/disease_burden/global/en/ 
60 Public Health Advisory Committee (May 2003) Better Teeth and Better Health for New Zealand Children 
http://www.nhc.govt.nz/PHAC/MediaReleases/MediaRelease-ChildOralHealth.html 



 

 22 

Pregnant women 

While women tend to take better care of their oral health than men, women's oral health is 
not markedly better than that of men.  This is because hormonal fluctuations throughout a 
woman's life can affect many tissues, including gum tissue.  Studies have shown a 
relationship between periodontal disease and pre term, low birthweight babies.  Pregnant 
women with periodontal disease may be seven times more likely to have a baby that is born 
too early and too small.  The likely cause is a labour inducing chemical called prostaglandin 
found in oral bacteria.  Very high levels of prostaglandin are found in women with severe 
cases of periodontal disease61. 

Older people 

The interrelationship between oral health and general health is particularly pronounced 
among older people.  As people age, their susceptibility to chronic and life threatening 
diseases and acute infections increases, exacerbated by compromised immune systems. 
Cancer, cardiovascular diseases, infections and poor oral health, most notably tooth loss and 
severe periodontal conditions, are more prevalent in this over 65 age group.  The 
consequences of these diseases and conditions are significant, leading to disabilities and 
reduced quality of life. 
 
Oral diseases are usually progressive and cumulative.  Among older people, there is a high 
prevalence of comorbidities and barriers to care together with oral health care challenges, in 
relation to: 
 

• Changing dentition status 
• Caries prevalence with unmet need for care 
• Periodontal pocketing/loss of attachment and poor oral hygiene 
• Edentulousness and limited oral functioning 
• Denture related conditions, ill fitting removable dentures 
• Oral cancer 
• Xerostomia 
• Craniofacial pain and discomfort. 

 

People with disabilities 

People with special needs are those whose dental care is complicated by a physical, 
intellectual or social62 disability.  They have tended to receive less oral health care, or care of 
lower quality, than the general population, yet they may have oral problems that can affect 
systemic health63. 
 
Severe periodontal inflammation is often seen in children with Down Syndrome.  Several 
factors make people with Down Syndrome susceptible to periodontal bacteria colonisation 

                                                        
61 Protecting Oral Health Throughout Your Life  http://www.perio.org/consumer/women.htm#3 
62 Social disability includes homeless people, refugees and asylum seekers 
63 Davies, Bedi & Scully (19 Aug 2000) Oral Health Care for Patients with Special Needs BMJ 2000; 321:495-498 
http://bmj.bmjjournals.com/cgi/content/full/321/7259/495  
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and dangerous plaque formation.  They have less immunity, experience deterioration in the 
mouth due to premature ageing and often have inadequate oral hygiene.  In addition, they 
are apt to have various congenital deformities in the mouth, such as short teeth, a small oral 
cavity, displaced and missing teeth, defective tooth enamel and fragile gingival tissue64. 
 
 

4.4 Maori and Pacific Peoples 

Ministry of Health data shows Maori and Pacific children have significantly worse oral health 
compared to other groups.  A national survey found Year 8 (12-13 years) Maori and Pacific 
children had about 60% more decayed and filled teeth than non Maori/Pacific.  The survey 
also found that five year old Maori and Pacific children were three times more likely to have a 
high number of caries compared to non Maori/Pacific65 . 
 
The poorer oral health status of Maori and Pacific peoples is reflected in data sourced from 
MidCentral Health’s dental services. Tables 8 and 9 show Maori and Pacific children have 
worse caries free percentages than the “other” ethnic group category.  The DMFT score is the 
number of missing or filled teeth due to dental caries. 
 

Table 8: % of Children Caries Free at 5 Years of Age by Ethnicity for MidCentral District 

Year Total Maori Pacific peoples Other 

1999 52.5 33.3 26.8 60.1 

2001 52.7 36.5 34.9 59.6 

2002 50.2 35.7 23.4 57.3 

NZ Average in 1999 53.6 33.3 39.7 63.1 

 

Table 9: % of Children Caries Free at Form 2 (Year 8) by Ethnicity for MidCentral 
District 

Year Total Maori Pacific peoples Other 

1999 37.1 30.1 34.2 39.0 

2001 42.2 30.8 37.3 45.7 

2002 42.3 34.2 38.6 45.0 

NZ Average in 1999 43.0 36.3 41.9 48.1 

 
 

4.5 Low Socioeconomic Status Families 

The burden of dental disease, particularly untreated disease, falls heaviest on lower 
socioeconomic groups, which include disproportionately large numbers of racial and ethnic 
minorities.  Individuals in lower socioeconomic groups (high deprivation) also have higher 
incidences of HIV infection and diabetes, diseases that increase the risk for serious oral viral, 
bacterial, and fungal infections. 

                                                        
64 Oral Pathogens Put Children with Down Syndrome at High Risk for Severe Early-Onset Periodontal Disease 
http://www.perio.org/consumer/down_syndrome.htm  
65 New Zealand Doctor (November 2002) PHOs and Oral Health 
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Children in lower socioeconomic families are particularly vulnerable to oral health problems.  
Their nutrition may be poor, oral hygiene inadequate, and access to oral health care lacking.  
Thus, they are at the greater risk for experiencing more extensive, severe, and painful forms 
of oral diseases, and complications of untreated disease66. 
 
There are more than 30 papers in international literature which have examined 
socioeconomic status or social class and the relative effectiveness of fluoridation.  Most have 
noted a 'social gradient' with numbers of caries in deciduous and permanent teeth increasing 
as socioeconomic status decreases67. 
 

Figure 15: Relationship Between Oral Health and Socioeconomic Status 
(6 Year Olds– Northern NZ, 1988)68 

Figure 15 highlights the 
relationship between dental caries 
of five year old children and 
socioeconomic indicators.  Those 
five year olds from the highest 
deprivation group (high 
deprivation score = 10) have 3.4 
times the caries experience of the 
lowest deprivation group 
(deprivation = 1).  While the data 
is from northern New Zealand, 
anecdotal evidence suggests this is 
a national trend.  

Nutrition 

Diet and nutrition affect oral health in many ways.  For example, nutrition influences 
craniofacial development, oral cancer and oral infectious diseases.  Dental diseases related to  
diet include dental caries, developmental defects of enamel, dental erosion and periodontal 
disease69. 
 

Food advertising accounts for 25-40% of advertisements during children's viewing times on 
television and the kinds of food advertised are predominately those high in fat, sugar and 
salt.  In New Zealand, soft drink consumption has increased by about 45% in the last five 
years.  New Zealand is now the 11th highest consumer of soft drinks per capita worldwide, 
with soft drink vending machines placed in most schools in the country70.  

                                                        
66 The National Institute of Dental and Craniofacial Research (2002) A Plan to Eliminate Craniofacial, Oral, and Dental Health 
Disparities pg 5 
67 Ministry Of Health Frequently Asked Questions about Fluoridation http://www.moh.govt.nz/moh.nsf/wpg_Index/About-
Fluoridation 
68 Strategic Partners Pty Ltd (March 2001) Final report–Review of Publicly Funded Oral Health Care in New Zealand pg 16 
69 World Health Organization Risks to Oral Health and Intervention  www.who.int/oral_health/action/risks/en/print.html  
70 Further Information on the New Zealand Food Awards Categories http://www.greens.org.nz/campaigns/safe-
food/foodawards2003.htm#Sweet  
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Table 10 outlines the sugar consumption per capita per year.  As this table illustrates, New 
Zealand has an extremely high sugar consumption rate–the second highest behind Australia.  
Sugar is a major contributing factor to dental caries. 
 

Table 10: Sugar Consumption by Selected Nations71 

Country 
Sugar consumption 

kg/capita/annual Year 

Australia 63.5 2000 
Canada 40.2 2000 

China 6.7 1999 
France 41.2 1997 

Germany 37.0 1990-94 

Japan 19.0 2000 
New Zealand 55.5 2000 

United Kingdom 35.0 1990-94 
United States of America 32.6 2000 

 
 

4.6 Smoking 

Tobacco is a risk factor for oral cancer, oral cancer 
reoccurrence, adult periodontal diseases and congenital 
defects such as cleft lip and palate in children.  Tobacco 
suppresses the immune system’s response to oral infection, 
compromises healing following oral surgical and accidental 
wounding, promotes periodontal degeneration in people 
with diabetes, and adversely affects the cardiovascular 
system.  Most oral consequences of tobacco use impair the 
quality of life be they as simple as halitosis (bad breath), as 
complex as oral birth defects, as common as periodontal 
disease, or as troublesome as complications during wound 
healing72. 
 
