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This is a National Statistics publication 

The United Kingdom Statistics Authority has designated these statistics as 
National Statistics, in accordance with the Statistics and Registration Service 
Act 2007 and signifying compliance with the Code of Practice for Official Statistics. 

This designation can be broadly interpreted to mean that the statistics:  

 meet identified user needs;  

 are well explained and readily accessible;  

 are produced according to sound methods; and  

 are managed impartially and objectively in the public interest.  

Once statistics have been designated as National Statistics it is a statutory requirement that 
the Code of Practice shall continue to be observed. 

Find out more about the Code of Practice for Official Statistics at 
www.statisticsauthority.gov.uk/assessment/code-of-practice 
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Executive Summary 

For the first time, the Children’s Dental Health (CDH) Survey in 2013 collected information 
directly from children aged 12 and 15 about their perceptions and attitudes towards their own 
dental health. This complemented information collected from parents of children of all ages. 
The questionnaires for parents and children covered risk factors for oral health, such as 
health behaviours, dental attendance and dental anxiety, as well as perceptions about oral 
health, oral symptoms and how oral conditions can affect the daily life of children and their 
families.  

This report presents the perspective of children and their parents in relation to their oral 
health and dental care. 

Perceptions of children’s oral health 

Two thirds of 12 year olds (66%) and three quarters of 15 year olds (74%) reported that their 
dental health was good or very good. Girls were more likely than boys to report good or very 
good dental health. Children who were eligible for free school meals, an indicator of relative 
family income deprivation, were less likely to think that their dental health was good or very 
good than children who were not eligible for free school meals.  

Overall, 44% of 12 year olds and 28% of 15 year olds reported that they would like to have 
their teeth straightened. Again, children who were eligible for free school meals were more 
likely than their more affluent counterparts to say this. At the same time, considerably fewer 
children eligible for free school meals were under orthodontic treatment at the age of 12. 
Children from more economically deprived families had higher perceived needs for 
orthodontic treatment and tended to receive such treatment later in their adolescence, if at 
all, than children not eligible for free school meals. It is important to note that the perceptions 
of children and their parents did not show high levels of agreement with the assessment of 
treatment need from the clinical examination. Ideally, both clinical and subjective standpoints 
should be considered when assessing orthodontic treatment need. 

Two thirds of 12 and 15 year olds reported a problem with their dental health in the last three 
months. The most prevalent problem was sensitive teeth, reported by 32% of 12 year olds 
and 34% of 15 year olds, followed by mouth ulcers, bad breath, toothache and bleeding 
gums. Toothache, reported by 18% of 12 year olds and 15% of 15 year olds, was much 
more common among children who were eligible for free school meals; 25% of eligible 12 
year olds and 23% of eligible 15 year olds reported toothache in the past three months, 
compared with 16% of 12 year olds and 13% of 15 year olds not eligible for free school 
meals. A similar difference was also observed in the parental reports about children’s 
toothache at the age of 5. 

The impact of poor oral health 

Oral conditions can have an impact on children’s quality of life in different ways, not just 
functionally, but also psychologically and socially. 58% of children aged 12 and 45% of those 
aged 15 reported that their daily life had been affected by problems with their teeth and 
mouth in the last three months. This was most commonly experienced as embarrassment 
when smiling, laughing or showing teeth, followed by difficulty eating and difficulty cleaning 
teeth. Again, children who were eligible for free school meals were more likely than other 
children to report problems in their daily life caused by their oral health.  
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Parents also reported that the oral health of their children affected their family life, most 
frequently by the need to take time off work, the child requiring more attention, or the parents 
feeling stressed, anxious or guilty. 

Use of dental services 

Access to dental services has an important influence on children’s oral health. More than 
80% of 12 and 15 year olds reported attending the dentist for a check-up. While this is 
encouraging, it still leaves around one fifth of these age groups who do not do so, including 
3% of 12 year olds and 2% of 15 year olds who say that they have never visited a dentist. 
According to their parents, nine in ten children of all ages have visited a dentist in the last 
year and about a third of 5 and 8 year olds first visited a dentist by the age of 2. 