 

4.7 Fluoridation 

Water fluoridation is an effective public health measure to improve dental health and can 
reduce dental decay in children by as much as 50%.73  As such, it makes an important 
contribution to reducing oral health inequalities. 
 
The risk of dental decay is highest for lower socioeconomic groups, who can least afford 
dental care, and for Maori.  It is also these groups that benefit most from caries prevention 
                                                        
71 World Health Organization WHO Oral health Country/Area Profile Programme 
www.whocollab.od.mah.se/wpro/newzealand/data/newzealandrelev.html 
72 World Health Organization Risks to Oral Health and Intervention www.who.int/oral_health/action/risks/en/print.html 
73 Ministry of Health Oral Health Toolkit pg 13 

 Smoking one or two cigars/cigarettes per 
day doubles the risk for oral cancers and 
oesophageal cancer compared to 
someone who has never smoked 

 
Someone smoking one or two 
cigars/cigarettes daily increases the risk 
of cancer of the larynx by more than six 
times that of a non-smoker 

 
Long term smokers are three times more 
likely than non-smokers to experience 
gum disease by their mid-twenties 

SOURCE: NZ National Drug Policy Cigar Smoking – The 
Facts www.ndp.govt.nz/tobacco/cigarfacts.html 
Teenage Smoking Increases Risk of Gum Disease 
http://healthsci.otago.ac.nz/division/news/research_topics/pac
k.html 
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due to water fluoridation.  Water fluoridation is likely to be the main source of fluoride, 
where significant proportions of these groups do not brush their teeth daily and do not 
always use fluoride toothpaste when they do.  
 
Evidence shows regions with the highest 
percentage of children receiving fluoridated 
water have the lowest overall rates of tooth 
decay74.  The lifetime benefit of exposure to 
water fluoridation is estimated to be the 
prevention of a total of 2.4 to 12.0 decayed, 
missing or filled teeth (DMFT) for the average 
individual.  Recent information has shown that water fluoridation is effective throughout the 
lifespan, preventing root caries in adults and older people, not just children. 
 
Figures 16 and 17 highlight the benefits from fluoridated water based on dental data for five 
year olds and Year 8 (12-13 years) children (2002). 
 

Figure 16: DMFT by DHB Five 5 Year Olds (2002) 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 17: DMFT by DHB Year 8s (2002) 

 
 
 
 
 
 
 
 
 
 
 
 

                                                        
74 Ibid 
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 “There is clear evidence that long-term 
exposure to an optimal level of fluoride 
results in diminishing levels of caries in both 
child and adult populations.” 
 
SOURCE:  World Health Organization Risks to Oral Health 
and Intervention   
www.who.int/oral_health/action/risks/en/print.html 
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Fluorides can be obtained from other sources other than drinking water such as salt, milk, 
mouth rinse, and toothpaste, as well as professionally applied fluorides, and from a 
combination of fluoridated toothpaste and either of the other two fluoride sources75.  
 
Water fluoridation is a very sensitive issue which  generates a lot of debate.  An essential 
platform for water fluoridation is an effective water treatment service.  In MidCentral District 
a significant percentage of the population uses water that is untreated (eg, rural water 
supplies) or without water treatment facilities of a standard to support fluoridation.  
 
 
 
 
 
 
 
 
 

                                                        
75 Risks to Oral Health and Intervention www.who.int/oral_health/actions/risks/en/print.html 
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MIDCENTRAL DISTRICT’S CURRENT SITUATION 

5.1 Current Services and Providers 

Public health services 

The Public Health Service has health promotion staff who cover a variety of areas including 
nutrition and smoking cessation. 
 
The Public Health Service promotes health by: 
 

• Supporting community action, healthy environments, healthy public policy, and the 
development of individual's skills to enable people to make personal choices about 
their health and wellbeing 

• Monitoring and enforcing legislation to promote and protect healthy environments 

• Working with communities, individuals, local government, schools and other agencies 
to provide health advice and information 

• Working to strengthen partnerships with Maori and to provide culturally appropriate 
services. 

 
The “Health Promoting Schools” programme offers training and professional development 
for health providers who have involvement with the schools and for those within the 
education sector.  This whole school initiative links with teacher training, professional 
development and the  Ministry of Education to ensure consistent messages in areas of 
curriculum, school culture, policies and community involvement.  The Health Promoting 
Schools Advisor works alongside the public health nurses promoting best practice of oral 
health and nutrition in the school setting. 
 
Public health nurses work in early childhood centres and primary/secondary school settings 
providing health promotion to support teachers delivering the health curriculum. 

Preschool dental service 

There is currently no dedicated funding for oral education and dental care for children under 
two and a half years of age. 
 
Usually the first oral health promotion and education babies receive is from their Plunket 
Nurse, General Practice team and/or Well Child service provider.  At 2½ years of age, and 
usually with 20 teeth, children are ready to make their first trip to the local dental clinic 
where they are enrolled in the free service.  Two thousand children aged 5 months to 2½ 
years are preenrolled in the school dental service, but cannot receive treatment as the service 
is not funded for that age group. 
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School dental service–children76,77 

The school dental service provides a range of dental services to assist the maintenance of a 
functional natural dentition, including preventative care, oral health promotion, treatment of 
oral disease and the restoration of tooth tissue. 
 
School dental services cover: 
 

• Preschoolers from 2½ years of age until school entry.  This age may be lower in 
some areas and for some groups in society in order to access at risk children earlier 

• All children of primary school and intermediate age 
• Children older than 13 years who are not attending secondary school. 

 
Thirty one dental therapists cover a contracted population of approximately 23 400 in 
MidCentral District.  There are two mobile dental clinics and approximately 41 dental clinics 
based at schools throughout the District.  The role of a dental therapist is to promote dental 
health, encourage the prevention of dental disease and provide dental care in cooperation 
with other dental health professionals78. 
 
Children from approximately 58 schools travel to other school sites to access school dental 
services. 

Adolescent dental service79 

Like the child dental service, the adolescent service’s objective is to achieve a standard of oral 
health that leads to adolescents retaining good use of their natural teeth for life.  The scope of 
services include adolescents from Form 3 to their 18th birthday. 
 
The adolescent dental service is contracted to provide dental services to 2 850 adolescents.  
Any treatment beyond the scope of the dental therapist is referred to a dentist.  This service is 
totally mobile.  It is only offered in high schools in Palmerston North, Feilding and Otaki.  
Private dentists are contracted to provide services in all areas of MidCentral District 
including Horowhenua and Tararua. 

Hospital dental service80 

Hospital dental services play a complementary role to the services provided by private dental 
practitioners and school dental services, but they are not an alternative system. 
 
Hospital based dental services are concerned with maintaining or restoring to function the  
hard and soft tissues of the mouth and its supporting and associated structures.  In particular 
these are areas affected by major trauma, infection, pathology, developmental anomalies, or 

                                                        
76 National Service Specification Child Dental Services (June 2001) pg 1-7 
77 MidCentral DHB Service Profile–Community Health pg 7 
78 New Zealand Dental Therapists Association http://www.nzdta.co.nz/What_is_.htm  
79 National Service Specifications Adolescent Dental Service (Feb 2000) pg 1-5 
80 Health Funding Authority (2000) Hospital Dental Services pg 1-8 
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the underlying medical or psychological status of a person. 
 
All dental services are accessed by way of referral from private dentists, school dental 
therapists, medical practitioners, public health nurses or other hospital and health services.   
In 2003/04, MidCentral Health’s dental unit saw 3 672 outpatient adults (including 592 
Kimberley residents) and 555 special dental benefit referrals, and performed 347 general 
anaesthetic procedures (279 of which were on people under 15 years of age)81. 

 

Figure 18: MidCentral Outpatient Dental Treatment (Actual) (July 2002-August 2004) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
As Figure 18 illustrates, demand for hospital dental services is increasing82. 
 
In addition to outpatient procedures performed at Palmerston North Hospital, MidCentral 
Health’s dental unit is contracted to supply general and specialist dental services for persons 
needing special care because of medical conditions or disabilities. 
 