Almost all children have used the NHS to receive dental care, and at least 80% of parents 
across all age groups have reported that they did not have difficulty finding an NHS dentist 
for their children. There has, however, been a marginal increase in the percentage of parents 
reporting that they have experienced difficulty accessing NHS care for their children, up from 
9% in 2003 to 12% in 2013. There has been hardly any change in the overall dental 
attendance patterns since 2003, but a third or more of parents reported that their children 
had not received preventive advice on oral care. Family deprivation is linked to a reduced 
likelihood of regular dental check-ups, attendance within the last 12 months and increased 
likelihood of having experienced difficulties with access to NHS dental services for children. 

Dental anxiety 

For the first time, the survey investigated dental anxiety. About one in eight older children, 
14% of 12 year olds and 10% of 15 year olds, were classified in the extreme anxiety group. 
Anxiety was more common among girls than boys, but there was no link with family 
deprivation. As expected, extremely anxious children were less likely than other children to 
visit a dentist for check-ups, and were more likely to visit a dentist only when they had 
trouble or to have never been to the dentist. The majority of children with extreme dental 
anxiety still reported attending for check-ups. 

Behaviour and risks to oral health 

More than three quarters of older children, 77% of 12 year olds and 81% of 15 year olds, 
reported brushing their teeth twice a day or more often. Girls were more likely to do so than 
boys. Brushing at least twice a day was more common among children not eligible for free 
school meals than those who were eligible. Parents reported similar patterns of tooth 
brushing frequency for younger children. Compared to 2003, there has been a modest 
increase in the proportion of children that brush twice a day or more.  

Recent guidance suggests that tooth brushing should start at around the age of 6 months. 
About a quarter of children first had their teeth brushed when they were older than one year. 
As well as a brush and toothpaste, the majority of children also use other oral hygiene 
products, most often mouthwash (67%). Around 40% use an electric toothbrush.  

Dietary sugar is an important risk factor for dental caries. 16% of 12 year olds and 14% of 15 
year olds consume drinks containing sugar, including energy drinks, four or more times a 
day. Children who were eligible for free school meals were more likely than others to report 
consuming sugary drinks this frequently. Among 15 year olds, 11% said that they currently 
smoked and 37% that they drank alcohol. 

Dental attendance, brushing, diet and smoking were all strongly associated with subjective 
oral health outcomes. Children who attend a dentist for check-ups reported better oral 
health, lower prevalence of toothache and better oral health related quality of life, with lower 
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prevalence of oral impacts. Those who brushed twice a day or more often had better 
perceptions about their dental health and reported lower prevalence of oral impacts than 
those that brushed less often. Consumption of sugary drinks four or more times a day was 
related to increased likelihood of toothache in the last three months, and current smokers 
fared considerably worse than non-smokers in every subjective oral health outcome.  
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1.1 Introduction and methodology 

1.1.1 Introduction 
The 2013 CDH Survey, commissioned by the Health and Social Care Information Centre 
(www.hscic.gov.uk), is the fifth in a series of national children’s dental health surveys that 
have been carried out every ten years since 1973.  

The 2013 survey provides information on the dental health of children in England, Wales and 
Northern Ireland. The survey measures changes in oral health since the last survey in 2003 
and provides information on children's experiences, behaviours and attitudes relevant to 
their oral health. 

One of the strengths of the Children’s Dental Health Survey is the range of behavioural and 
attitudinal information collected about the children taking part in the dental examinations. 
This information not only allows the clinical findings to be placed in wider context, but is 
valuable in its own right. It helps dentists and others working in public health to see oral 
health and dental care from the perspective of children and their families in 2013.  

A major innovation of the 2013 survey was the introduction of the pupil questionnaire for 12 
and 15 year olds, to complement the questionnaire sent out to parents and carers for all age 
groups. This is valuable because the attitudes and behaviours of both children and their 
parents are important in relation to oral health and utilisation of, and demand for, dental care 
services.  

The pupil questionnaire collected a range of information on perceptions and behaviours 
relevant to oral health, and health more generally, from the older children themselves. This 
approach allowed the collection of more accurate data on risk factors for oral health, such as 
sugar, alcohol and tobacco consumption and anxiety about visiting the dentist, than would 
have been possible from asking their parents. Information on subjective outcomes from 
experience of oral health and dental care was also collected; including assessments of 
overall dental health, recent problems with oral health and the impact of oral health on the 
quality of life of the child. 

The parent questionnaire collected, for all age groups, information on dental hygiene, 
parental perceptions of the child’s oral health, the impact of the child’s oral health on the 
family and more detailed information on the dental care experienced by children, including 
satisfaction with and access to services. 

This report contains results from both questionnaires. Where similar data was collected on 
both the pupil and parent questionnaires in relation to the 12 and 15 year olds, usually the 
former is prioritised for those age groups on the assumption that self-reported attitudes, 
perceptions and behaviours are preferable to an assessment by proxy based on partial 
information by another person, even if that person is a parent. On some measures, however, 
it was valid to compare the perceptions of the young person and the adult most responsible 
for their dental care to assess the extent of agreement between the two sources. 

The questionnaire data is largely analysed within age groups, as it would be expected that 
substantial differences in perceptions and behaviours exist between 5, 8, 12 and 15 year 
olds. For some tables, however, particularly in the section on the use of dental services, a 
total column averaging the age groups is provided. Perceptions and behaviours are analysed 
by country, the sex of the child and a measure of their relative socio-economic status. The 

www.hscic.gov.uk
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latter measure, eligibility for free school meals1, is a good proxy for pronounced relative 
income deprivation as only children living in low income families were eligible for free school 
meals at the time of the survey. The report concludes with some analysis of the relationship 
between risk factors for oral health and subjective outcomes for 12 and 15 year olds. 

Many of the statistics in this report are estimates of the percentage of children reporting or 
affected by an experience, behaving a certain way or holding a belief at the time of 
completing the survey, or for a period of time up to and including the time of completing the 
survey. These percentages are generally referred to as the “prevalence” in the population of 
children as they refer to either the point or period prevalence depending on whether the 
reference period was the time of the survey or a period of time up to the survey. 

This report includes some comparisons over time using parent questionnaire data. The 
scope of these comparisons is limited by three issues: the change in survey coverage from 
the United Kingdom to England, Wales and Northern Ireland in 2013: the declining response 
rate to the parent questionnaire in 2003 and 2013 and the change in the consent process in 
2013, which is thought to have introduced the risk of non-response bias into the dental 
examination results for 5 and 8 year olds2. Comparisons over time for 5 and 8 year olds have 
largely been avoided in report 2 for dental examination data, but some comparisons are 
included in this report for behavioural and attitudinal data from the parent questionnaire. 
These trends have been included because of the relative stability of the estimates between 
2003 and 2013, which is in marked contrast to the large changes in evidence in the 
examination data. Nevertheless, it is possible that bias exists in the parent questionnaire 
data in 2003 and 2013, and the trends presented in this report should be interpreted with 
caution as a result. If this bias exists, it is likely that it is in the direction of overestimating 
desirable behaviours and salient experiences, such as tooth brushing frequency, attendance 
at the dentist for a check-up and experience of substantial dental treatment on the part of the 
child taking part in the survey. 

 

1.1.2 Survey methodology 
A representative sample of children aged 5, 8, 12 and 15 years attending state and 
independent schools, including academies and free schools in England but excluding special 
schools, were selected to take part in this survey. A parallel survey of children educated in 
special needs schools has been conducted as part of the NHS epidemiology programme in 
England and the results are expected to be published in 20153. 

A total of 13,628 children were sampled in participating schools, and 9,866 dental 
examinations were completed. Participation rates varied across the age cohorts, broken 
down as follows: 

 5 year olds 70% 

 8 year olds 65% 

 12 year olds 83% 

 15 year olds 74%. 

The requirement for positive written parental consent for the dental examination with 5 and 8 
year olds is likely to have reduced the response from those cohorts. 