The dental unit provides dental care to people with intellectual disabilities onsite at the 
Kimberley Centre in Levin.  The majority of the dental work undertaken requires a general 
anaesthetic.  The unit provides services to, on average, 55 Kimberley residents per month. 

Oral and maxillofacial surgeons 

Oral and Maxillofacial (OMF) surgeons are the specific experts on diseases affecting the 
mouth, face, jaw and neck.  OMF surgeons diagnose and treat symptoms, pathology, 
deformity and trauma affecting the mouth, face, jaws and neck.  As a result of treating 
diseases located in this anatomical region, OMF surgeons can provide advice on multi system 
pathology where this affects the head and neck.  Furthermore, advice is provided for 
specialities such as clinical oncology to minimise and treat complications in the head and 
neck, following therapies provided by these other speciality groups.  A large number of 
medical and dental specialities, therefore, have a strong relationship with Oral and   

                                                        
81 MDHB Planning & Performance Unit 
82 MidCentral DHB CID Core Information Database (June 2004) 
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Maxillofacial surgery including: 
 

• Accident & Emergency–OMF Surgeons provide major support to the hospital 
Emergency Department, for soft and hard tissue injuries to the face, scalp and neck 
and for infections in this region.  

• Dental Specialities–OMF Surgeons have a close relationship with orthodontists, 
restorative dental surgeons in relation to prosthetics, periodontal disease and 
advanced restorative procedures for dental implants83.  

Private general dental practitioners 

There are approximately 42 dentists operating in MidCentral District, with the bulk of their 
work being private and on a fee for service basis.  Some dentists have contracts for public 
health work:  adolescent services and/or special dental benefit services.  They have a role in 
the provision of public dental care in the following areas: 
 

Oral Health Services for Adolescents  

The Oral Health Services for Adolescents is a service for adolescents under the age of 
18 years who are not eligible for enrolment with a child dental provider (eg, at a 
school dental clinic).  This contract is offered as an alternative to the General Dental 
Benefit, placing more emphasis on the role of oral health promotion.  Dental 
Practitioners are paid on a per capita basis with a schedule applied if one off more 
expensive treatment is required.  
 

Special Dental Benefit, 0-17 year olds 

The special dental benefit is a service available to children and adolescents funded via 
the Notice for Dental Benefits issued under Section 88 of the New Zealand Public 
Health and Disability Act 2000.  This benefit covers services provided to children who 
are enrolled at a school dental clinic and require treatment that is outside the scope of 
that able to be provided by a dental therapist.  Adolescents enrolled with a dental 
professional are also eligible for special dental benefits for treatment if it is outside 
the scope of that provided by the dental therapist84. 

 
General Dental Benefit, 13-17 year olds 

The general dental benefit is a service for adolescents, funded via the Notice for 
Dental Benefits issued under Section 88 of the New Zealand Public Health and 
Disability Act 2000. 

 
Emergency Dental Service (low income), 18+ years 

This contract covers emergency, essential dental care for low income community 
services card holders.  This service is outlined in more detail in the next section.  A 
shortage of general dental practitioners willing to undertake this work has resulted in 
a high workload for existing practitioners. 

                                                        
83 The Relationship of Oral and Maxillofacial Surgery with other specialties  http://www.baoms.org.uk/profile/relation.html 
84 Oral Health Services Agreement: Operational Guidelines for Oral Health Services for Adolescents 
http://www.newhealth.govt.nz/toolkits/oralhealth/Contract_OperationalGuidelines.pdf  
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Orthodontists 

Orthodontic treatment often involves manipulation of skeletal growth, and because of this, 
clinical orthodontics requires an understanding not only of dental development but also of 
more general concepts of physical growth and of physiologic and psychosocial development85. 

Consequently orthodontics is a specialist area of dentistry, which requires clinicians to 
complete a three year specialist training programme including a Masters Degree in addition 
to the standard five years of dental undergraduate training. 
 
Major responsibilities of orthodontic practice include the diagnosis, prevention, interception, 
and treatment of all forms of malocclusion of the teeth and associated alterations in their 
surrounding structures; the design, application and control of corrective appliances; and the 
guidance of the dentition and its supporting structures to attain and maintain optimum 
relations in physiological and aesthetic harmony among facial and cranial structures86. 

Orthodontic treatment in MidCentral District is funded privately except in Cleft Lip and 
Palate cases. 
 
There are 71 orthodontists practicing in New Zealand–however only two registered 
orthodontists operate in MidCentral District.  Some dentists perform orthodontic work. 

Primary health organisations 

Funded by District Health Boards, Primary Health Organisations (PHOs)  work with their 
communities to provide local primary health care services for their enrolled populations.  
PHOs will  improve coordination between primary and secondary care and develop closer 
links between communities and primary health care providers such as GPs, primary health 
nurses and  Maori health providers. 
 
Currently there are four established PHOs in MidCentral District: 
 

• Tararua PHO–established 1 July 2003, it has an estimated enrolled population of 
15 500 

• Otaki PHO–established on 1 April 2004, it has an estimated enrolled population of  
5 500 

• Horowhenua PHO–established on  1 July 2004, it has an estimated enrolled 
population of 23 000 

• Manawatu PHO–established on 1 January 2005, it has an estimated enrolled 
population of 94 000. 

 
 
 

                                                        
85 Proffit & Fields Contemporary Orthodontics Mosby 3rd Edition 
86 Glossary of Dento-facial Orthopedic terms, St Louis, 1996, American Association of Orthodontics 
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Other MidCentral district providers 

In MidCentral District there are a number of agencies providing oral health promotion and 
education to people and their family/whanau including: 
 

• General practice teams 
• Pharmacies 
• Health promotion services 
• Well Child service providers 
• Plunket 
• Work and Income New Zealand 
• Maori health providers. 
 
 

5.2 Low Income Dental Services 

Publicly funded dental services for adults in MidCentral District are limited.  This section 
discusses the services available for accessing treatment, which focus on low income dental 
services. 

Work and Income New Zealand low income dental special needs 
grant87 

Work and Income New Zealand (WINZ) offers a special needs grant to low income adults to 
cover emergency dental care.  This grant is a non recoverable one off payment of $300 in a 52 
week period given to meet essential and immediate (emergency) needs.  (Other money is 
made available on a recoverable basis.)  Recipients do not have to be receiving a benefit to 
qualify for a special needs grant but they must meet certain criteria such as an income and 
asset test, and not be able to meet the need from their own resources or through other 
sources.  Dental services provided by private dentists may also be provided by MidCentral 
Health’s dental unit. 

Emergency dental services for low income adults88  

MidCentral has contracts with approximately 10 private dentists across the District.  Services 
are limited to those which are essential and an emergency, and only available once WINZ 
support has been fully utilised. 
 

Emergency dental services are provided to any holder of a valid community services card. 
Under this agreement, the following groups are excluded from treatment: 
 

• Patients who are eligible for treatment through ACC (having registered the accident 
with ACC) 

 

                                                        
87 www.winz.govt.nz  
88 Ministry of Health (June 2001) National Service Specification Emergency Dental Services for Low Income Adults 
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• Patients who are able to receive a special needs grant (dental) for the total cost of 
treatment from WINZ 

• Persons under the age of 18 years. 
 
Patients are expected to pay a copayment for each treatment.  This copayment is no more 
than $35 per visit.  Dental services are located for the majority of eligible residents in the 
provider’s locality.  This service is inconsistent across MidCentral District–offered in limited 
form by a limited number of dentists.  There is an enhanced service operating in the Tararua 
which is part of a Wairarapa District Health Board pilot project. 
 
Providers have significant issues with this service.  The single greatest problem is the contract 
pricing, which is no longer consistent with private sector rates.  The service is also not readily 
available and has a limited scope of practice.  Overall, dentists are dissatisfied with the 
contract resulting in a low uptake.  

MidCentral Health’s dental unit 

MidCentral Health’s dental unit provides dental treatment for inpatients, and medically, 
physically, intellectually or financially compromised persons (community services card 
holders).  People over the age of 18 years must pay a copayment.  The hospital can provide 
dental services to both WINZ special needs grant recipients and community services card 
holders. 

ACC89 

ACC cover is available when any person suffers accidental personal injury (including 
occupational disease and medical/dental misadventure) in New Zealand at any time.  The 
scheme may also cover dental injuries caused by an accident, such as one on the sports field. 
 
Figure 19 outlines the dental treatment claims that have been made nationally over the last 
10 years. 