                                            
1
 In 2013 when this survey took place, a free school meal was a statutory benefit available only to school aged 

children from families who received other qualifying benefits (such as Income Support) 
2
 See Report 2 introduction for more information on this 

3
 The results are expected to be published on the NHS Dental Epidemiology for England website at 

http://www.nwph.info/dentalhealth/  

http://www.nwph.info/dentalhealth/
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Those 12 and 15 year olds that were examined were asked to complete a questionnaire at 
the same appointment as their examination; 99.6% of them completed it. 

Parents of children who were examined were invited to complete a questionnaire; the overall 
response rate was 43%, with response being higher amongst the parents of 5 and 8 year 
olds, all of whom had already provided written consent for the dental examination. 

Levels of missing data within productive cases were generally low. Item non-response on the 
dental examination was typically below 1% of eligible cases, with the highest non-response 
recorded in relation to trauma to permanent teeth (up to 2.1% of cases). For straightforward 
question formats, item non-response in the pupil and parent questionnaires was generally 
below 2%. Questions using a yes/no grid format for items on a list had the highest item non-
response from both pupils and parents. As the majority of this non-response represented 
failure to tick the ‘no’ codes relevant to the individual, it was assumed that this was the case 
in the production of the derived variables associated with these questions. 

Some tables in this report included multiple items. Usually one base is reported but item 
bases in such tables may vary, usually by less than 1%, due to non-response. 

Further information on the survey design and implementation can be found in the quality 
statement and technical report published alongside this report. 

 

1.1.3 Note on text and tables 
Differences cited in the text are statistically significant (p<0.05) unless otherwise stated. This 
means that there is approximately a 1 in 20 risk that the difference does not exist in reality in 
the population when sampling error is taken into account. 

A dash in a table indicates a zero value, while an asterisk indicates a proportion of less than 
0.5% or a mean of less than 0.05. 

The statistics in the tables are produced using weights that adjust for selection probabilities, 
non-response bias and population totals. The unweighted bases shown in each table 
indicate the number of valid responses on which the estimates are based. Weighted bases 
are presented for some estimates alongside standard errors and confidence intervals in 
Annex A. The weighted and unweighted bases may vary slightly across tables due to item 
non-response. 

Figures presented in parentheses [ ] indicate a low base number of respondents and results 
are indicative only. 
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1.2 Perceptions of dental health and appearance of 
teeth 

Perceptions of dental health and appearance of teeth amongst children are important 
considerations because these factors may be associated with health and wellbeing, with 
demand for treatment and with unmet dental treatment need. In addition, they highlight an 
aspect of dental health that is different but complimentary to that described by the clinical 
oral health indicators from the survey dental examination. As part of the pupil questionnaire, 
12 and 15 year olds were asked to rate how good their general and dental health was. They 
were also asked about their satisfaction with the appearance of their teeth and whether they 
thought they needed to have their teeth straightened. Parents of all age groups were asked 
similar, although not identical, questions about their child’s teeth. 

 

1.2.1 Self-rated dental and general health 
At the start of the pupil questionnaire, 12 and 15 year olds were asked to rate their own 
dental health, and then their general health, using a five point scale from very good to very 
poor. The general health question was asked after the dental health question. 

Table 1.1 shows that, overall, many children rated their dental and general health as good or 
very good. Both 12 and 15 year old children were more likely to rate their general health as 
very good or good compared to their dental health. This is not surprising, as most children 
are in good overall health but many will have experienced issues with their dental health; for 
example one or more fillings or tooth extractions. This difference between self-rated general 
and dental health highlights that children are able to distinguish between these two aspects 
of their health4. 

 

                                            
4
 The percentages of children stating specifically that their dental or general health was ‘poor’ or ‘very poor’ 

were low; for dental health, 4% of 12 year olds and 3% of 15 year olds and for general health 1% in both age 
groups. The remainder said that their dental or general health was ‘fair’. 
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Table 1.1 Percentage of children who rated their dental or general health as good or 
very good, by country 

 
Bases reported in Table 1.1 are based on self-rated dental health 
Unweighted bases may vary due to item non-response 
 

The 15 year olds gave significantly better dental and general health ratings than the 12 year 
olds, with the difference in perceived dental health being much larger than that for general 
health (Table 1.1). The reasons for this are beyond the scope of this report, but it may be 
partly due to the fact that these ages reflect different developmental stages in the lives of 
children, while experience of dental care may have also contributed to the more substantial 
difference in the scores for dental health. There was no relationship between country and 
dental or general health ratings for children of the same age.  