Figure 19: ACC National Dental Treatment Claims 1994-2004 (Financial Year) 

 
 
 
 
 
 

 

                                                        
89 www.acc.co.nz  
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5.3 Issues 

Maori and Pacific peoples 

As stated in earlier sections, the oral health status of Maori and Pacific peoples is below that 
of the population as a whole.  Several issues affect the oral health status of Maori and Pacific 
peoples including cost; the price of an annual check up and treatment is perceived as being 
too high to manage as an out of pocket expense.  Access is also an issue as families often have 
difficulty in receiving care due to their rural location and lack of transport options.  
 

Perceptions and memories of earlier experiences also affect the desire to see a dental 
professional.  These perceptions are passed down to family members creating 
intergenerational apprehension.  This impacts on both the parent and the child, making 
checkups difficult as there is a reluctance to undergo what are perceived as unpleasant 
procedures when symptoms are not present.  
 

Another issue particularly for older Maori and Pacific peoples is an acceptance of their poor 
oral health status–the expectation that tooth loss will occur with age. 

Low income services 

Low income Maori and Pacific families face issues regarding cost and access.  WINZ grants 
and District Health Board funded low income dental schemes only cover the immediate 
problem (emergency dental care) and are often not sufficient to cover the scale of work 
required.  If other dental problems are present–outside the scope of this emergency service–
they must be paid for from the person’s own pocket.  A more comprehensive service would 
improve health status, but the cost of a full low income service would be considerable.  In the 
first instance the priority is on addressing the issues associated with the essential dental 
service to ensure that low income people requiring urgent treatment can receive it.  There are 
potential linkages with primary health care. 

People with special needs 

Patients with disabilities experience similar difficulties to those groups described above.  Cost 
of treatment and self esteem issues make visits, other than for emergency treatment, an 
irregular occurrence.  In addition, the person’s appearance may mean that private dentists 
are unwilling to provide treatment so the only service option is that provided by MidCentral 
Health’s dental unit. 

Older people 

Barriers to oral health care among older people are considerable.  Impaired mobility impedes 
access to oral health care, particularly for those who reside in rural areas with poor public 
transport.  Financial barriers exist for some older people who experience financial hardship 
after retiring.  The cost of dental treatment, together with negative attitudes to oral health, 
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may deter them from visiting the dentist90. 

Children 

Dental services for children are very good in MidCentral District, notwithstanding, they are 
not funded for children under two and a half years.  These children are seen by Plunket and 
Well Child service providers who promote good oral health to the children’s parents.  These 
providers also promote registration of  children with the school dental service, ensuring that 
they have their first visit to a dental therapist at two and a half years of age.  

Adolescents 

The mix of MidCentral Health’s dental unit and private dentists is working well with good 
completion rates in MidCentral District.  If the adolescent dental service sees in excess of 
their annual target, funding is not available. 
 
An Adolescent Oral Health District Coordinator was employed to increase the number of 
adolescents receiving free dental care and liaise with the dentists.  The role of the District 
Coordinator is promotional and is currently funded by Hutt Valley District Health Board Oral 
Health Regional Coordination Services.  This contract expired in June 2005.  Dental services 
for adolescents are very good in MidCentral District. 

MidCentral Health’s dental service 

MidCentral Health’s dental unit cannot be “all things to all people”; the volumes have been 
steadily increasing every year and staffing remains an issue.  The increasing volume of 
patients seen at the dental unit has increased the strain on the service which is not resourced 
for an increase in demand.  In 2005 there will only be two full time dentists. 
 
There has been a steady increase in recent years of inpatient and outpatient referrals  to the 
dental unit from within Palmerston North hospital. 
 
General anaesthetic (GA) procedures performed on children have been steadily increasing as 
more and more children are referred to the dental unit for treatment (Figure 20).  This puts 
pressure on resources throughout the hospital.  GA sessions require the use of the emergency 
theatre and require prioritising of theatre use.   The dental unit needs to either focus on its 
core business or be redeveloped for a broader role.  
 
 
 
 
 
 
 
 
                                                        
90 WHO (2003) The World Oral Health Report pg 25-26 
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Figure 20: General Anaesthetic Procedures Performed on 5 Year Olds at Palmerston 
North Hospital Dental Unit 
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There needs to be an acute stream established at the dental unit to allow acute patients fast 
and efficient access to treatment.  The dental unit is seeing more patients under the special 
dental benefit.  It is important that contracted private dentists continue to provide special 
dental benefit services to relieve pressure on the dental unit allowing it to focus its activities 
on acute services. 
 
There is concern about where Kimberley residents will receive dental treatment from, after 
the closure of the Kimberley Centre. 

Dental trauma 

There is currently no after hours emergency service available at Palmerston North hospital 
after hours for patients with dental trauma (as opposed to facial bone trauma).  

School dental service 

The key issue for the school dental service is workforce. There is difficulty recruiting and 
retaining adequate numbers of dental therapists to meet the current demand.  These 
problems arise from the attraction of work in Australia, and from retirement issues due to an 
ageing workforce (the average age of a dental therapist in MidCentral District is 49 years). 
 
There are no significant issues with school dental service facilities as compliance issues were 
dealt with 18 months ago. 
 
Throughout MidCentral District, there are 58 contributing schools from where pupils must 
travel to other schools to receive dental care. 

Private general dental practitioners 

There has been dissatisfaction among dentists with regard to the dental benefit contracts, 
exacerbated by prolonged national contract negotiations.  Funding is too low to encourage 
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participation by private dentists and this dissatisfaction has caused many private 
practitioners to withdraw, or threaten to withdraw, from the publicly funded work.  
 
MidCentral needs to address contract issues if it wants to retain private dentists and ensure 
they participate in publicly funded work. 
 
Presently, private dentists are not involved with primary health organisations, but they have 
shown interest in joining in the future.  

The importance of health promotion 

Health promotion is very important in educating and informing the community about the 
importance of oral hygiene.  In MidCentral District there is limited promotion of oral health 
messages.  Oral health promotion is vital in reducing the impact and incidence of poor oral 
health in the community. 
 
Health promotion for children needs to start when children are still babies.  This long term 
strategy will help reduce caries from preschool age onwards. 
 
Awareness of dental care is essential for parents in order for them to pass this knowledge on 
to their children.  There are opportunities to coordinate and increase promotion activities in 
various settings. 
 
 

5.4 Bridging the Gap 

This section outlines some of the initiatives to manage oral health that have been previously 
piloted. 

‘Teeth 4 Keeps’ 

‘Teeth 4 Keeps’ was a regional public health programme of oral health promotion home visits 
to first time mothers and their infant children living in the most socioeconomically deprived 
areas of the Wellington region.  
 
The objectives of Teeth 4 Keeps were to: 
 

• Educate first time mothers with a range of simple but effective oral health messages 

• Positively influence parenting practices related to child oral health 

• Ensure the preschool enrolment of Teeth 4 Keeps children into local school dental 
services. 

 
The service was not designed as ‘research’ into the influence of oral health promotion 
programmes on DMFT (decayed, missing, filled teeth).  It was a practical service intending to 
raise awareness of oral health in the community and to increase the uptake of behaviours 
associated with good oral health. 
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Overall, qualitative and quantitative information gathered through the Teeth 4 Keeps 
programme shows that Teeth 4 Keeps was a highly successful oral health promotion initiative 
and met the objectives it set.  Standardised and timely oral health promotion in the home 
setting was shown to be an effective method to promote and improve preschool oral health 
and also improve the knowledge and practices of first time parents.  Appendix D provides a 
more detailed summary of this pilot project. 

Hato Paora College dental initiative 

This dental initiative was introduced at Hato Paora College to promote dental health through 
a good experience.  Students were given free toothbrushes and water bottles to help educate 
them about the benefits of good oral hygiene in a fun and imaginative way. 

Mobile dental clinic 

MidCentral Health’s mobile dental clinic is involved in a pilot project offering free dental 
screening to adults from Maori health provider sites across MidCentral District. 
 
The clinic is transported to a site equipped with electricity and waste services.  People are 
advised in advance where the site will be and what hours it will be operating.  People are seen 
by a dentist and, if required, are referred on for treatment at the hospital dental unit. 
 