There were strong associations between sex and relative income deprivation, as 
represented by free school meal eligibility, and perceived dental health, but less so for 
perceived general health (Table 1.2).  

For both 12 and 15 year olds, a higher proportion of girls rated their dental health as good or 
very good than boys, but there was no such relationship between sex and perceived general 
health. 

Children who were not eligible for free school meals reported better ratings for their dental 
health than eligible children at both ages. Free school meal eligibility was also associated 
with worse general health ratings among 15 year olds. 

 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Dental Health

England 66 75

Wales 69 70

Northern Ireland 68 75

Total 66 74

General Health

England 85 89

Wales 88 87

Northern Ireland 86 88

Total 85 88

Unweighted bases

England 1,423 1,303

Wales 609 546

Northern Ireland 476 546

Total 2,508 2,395

Children aged 12, 15
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Table 1.2 Percentage of children that rated their dental or general health as good or 
very good, by sex and eligibility for free school meals 

 
Bases reported in Table 1.2 are based on self-rated dental health  
Unweighted bases may vary due to item non-response 
 

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 12 years 15 years

Dental Health

Male 60 68

Female 72 81

Eligible for free school meals 59 64

Not eligible 67 77

General Health

Male 83 90

Female 87 87

Eligible for free school meals 83 83

Not eligible 86 90

Unweighted bases

Male 1,208 1,141

Female 1,300 1,254

Eligible for free school meals 626 504

Not eligible 1,744 1,744
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Figure 1.1 Percentage of 12 and 15 year old children reporting good or very good 
dental health, 2013 

 

 

1.2.2 Satisfaction with appearance of teeth 
In the pupil questionnaire for 12 and 15 year olds, children were asked how satisfied they 
were with the appearance of their teeth on a five point scale between very satisfied and very 
dissatisfied. The question did not provide examples of the concept of “appearance”, so 
children may have prioritised aspects of appearance (e.g. the ‘whiteness’ of their tooth 
enamel, how straight they consider their teeth to be) differently when making the 
assessment. The two ‘satisfied’ answer categories and two ‘dissatisfied’ answer categories 
are grouped in the tables below. 

Overall, about half of 12 year olds and three fifths of 15 year olds were satisfied, while much 
lower proportions (about 1 in 6 children in each age group) were dissatisfied with the 
appearance of their teeth (Table 1.3). There was some variation by country, with higher 
proportions of 12 year olds being satisfied with the appearance of their teeth in Wales and 
Northern Ireland than in England. Overall, 15 year olds were more satisfied than 12 year 
olds, a finding that was driven by the substantial difference between these age groups in 
England. 
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Table 1.3 Percentage of children satisfied or dissatisfied with the appearance of their 
teeth, by country 

 
Remaining responses were in a ‘neither satisfied nor dissatisfied’ category that is not reported here 

 

Around half of 12 year old girls and boys and around three fifths of 15 year old girls and boys 
were satisfied with the appearance of their teeth (Table 1.4). Girls were no more likely to 
report being satisfied with the appearance of their teeth than boys, but they were more likely 
to report being dissatisfied, especially at 12 years old. 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Satisfied 50 61

Dissatisfied 17 15

Wales Satisfied 57 54

Dissatisfied 14 15

Northern Ireland Satisfied 60 61

Dissatisfied 11 15

Total Satisfied 51 60

Dissatisfied 17 15

Unweighted bases

England 1,404 1,300

Wales 604 541

Northern Ireland 472 549

Total 2,480 2,390

Children aged 12, 15
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Table 1.4 Percentage of children satisfied or dissatisfied with the appearance of their 
teeth, by sex 

 
Remaining responses were in a ‘neither satisfied nor dissatisfied’ category that is not reported here 

 

Although there appears to be a consistent pattern of association between satisfaction with 
appearance of teeth and eligibility for free school meals, these differences were not 
statistically significant within age groups, with the exception being that 15 year olds eligible 
for free school meals were more likely to be dissatisfied with the appearance of their teeth 
than children of the same age who were not eligible (Table 1.5).  