Overall, this service appears to be very well received and may be the most effective way of 
gaining access to certain priority groups who would otherwise not utilise dental services. 
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THE WAY FORWARD 

The following section outlines 38 initiatives that will help reduce the incidence and impact of 
oral disease, and reduce inequalities in health outcomes. 
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6.1 Objective One 

Reduce the impact and incidence of oral 
disease through prevention and health 
promotion strategies 

Prevention 

Prevention means eliminating or minimising exposure to the cause of illness as well as 
maximising protective factors such as healthy wellbeing. Prevention activities include: 

• primary prevention strategies 

• effective public health strategies 

• community action 

• personal skill development 

• support 

• Treaty based health promotion practices. 

 

Health Promotion 

Health promotion is  a combination of educational, organisational, economic and political 
actions designed with community participation, to enable individuals, groups and whole 
communities to increase control over and to improve their health through attitudinal, 
behavioural, social and environmental changes.  While health promotion recognises that 
personal lifestyle factors have an important impact on the health of the individual, it places 
emphasis on changing the environment to enable optimum conditions for health and for 
behaviour change. 
 
Health promotion is more than health education.  Health education focuses on health 
information and behaviour change and is just one strategy of health promotion.  Health 
promotion strategies include policy, community action and environmental changes. 
 
Health promotion in New Zealand is underpinned by the Treaty of Waitangi and the Ottawa 
Charter.  The Treaty provides a set of principles including partnership, participation and 
protection.  The Ottawa Charter has five key strategies for action which relate very well to the 
Treaty principles: 
 

• Building healthy public policy–Making Maori health a priority 

• Creating support environments–Recognition of Maori concepts of health 

• Strengthening community action– Opportunities for Maori to take responsibility for 
their own health care 

• Developing personal skills–Empowerment for Maori through training and education 

• Reorientating the health services–Health services for Maori by Maori. 
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The following initiatives will help with the prevention of oral disease and the promotion of 
good oral health in MidCentral District. 

INITIATIVES 

1. Work with communities which express an interest 
in fluoridation, but otherwise promote and 
encourage fluoride uptake through other means (eg, 
toothpaste). 

 
2. Establish the Well Child ‘Teeth 4 Keeps’ programme 

to be delivered collaboratively by a range of existing 
health providers throughout MidCentral District. 

 
3. Provide fluoridated toothpaste with the oral packs 

offered to children by general practice teams, Well 
Child services, iwi providers and school dental 
services. 

 
4. In collaboration with the education sector, support 

schools and school communities to understand and 
educate children and adolescents on  the 
importance of oral health. 

 
• Support programmes such as Hato Paora 

College’s initiative of “oral health as a good 
experience” 

• Support the “Health Promoting Schools” 
programme to promote healthy lifestyles and 
public health programmes to enhance promotion 
and raise awareness of oral health 

• Work with schools to ensure oral health 
education is included in relevant curricula (eg, 
Health Science) 

• Encourage all schools to remove soft drink 
vending machines and replace them with bottled 
water supplies and healthy food. 

 
5. Encourage schools and sports clubs to enforce the 

wearing of mouth guards during all play.  
 
6. Work with  community workers such as public 

health nurses, Maori health providers, dental 
therapists, Well Child service providers and general 
practice teams to reinforce oral health education 
and services. 
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7. Promote oral hygiene and the importance of regular 
checks through clear and concise messages targeted 
to specific groups using networks, agencies and 
settings that already exist.  This includes working 
with government agencies such as Work and Income 
New Zealand. 

 
8. Promote healthy living to the general population, 

with emphasis on Maori and Pacific peoples. 
Healthy living includes smoking cessation, good 
diet, oral hygiene and regular oral care. 

 
 
For Maori and Pacific Peoples: 

 
9. Further develop and implement health promotion 

and education programmes for parents and 
family/whanau of Maori and Pacific children to 
create awareness of oral disease and prevention 
practices.  Deliver these programmes in culturally 
appropriate settings such as Kohanga Reo.  

 
10. Encourage oral health services provided to Maori 

and Pacific peoples to encompass a holistic, 
integrated and culturally competent approach in an 
appropriate setting. 
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6.2 Objective Two 

Ensure screening and early detection to 
reduce the impact of oral disease on 
wellbeing 

 
Regular checks by a dental professional are essential in detecting oral disease.  The 
effectiveness of early detection (before symptoms develop or as soon as possible after the 
development of symptoms) depends on the sustainability of other services along the 
continuum of care. 

INITIATIVES 

11. Ensure as many under 2½ year olds as possible 
receive some form of oral health contact. 

 
12. Increase the number of 2½ year olds registered with 

the school dental service to 98% by December 2005. 
 

13. Promote those aged over 18 years to register with a 
private dentist and continue regular dental care 
through the private sector.  This includes promoting  
the availability of subsidised services such as Work 
and Income New Zealand and low income dental 
schemes. 

 
14. Actively promote the free adolescent dental service, 

particularly to adolescent school leavers under 18 
years of age. 

 
15. Encourage older people to receive regular dental 

examinations through the private sector, by working 
with the relevant agencies, such as residential care 
providers, to promote regular screening. 

 
 

Maori and Pacific Peoples: 

16. Promote the importance of regular dental checkups 
to Maori and Pacific peoples. 

 
17. Provide screening services through the use of mobile 

dental clinics in off peak times supported by 
coordination and outreach activities. 
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6.3 Objective Three 

Ensure effective treatment to improve the 
quality of life 

 
People require effective treatment to maintain healthy teeth and good oral hygiene.  The 
objective is to improve the availability of dental services throughout MidCentral District.  
Maori and Pacific peoples will benefit from improved access to low income dental, school 
dental services and urgent referrals.  

INITIATIVES 

18. Improve the availability of the essential dental 
service throughout MidCentral District by 
addressing contract issues with private dentists. 

 
19. Ensure MidCentral Health’s dental services offer 

school holiday services. 
 

20. Establish an acute stream (urgent referral pathway) 
for the referral of children into MidCentral Health’s 
dental unit when they require prompt treatment 
that cannot be managed in the private sector. 

 
21. Establish appropriate contracts with private dentists 

to ensure continued availability of back up for the 
school dental and essential dental services. 

 
 
For Maori and Pacific Peoples: 

 
22. Ensure Maori and Pacific peoples continue to have 

the opportunity to access health care through Maori 
and Pacific health providers.  
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6.4 Objective Four 

Improve oral health services through a 
responsive workforce 

 
The key to the successful delivery of services is a skilled and fully operational workforce. 

INITIATIVES 

23. Actively recruit appropriate dental professionals 
from home and overseas.  This includes providing 
opportunities for new graduates to receive 
studentships to work for MidCentral. 

 
24. Appoint an Oral Health Coordinator to work in the 

community to coordinate oral health messages. 
 

25. Ensure the continuation of an Adolescent Oral 
Health Coordinator for MidCentral District. 

 
26. Liaise with ACC to ensure adequate on call dental 

trauma services are available to patients after hours. 
 

27. Formalise training programmes for upskilling 
dental professionals and other health providers. 

 
• Provide local forums 
• Involve groups such as the NZ Dental Association 

and the Dental Council. 
 

28. Work with tertiary training professionals to ensure 
oral health is included in training courses such as 
teacher training and nanny training. 

 
29. Encourage schools to promote dentistry as a career 

path. 
 

30. Establish and maintain an oral health website to 
include information on orientation packages and 
career pathways. 
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6.5 Objective Five 

Improve the quality of oral health services 
through planning, innovation, and quality 
assurance 

 
Coordinated activities and resources will improve the overall functioning of oral health 
services.  

INITIATIVES 

31. Support innovation in oral health, especially around 
high needs groups, promotion and early 
intervention, through the availability of a funding 
pool. 

 
32. Support and encourage Primary Health 

Organisations to include an oral health strategy in 
their plans, including prevention, promotion, and 
early detection measures. 

 
33. Ensure indicators for adult oral health status and 

service performance are developed and monitored.  
(This includes developing new measures focused on 
the adult population not covered by existing ones 
and may include survey type data.) 

 
34. Establish six monthly planning meetings with 

stakeholders. 
 

35. Ensure oral health considerations are included in 
other service areas, for example, Child Health. 

 
36. Develop a broader health promotion strategy for 

MidCentral District to coordinate and focus actions 
across health areas and ensure the best use of the 
resources available. 

 
37. Improve coordination and communication between 

MidCentral Health’s dental services, the Maori 
Health Unit and Maori health providers with regard 
to provision of screening services using the mobile 
dental clinic at Maori provider sites (as piloted in 
2004/05 and recommended in initiative 17). 
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38. Commission surveys to provide feedback on service 
delivery,  community knowledge/beliefs about 
fluoride, reasons why people do not attend the 
dentist, and more reliable data on ethnic groups 
such as Asian peoples with a view to service 
improvement. 
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INVESTMENT APPROACH 

To support the plan over the next three years, the Funding Division has developed a high 
level framework that is based upon the continuum of care model.  The Division is currently 
working on the detailed costings. 
 

Continuum of Care Year 1 Year 2 Year 3 

Prevention and promotion $60 000 $160 000  $160 000 

Screening and early detection  $35 000 $80 000  $80 000 

Effective treatment  $50 000 $120 000 $120 000  

Responsive workforce  $50 000 $120 000 $120 000 

Planning, innovation, and quality 
monitoring 

 $70 000 $70 000 $70 000 

TOTAL  $265 000 $550 000 $550 000 
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GLOSSARY OF TERMS AND ABBREVIATIONS 

Caries   Another name for a cavities (tooth decay). 

Cavities  A decay lesion or hole in a tooth. 

Chronic   Continuing over a certain period of time; long term. 

Congenital   Any trait present at birth, whether the result of a genetic or nongenetic factor. 

Continuum of Care   A comprehensive system of care that includes each of the following 
elements: prevention, health promotion, screening, early intervention, self management, 
acute care, and recovery.  By providing continuity of care, the continuum focuses on 
prevention and early intervention for those who have been identified as high risk and 
provides easy transition from service to service as needs change. 

Decay   Destruction of tooth structure caused by toxins produced by bacteria. 

Dental Caries   See Caries. 

DHB  District Health Board. 

Diagnosis   The process of identifying the nature of a disorder. 

DMFT   Abbreviation for Decayed (D) Missing (M) Filled (F) teeth (T).  DMFT describes the 
amount (the prevalence) of dental caries in an individual. DMFT is a means to numerically 
express the caries prevalence and is obtained by calculating the number of decayed, missing, 
or filled teeth. It is thus used to estimate how much the dentition until the day of examination 
has become affected by dental caries. 

Early Intervention   A process used to recognise warning signs for health problems and to 
take early action against factors that put individuals at risk.  Early intervention can help 
people get better in less time and can prevent problems from becoming worse. 

Edentulous   The clinical absence of teeth. 

Fluoride   A chemical solution or gel which is put on teeth.  The fluoride hardens the teeth 
and prevents tooth decay. 

Gingivitis   The inflammation of gums caused by improper brushing. The first sign of 
periodontal (gum) disease. 

Gum Disease   Illnesses that inflame and, if untreated, can destroy the gum tissues and 
bones that support and anchor teeth. 

Health Promotion  A combination of educational, organisational, economic and political 
actions designed with consumer participation, to enable individuals groups and whole 
communities to increase control over and to improve their health through attitudinal, 
behavioural social and environmental changes. While health promotion recognises that 
personal lifestyle factors have an important impact on the health of the individual, it places 
emphasis on changing the environment to enable optimum conditions for health and for 
behaviour change.   

Intersectoral   Between sectors. 
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Maori  Indigenous people of New Zealand. 

Malocclusion   Incorrect position of biting or chewing surfaces of the upper and lower 
teeth. 

Maxillofacial  Of or relating to the upper jaw and face (particularly with reference to 
specialised surgery of the maxilla); "maxillofacial surgery". 

Objective   The end result a programme seeks to achieve. 

Oral   Pertaining to the mouth. 

Ottawa Charter   The Ottawa Charter was presented at the first International Conference 
on Health Promotion (Ottawa 21 November 1986) to achieve Health for All by the year 2000 
and beyond.  It outlined the ultimate ideal and vision of how the goal of health should be 
obtained through actions at various levels: global, national, community and individual.  

Pacific Peoples   The population of Pacific Island ethnic origin (eg, Tongan, Niuean, Fijian, 
Samoan, Cook Islands Maori and Tokelauan), incorporating people born in New Zealand as 
well as overseas. 

Periodontitis   A gum disease in which the gums shrink away from the teeth.  Without 
treatment, it can lead to tooth loss. 

Periodontal Disease   The inflammation and infection of gums, ligaments, bone, and other 
tissues surrounding the teeth. Gingivitis (gums) and periodontitis (gums and bone) are the 
two main forms of periodontal disease. Also called gum disease or pyorrhea. 

Plaque   A film of mucus that traps bacteria on the surface of the teeth. Plaque can be 
removed with daily brushing and flossing of teeth. 

Prevalence   The number of instances of a given disease or other condition in a population 
at a designated time. Prevalence includes both new (incidence) and existing instances of a 
disease. 

Prevention   Eliminating or minimising exposure to the cause of disease, and maximising 
protective factors such as healthy lifestyle choices.   

Risk Factor   An aspect of personal behaviour or lifestyle, an environmental exposure, or an 
inborn or intended characteristic that is associated with an increased risk of a person 
developing a disease. 

Symptom   Any indication of disease noticed or felt by a patient; in contrast, a sign of an 
illness is an objective observation. 

Target   An intermediate result towards the objective that a programme seeks to achieve. 

Treaty of Waitangi   The founding document of New Zealand. 

Xerostomia   Abnormal dryness of the mucous membranes in the mouth, due to a 
reduction of the flow or change in the composition of saliva. 
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APPENDIX A–PROGRESSION OF DENTAL CARIES 

Illustration of the Simplified Progression of Dental Caries 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Progression of Possible 

Avoiding Risk 
Dental health promotion 
Early contact with health provider 
Improved access Risk Factors 

Diet 
Heredity 
Socioeconomic factors 
Oral micro-organisms 
Lack of fluoride 

Dental caries 

Primary Prevention 
Fluoride and fluoridation 
Fissure sealants 
Oral hygiene 
Dietary modification 

Early Intervention 
Simple restorative treatment 
Scaling and cleaning 
Complex restorative treatment 
Surgical periodical treatment 

Complications 
Acute pain 
Abscess 

Late Intervention 
Extraction 

Consequences 
Tooth loss  Dentures 
Low self-esteem 
 

Complications 
Loss of supporting tissue 

Peridontal disease 

SOURCE: Ministry of Health (2003) DHB Oral Health Toolkit – Edition 2 
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APPENDIX B–STAKEHOLDERS 

Stakeholders Who Have Provided Comment 

 
This plan has been developed with the advice and knowledge of a large number of 
individuals, groups and organisations throughout MidCentral District. The table below 
acknowledges those who participated. 
 

Person Organisation 

Aroha Ellwood Representative, Manawhenua Hauora 

Barb Bradnock Representative, Manawatu Independent Practice 
Association 

Cathie Boyden Tararua Dental Team Leader, MidCentral Health 

Craig Johnston Senior Portfolio Manager, Primary Health Care, Funding 
Division 

Faenza Bowden Private Dentist 

Gill George Disease State Management Nurse, Te Wakahuia 

Ian Carpenter Private Dentist 

Jackie Foss Tamariki Ora Nurse, Te Wakahuia 

Jan Guppy Team Leader, Primary Health Care, MidCentral Health 

Jayne Garvey Representative, Private Dentist 

Joy Christison Portfolio Manager, Primary Health Care, Funding 
Division 

Kath Lardelli Representative, Te Runanga O Raukawa 

Kelsey Smith Manawatu Clinical Leader, Plunket Society 

Keren Lusty Operations Manager, Plunket Society 

Margaret McDonald Dental Assistant, MidCentral Health 

Marilyn Linklater Administrator, School Dental Service, MidCentral Health 

Micki Tyler District Coordinator, Adolescent Services, MidCentral 
Health 

Muriel Hanratty Group Manager, Dental Services, MidCentral Health 

Oriana Paewai Maori Health Advisor, MidCentral Health 

Phil Marshall Clinical Director, Dental Services, MidCentral Health 

Rebecca Paewai School Dental Therapist 

Robyn Richardson Health Promotion Advisor, MidCentral Health  

Robyn Williamson Team Leader, Child Health, MidCentral Health 

Sarah Stoney Representative, WINZ 

Shirley-Anne 
Gardiner 

Health Planner, Funding Division 

Sue Paton Public Health Nurse, MidCentral Health 
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APPENDIX C–PERFORMANCE INDICATORS 

Indicators of Performance91 

 
Percentage of children caries free at age five years
This is an outcome indicator to measure oral health status, in line with the 
NZHS population priority objective of improving oral health.  This indicator 
will provide information that allows DHBs and the Ministry to evaluate how 
health education programmes, and services such as Well Child and the School 
Dental Service, are influencing the oral health status of children.  The data 
breakdowns by ethnicity and fluoridation status will enable DHBs to identify 
and target the pockets of deprivation in their district where children’s oral 
health status is poorest.  It will also provide DHBs with information to support
the fluoridation of water supplies, which will be important when dealing with 
local Council authorities. 
 