 

Table 1.5 Percentage of children satisfied or dissatisfied with the appearance of their 
teeth, by eligibility for free school meals 

 
Remaining responses were in a ‘neither satisfied nor dissatisfied’ category that is not reported here 
 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male

Satisfied 51 58

Dissatisfied 14 13

Female

Satisfied 50 62

Dissatisfied 20 17

Unweighted bases

Male 1,202 1,138

Female 1,278 1,252

Children aged 12, 15

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Eligible for free school meals

Satisfied 47 53

Dissatisfied 20 20

Not eligible

Satisfied 52 63

Dissatisfied 16 14

Unweighted bases

Eligible for free school meals 612 502

Not eligible 1,733 1,741

Children aged 12, 15
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Figure 1.2 Percentage of 12 and 15 year old children reporting dissatisfaction with the 
appearance of their teeth, 2013 
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Table 1.6 shows the relationship between self-rated dental health and satisfaction with the 
appearance of teeth. For both 12 and 15 year olds, two thirds or more of those who rated 
their dental health as very good or good reported satisfaction with the appearance of their 
teeth, and fewer than one in ten of these groups were dissatisfied. Conversely, only around a 
quarter of those who rated their dental health as fair or worse reported satisfaction with the 
appearance of their teeth. Around a third of this group in each age group were dissatisfied.  

This finding suggests that satisfaction with appearance of teeth is likely to be an important 
factor in how children assess their overall dental health. 

 

Table 1.6 Self-rated dental health, by satisfaction with appearance of teeth 

 
 

 

1.2.3 Perceived need for teeth to be straightened 
The 12 and 15 year old children were asked whether they felt their teeth were ‘all right’ as 
they are, or whether they would prefer to have them straightened. Answer categories for 
already being in orthodontic treatment and being unable to make an assessment were also 
provided. The intention of the question was to provide an indication of children’s perception 
of their need for orthodontic treatment. 

Table 1.7 reports the proportions of children wanting their teeth straightened and those 
reporting that they were already in orthodontic treatment. Overall, more than four in ten 12 
year olds wanted their teeth straightened, while another one in ten were already receiving or 
had received orthodontic treatment. Among 15 year olds, a lower proportion (29%) preferred 
to have their teeth straightened. This is likely to be partly due to a higher proportion of 15 
year olds having completed orthodontic treatment.  

A higher proportion of children in Northern Ireland rather than England or Wales were under 
orthodontic treatment, and this was the case in both age groups. For wanting teeth 
straightened, the only difference by country was found in 12 year olds in Wales, where a 
lower proportion wanted their teeth straightened (36%) than children of the same age in 
England and Northern Ireland (45% and 42% respectively).  

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Very good or good dental health

Satisfied with appearance 66 71

Neither satisfied nor dissatisfied 26 20

Dissatisfied with appearance 9 9

Fair or worse dental health

Satisfied with appearance 22 28

Neither satisfied nor dissatisfied 45 41

Dissatisfied with appearance 33 32

Unweighted bases

Very good or good dental health 1,654 1,736

Fair or worse dental health 813 643

Children aged 12, 15
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Table 1.7 Percentage of children wanting their teeth straightened or already in 
orthodontic treatment, by country 

 
 

 
Table 1.8 shows that higher percentages of girls reported that they would prefer their teeth to 
be straightened than boys at both ages, with the difference being particularly large at the age 
of 15. Girls were also more likely to report receiving orthodontic treatment at the age of 12 
than boys. This suggests that the residual demand for orthodontic treatment at the point of 
transition to adulthood is higher for girls than for boys, but also that, where an option of 
orthodontic treatment is available at a younger age, girls may be more likely to pursue 
treatment than boys.  