Methodology 
Numerator: (Data source: DHB via School Dental Service) 
The total number of caries free children at the commencement of dental care, 
aged five years, examined by the DHB School Dental Service (SDS). 
 
Denominator: (Data Source: DHB via School Dental Service) 
The total number of children who have been examined in the age five group, in
the year to which the reporting relates.  This data should be collected after the 
child has turned five years of age, but before their sixth birthday. 
 
The data must be broken down by: 
• ethnic group (Maori, Pacific, Other) 
• fluoridation status (of the school area the child attends) 
 
Mean DMFT Score at Year 8 (Form 2) 
This is an outcome indicator to measure oral health status, in line with the 
NZHS population priority objective of improving oral health.  This indicator 
will provide information that allows DHBs and the Ministry to evaluate how 
health education programmes, and services such as Well Child and the School 
Dental Service are influencing the oral health status of children.  The data 
breakdowns by ethnicity and fluoridation status will enable DHBs to identify 
and target the pockets of deprivation in their district where children’s oral 
health status is poorest.  It will also provide DHBs with information to support
the fluoridation of water supplies, which will be important when dealing with 
local Council authorities. 
 
Methodology 
Numerator: (Data source: DHB via School Dental Service) 
The total number of permanent teeth of Year 8 (Form 2) children, Decayed, 
Missing (due to caries) or Filled at the commencement of dental care, for the 
last dental examination, before the 12/13 year old children leave the DHB 
School Dental Service (SDS). 
 
Denominator: (Data Source: DHB via School Dental Service) 
The total number of children who have been examined in the Year 8 (Form 2) 
group, in the year to which the reporting relates.  Data on Decayed, Missing 
(due to caries) and Filled teeth should be collected at unit level. 
 
The data must be broken down by: 
• ethnic group (Maori, Pacific, Other) 
• fluoridation status (Of the school area the child attends) 
• mean components of the DMF index (ie, D-teeth, M-teeth, F-teeth). 

                                                        
91 Ministry of Health (2003) Oral Health Toolkit pg 18-19 
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APPENDIX D–TEETH 4 KEEPS 

“Teeth 4 Keeps” Pilot Project Executive Summary 

Executive Summary 
 
Clear inequalities exist in the oral health of New Zealand children, especially
among Maori and Pacific children and those from low socioeconomic status
(SES) families. There is however, enormous scope to reduce these 
inequalities as most dental disease is preventable.1 
 
‘Teeth 4 Keeps’ was a Regional Public Health programme of oral health
promotion home visits to first time mothers and their infant children living in
the most socio-economically deprived areas of the Wellington region.  
 
The objectives of ‘Teeth 4 Keeps’ were: 

• To educate first time mothers with a range of simple but effective oral
health messages 

• To positively influence parenting practices related to child oral health 
• To ensure the pre-school enrolment of ‘Teeth 4 Keeps’ children into

local school dental services. 
 
The service was not designed as ‘research’ into the influence of oral health
promotion programmes on DMFT (Decayed, Missing Filled Teeth  measure)
but rather, was a practical service intending to raise awareness of oral health
in the community and to increase the uptake of behaviours associated with
good oral health. 
 
First time mothers living in programme areas (Table 1) were invited to enrol in
the programme by their Well Child provider between September 2000 and
September 2001. 
 
The programme of home visiting took place between September 2000 and
July 2003. The home visits were delivered by local Well-Child nurses, mainly 
from the Royal New Zealand Plunket Society. Three local Maori health 
providers were also involved. 
 
‘Teeth 4 Keeps’ involved five home visits to clients between 6-12 weeks of 
age and 15-18 months of age, and included the provision of dental health
information for both adult and child, dental health resources for the immediate 
whanau and oral health discussion lead by the Well-Child provider. 
 
The ‘Teeth 4 Keeps’ programme content was developed on the basis of
international, national and local oral health promotion research and product
advice.  
 
To ensure ‘Teeth 4 Keeps’ success, oral health promotion resources were a 
necessity. New resources created included a set of dental flashcards 
designed for providers to use in one on one visits. These depicted healthy 
adult and children’s teeth, plaque on teeth and the stages of baby tooth 
decay.  A tooth brushing for under fives information sheet, smart snacking  

                                                   
1 Child Oral Health and Reducing Child Oral Health Inequalities, Ministry of Health May 
2003:7  
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sheet and fridge magnet were also created (see appendices).  
 
To ensure oral health information was consistent and clinically accurate,
ongoing annual training has been provided for Well Child Tamariki Ora staff
across the region.  The Regional Public Health Oral Health Co-ordinator, DHB 
Public Health Dentist and Community Dental Educator have provided the
training. 
 
Training was provided on the following topics: 

• Why baby teeth are important 
• Diet and drinks for pre-schoolers 
• Tooth decay – an infectious disease 
• Accessing dental health benefits   
• Adult dental health 
• Water fluoridation 
• Enrolment in school dental services 
• Maternal oral health 
• Delivering the ‘Teeth 4 Keeps’ programme 

Evaluation Aims and Methods 
 
The purpose of this evaluation is to: 

• Describe the ‘Teeth 4 Keeps’ programme and document its objectives
and history. 

• Record the key quantitative and qualitative outcomes of ‘Teeth 4
Keeps’. 

• Discuss the issues and lessons arising from the development,
implementation and evaluation of ‘Teeth 4 Keeps’, and 

• Make recommendations for future oral health promotion delivery
locally. 

 
The ‘Teeth 4 Keeps’ evaluation includes analysis of statistical information
from monthly reports provided by the dental educators to Regional Public
Health. ‘Teeth 4 Keeps’ children were also given special identifying numbers
in the Community Dental Service database to enable future tracking of the
children.  
 
Qualitative evaluation includes the analysis of one provider and four client
focus groups held late 2002, and insights and information gained from the
relationships between the ‘Teeth 4 Keeps’ Co-ordinator, stakeholders and 
dental health educators over the period of the programme. 
 

Quantitative Results 
 
‘Teeth 4 Keeps’ Clients 
From September 2000 – September 2001, 503 clients enrolled into ‘Teeth 4
Keeps’. The ethnic and regional distribution of ‘Teeth 4 Keeps’ clients was in
keeping with Statistics New Zealand census 1996 data.  
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As was expected Porirua had a greater number of Maori and Pacific Island
clients and Wellington had a greater number of clients from European and
other ethnicities. However, the Hutt Valley had a higher number of Maori
clients than is shown through average regional data.  
 
Home Visits 
The total number of ‘Teeth 4 Keeps’ visits delivered by Well Child providers
from September 2000 to July 2003 totalled 1596.  
 
Of the 503 clients, 64% (320) of clients received all four of the scheduled
‘Teeth 4 Keeps’ visits. 
 
Losses to Follow-Up 
Losses to Follow-Up is the term used to describe those ‘Teeth 4 Keeps’
clients, whom for whatever reason, did not complete the ‘Teeth 4 Keeps’
programme (four home visits and paper enrolment into dental services). 
A total of 208 (41%) of clients were lost to follow-up before the programmes 
completion. 
 
Reasons for loss were varied. The most common reasons for loss were
clients moving away from the area or where clients were literally ‘lost’ despite
efforts by providers to locate them. These types of losses to follow-up made 
up 169 (81%) of the total losses.  
 
School Dental Service Enrolment 
330 (66%) ‘Teeth 4 Keeps’ clients were paper enrolled into local school dental
services. Paper enrolments were forwarded to the School Dental Service 
which then allocated a special Community Dental Service number to each
child. Of the 330 paper enrolments 215 were allocated a special identifying
dental service number. 
 
The reason for the difference in number may be problems encountered with
the School Dental Services ‘Psion’ computer system at the time, which meant
that children who did not make it to the clinic had their names taken off the
system. Without a name these clients also lost their special identifying
number. It is also possible that some paper enrolments were not given a 
special identifying number but were put into the general system. 
 