There is also a strong relationship between eligibility for free school meals and perceived 
need for teeth to be straightened. At both ages, those who were eligible for free school 
meals were considerably more likely to want their teeth straightened than those who were 
not eligible. 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Prefer teeth straightened 45 28

Already in treatment 10 14

Wales Prefer teeth straightened 36 33

Already in treatment 10 14

Northern Ireland Prefer teeth straightened 42 27

Already in treatment 19 22

Total Prefer teeth straightened 44 29

Already in treatment 11 15

Unweighted bases

England 1,417 1,304

Wales 607 541

Northern Ireland 478 548

Total 2,502 2,393

Children aged 12, 15
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The relationship with receiving orthodontic treatment was different. At age 12, fewer of those 
eligible for free school meals reported being under orthodontic treatment compared to the 
rest of the children, but this relationship was not present at the age 15. This may imply that 
children from families eligible for free school meals tend to start orthodontic treatment later 
than children from other families. 

 

Table 1.8 Self-rated need for teeth to be straightened, by sex and eligibility for free 
school meals 

 
 

 

Parents were also asked whether their child was currently receiving orthodontic treatment 
and to rate their child’s orthodontic treatment need in terms of whether they would like their 
child’s teeth to be straightened. 

As would be expected, these issues are not so relevant for the parents of the youngest 
children. Very few parents of 5 year olds considered that their children needed to have their 
teeth straightened and almost none were under orthodontic treatment (Table 1.9). However, 
by age 8, when most children still have a significant number of both permanent and primary 
teeth in their mouth, around a quarter of parents would prefer their children’s teeth to be 
straightened. Only a small proportion of children were reported as being in treatment at that 
age.  

By age 12, around a fifth of children were in treatment, and the parents of another quarter 
preferred their children’s teeth to be straightened. By age 15, both the percentage of children 
in treatment (16%) and the percentage of parents preferring their children’s teeth to be 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male Prefer teeth straightened 41 23

Already in treatment 7 12

Female Prefer teeth straightened 48 35

Already in treatment 14 17

Eligible for free school meals Prefer teeth straightened 58 36

Already in treatment 5 13

Not eligible Prefer teeth straightened 40 25

Already in treatment 12 15

Unweighted bases

Male 1,207 1,142

Female 1,295 1,251

Eligible for free school meals 624 503

Not eligible 1,741 1,743

Children aged 12, 15
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straightened (14%) decreases, as a greater proportion have received orthodontic treatment 
by that age.  

There is little variation by country, although a higher proportion of parents of 15 year olds in 
Wales reported that their children were in orthodontic treatment compared to England. For 
both 12 and 15 year olds, the lowest proportion of children receiving orthodontic treatment 
was in England, potentially indicating the existence of different treatment need thresholds for 
the provision of orthodontic treatment, as there is no evidence to indicate that there were 
epidemiological differences in malocclusion5 between the three countries6. 

 

Table 1.9 Parent reported need for child's teeth to be straightened, by country 

 
 

  

                                            
5
 A malocclusion is a misalignment or incorrect relationship between the teeth of the two dental arches when 

they approach each other as the jaws close. 
6
 See Report 4, Table 4.36 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years

England Prefer them straightened 6 27 26 14

In orthodontic treatment * 3 20 16

Wales Prefer them straightened 6 21 20 19

In orthodontic treatment 1 2 23 26

Northern Ireland Prefer them straightened 6 19 26 13

In orthodontic treatment * 3 29 20

Total Prefer them straightened 6 26 26 14

In orthodontic treatment * 3 21 16

Unweighted bases

England 676 606 497 404

Wales 237 240 237 170

Northern Ireland 317 296 219 228

Total 1,230 1,142 953 802

All parents
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For older children who rated their teeth as “all right”, there was strong agreement from the 
assessment by their parent (where available, Table 1.10). Only around one in fifteen and one 
in twenty parents of 12 and 15 year olds respectively disagreed with their child’s assessment 
and thought that their teeth needed to be straightened.  

There was less agreement between children and their parents for children who preferred 
their teeth to be straightened. For around a third of these 12 year olds, the parent felt their 
child’s teeth were “all right”, increasing to around 50% among 15 year olds. Such 
disagreement may simply indicate different perceptions between parents and children, with 
the former being more relaxed in terms of the appearance of their children’s teeth. On the 
other hand, parental perceptions about need for orthodontic treatment for their children may 
also partly be shaped by considerations around the affordability of treatment, particularly if 
provided privately. 