43% of ‘Teeth 4 Keeps’ clients made it to this point in the programme. 
 
Of these clients 167 (78%) have had their first attendance at the dental clinic.
The remaining 48 clients were issued with appointments but failed to attend.
When these clients do attend in the future (most likely school age) they will be
able to be included in any future analysis. 
 
Clients that do not attend are re-issued with appointments. 
 
There are real differences between dental therapist and Well-Child nurse 
capacity for following up with clients who do not attend. Well-Child nurses are   
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able to use their wider community knowledge as a ‘home visitor’ to find
clients. Therapists, on the other hand, are clinic based and do not have this
capacity.  
 
School Dental Service Results 
Of those attending the clinics the initial results look promising. The average
Decayed Missing Filled Teeth (DMFT) of ‘Teeth 4 Keeps’ clientele is very low
at 0.02. The sample size of 167, however, is also low.   
 
Non-‘Teeth 4 Keeps’ children of the same age (2-3 yrs) accessing the same 
clinics  as ‘Teeth 4 Keeps’ clients currently have an average DMFT of .26.
This sample size is 708 children.   
 
According to this provisional data ‘Teeth 4 Keeps’ children who have
accessed the clinics appear as a whole to have experienced far less decayed,
missing and filled teeth than non-‘Teeth 4 Keeps’ children in the same areas. 
 
It is also worth noting that some of the ‘Teeth 4 Keeps’ children may never 
have made it to the first dental appointment if they had not been involved in
the ‘Teeth 4 Keeps’ programme. 
 

Qualitative Results 
 
Provider Focus Group 
Plunket delivered 98% of ‘Teeth 4 Keeps’ home visits. Overall, Plunket was
very satisfied with the ‘Teeth 4 Keeps’ programme, resources, training, dental
health information and relationship with Regional Public Health.  
 
Plunket believed that the ‘Teeth 4 Keeps’ programme was very beneficial for
their clients and for staff professional development. 
 
Key issues for Plunket in delivering the programme were the time and
difficulties involved in keeping track of transient and ‘hard to reach’ clients and
keeping to the ‘Teeth 4 Keeps’ visit schedule. 
 
Pressure from grandparents and other family members was also identified by 
Plunket as a major issue for ‘Teeth 4 Keeps’ clients, and as an important
issue for health promoters to tackle. 
 
Getting key messages across to clients whose first language is not English
continues to provide significant challenges to providers. This was particularly
noted with refugee families. 
 
Key Plunket recommendations for future activity included: 

• Due to their community knowledge and involvement Plunket is better
able to assess where high needs clients live rather than using the 
deprivation index alone.  

• The ‘Teeth 4 Keeps’ resources and oral health messages need to go
out to all families.  
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• Continuation of regular oral health training and research updates for
all staff. 

• Creation of an oral health flip chart resource for use where English is 
not the first language. 

 
Client Focus Groups 
Four client focus groups were held in Porirua, Lower Hutt and Kilbirnie East.
The focus group results are summarised below: 

 
Knowledge and use of drinks 

• Participants had excellent knowledge of drinks and practices which are 
harmful to teeth. Half of all parents gave no treat drinks and all
identified the main drinks as water, formula or cows milk. Parents were
able to identify and discuss the negative impact of putting baby to bed
with a bottle.  
 

Knowledge and use of foods 
• While most parents provided foods low in sugar, many were still giving

snacks high in fat and sodium. Approximately 20% of participants were
not aware that dried fruits and plain biscuits could be damaging to
teeth. The influence of advertising was demonstrated by television
advertising (at the time) of ‘Calci-wines’ (a fortified plain biscuit 
advertised as being good for bones and teeth). Porirua focus group
participants all talked about the new biscuit that is good for children’s 
teeth and many had purchased it because of its health claims. 

 
Influence of others 

• A strong theme from each focus group was the influence of family and
friends on what children eat and drink. Most pressure on mothers came
from grandparents, aunties and fathers who all gave sweet foods and
drinks despite the mother’s protestations. 

• Clients said that they tried to remain ‘staunch’, but that sometimes the
pressure made it easier to give in. Many clients lived with extended
family or maintained a regular close relationship with siblings and 
mothers. 

 
Dental hygiene knowledge and practices 

• Participants description of their family dental hygiene knowledge and
practices was excellent. Many parents reported that night time brushing
was occasionally missed due to family tiredness at the end of the day.
Many participants appeared to be unaware that night time brushing is
the most important time for tooth brushing. 

 
Adult dental health and professional dental care 

• All focus groups identified the impact of parents’ dental health on child 
dental health. 

• The main barriers to adult dental care were identified as fear and
money.  

• All (bar one) participants said that they would use school dental
services for their children.   
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‘Teeth 4 Keeps’ Resources 

• The toothbrushes and pastes were identified as being particularly
useful and once received prompted the establishment of the tooth
brushing routine between 9-12 months of age. 

• Parents did not like Savacol at all, and would not purchase it for
themselves. 

• Parents liked the resources, particularly ‘Smart Snacking’, ‘Tooth
brushing for under fives’ and the photographs of baby tooth decay. 

 
Overall comment 

• All focus group clients found the ‘Teeth 4 Keeps’ programme influential
in setting up dental hygiene and dietary practices for their children. All 
said that they would choose to be involved again if given a similar
opportunity.  

 
Conclusion 

 
Overall, qualitative and quantitative information gathered through the ‘Teeth 4
Keeps’ programme shows that ‘Teeth 4 Keeps’ was a highly successful oral 
health promotion initiative and met the objectives it set.. Standardised and
timely oral health promotion in the home setting was shown to be an effective
method to promote and improve pre-school oral health and also the 
knowledge and practices of first time parents. 
 

Strengths 
• The development of targeted and standardised pre-school oral health 

resources and messages. 
• The establishment of regular oral health training to providers and

relevant community groups. 
• Improvements in the knowledge of child oral health among clients and 

providers. 
• A positive impact on the parenting practices of ‘Teeth 4 Keeps’

families. 
• Possible improvements in the oral health of ‘Teeth 4 Keeps’ children. 
• The development of Regional Public Health’s Oral Health Promotion 

Team. 
• The identification of measures to improve pre-school access to dental 

services, such as improved linkages between Well-Child and Dental 
services. 

 

Learnings 
• Insights into the issues associated with home visiting and accessing

Decile 1 populations.  
• Regional Public Health gained insight into the amount of time and effort

Well Child providers take in accessing clients and the issues related to
this.  
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• The significant difficulties in ensuring pre-schoolers are paper enrolled 
into dental services and issues associated with getting them to their
first clinic appointment. 

• Well-Child staff and other home visitors have special knowledge not
available to people who work solely in clinics and surgeries. They have
the ability to better know ‘who’ in the community is at risk and they 
carry a greater depth of information which would greatly assist other
services in addressing access issues. 

 

Recommendations 
• To improve the linkages between Well Child staff and dental therapists

which may enhance dental therapist capacity to track pre-school 
clients, especially in low decile areas.  

• To improve the likelihood of clinic attendance, Well Child nurses and
other providers could ensure that clients fill in the school dental service
enrolment forms at a Well-Child appointment. Well Child nurses could 
then send this form directly to the school dental services. 

 
The further development of oral health promotion in the Wellington region
would be supported by Regional Public Health. 
 

• Providing regular relevant training on pre-school and maternal oral 
health to Well- Child providers, Maori Health Providers, Pacific Health
Providers and relevant community groups and scoping training
opportunities for health and community providers currently not
targeted. 

• Interfacing with Pacific and Maori early childhood centre networks and
centres in more deprived areas to provide a range of oral health
promotion opportunities,  

• Developing strategies to promote oral health to grandparents, extended
family of Decile 1 children, and to migrant families. 

• Working collaboratively with other agencies to address access to
special benefits for dental care.  

• Further developing sponsorship relationships. 
• Advocating on oral health promotion issues with relevant industry and

government agencies. 
• Providing high quality pre-school oral health resources and making 

continuous quality improvements. 
• Working alongside School Dental Services to promote oral health. 

Concentrating on areas of highest need – Maori and Pacific children 
experience the poorest dental health outcomes locally and nationally2. 

                                                   
2 Ministry of Health, DHB Toolkit – Improve Oral health, January 2004; 7  