 

Table 1.10 Parent reported need for orthodontic treatment, by child self-assessment 

 
Table 1.10 does not report on children who said they were in treatment, or those who couldn't make 
an assessment, due to low base sizes 

 

During the survey dental examination, examiners scored the need for orthodontic treatment 
on dental health grounds for 12 and 15 year olds. Table 1.11 shows the relationship between 
this clinical assessment, and the assessment of perceived treatment need reported by 
children in the pupil questionnaire.  

For children who assessed their teeth as ‘all right’, the vast majority of clinical examinations 
also indicated no treatment need on dental health grounds; however, 20% of these 12 year 
olds and 9% of 15 year olds had a clinically determined need for orthodontic treatment. 
Amongst children who would prefer their teeth straightened, just under half of 12 year olds 
and one third of 15 year olds were assessed as having a clinical orthodontic treatment need.  

These findings clearly highlight that clinical assessments and subjective perceptions 
represent two different standpoints when assessing orthodontic treatment need. In both age 
groups, there was a large proportion of children who perceived need for orthodontic 
treatment that would not be considered so on clinical grounds, possibly because they would 
not benefit from receiving treatment. At the same time, there were also considerable 
numbers of children who did not perceive any need for orthodontic treatment who would be 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Self assessment Parent assessment

My teeth are all right Their teeth are all right 86 88

Would prefer them straightened 7 5

Child in treatment 7 7

Would prefer my teeth straightened Their teeth are all right 35 50

Would prefer them straightened 46 42

Child in treatment 18 8

Unweighted bases

Their teeth are all right 355 397

Would prefer their teeth straightened 346 204

Children aged 12, 15 with a parent assessment
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deemed eligible for treatment on clinical grounds. Subjective perceptions and clinical 
assessments are both important factors to consider when determining treatment need as 
malocclusion is not a disease, but rather a deviation from an acceptable population norm7. 

 

Table 1.11 Self-rated need for teeth to be straightened, by orthodontic treatment need 
on dental health grounds 

 
Orthodontic treatment need on dental health grounds assessed using modified IOTN8 

 
  

                                            
7
 See O'Brien C, Benson PE, Marshman Z. “Evaluation of a quality of life measure for children with 

malocclusion”. J Orthod. 2007;34:185–193; or De Baets, Lambrechts , Lemiere, Diya and Willems “Impact of 
self-esteem on the relationship between orthodontic treatment need and oral health-related quality of life in 11- 
to 16-year-old children”, European Journal of Orthodontics 34, 2012, 731-737. 
8
 http://www.bos.org.uk/Public-Patients/Orthodontics-For-Children-Teens/Fact-File-FAQ/What-Is-The-IOTN  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

My teeth are all right

Treatment need 20 9

No treatment need 80 91

Prefer to have them straightened

Treatment need 45 33

No treatment need 55 67

Unweighted bases

My teeth are all right 823 1,005

Prefer to have them straightened 1,039 713

Children aged 12, 15

http://www.bos.org.uk/Public-Patients/Orthodontics-For-Children-Teens/Fact-File-FAQ/What-Is-The-IOTN
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1.3  The impact of dental health problems on the 
quality of life of children and the family 

In the questionnaire for 12 and 15 year olds, there were also questions about their 
experience of dental health problems and the impact of oral conditions on their quality of life. 
This was done for the first time in the 2013 survey and was one of the key issues identified 
through the public health consultation exercise with major stakeholders. Data on oral health 
related quality of life was collected through a global item (single question), and by using the 
Child Oral Impacts on Daily Performances (Child-OIDP) measure9. The single question on 
overall impact asked children how much the condition of their teeth and mouth affected their 
everyday life in the 3 months prior to the survey, with answer options of ‘not at all’, ‘a little’, 
‘somewhat’, ‘a fair amount’ and ‘a great deal’. The Child-OIDP measure focuses on eight key 
aspects of daily life and assesses the extent to which oral conditions may have negatively 
affected daily life over the same three month period. Answer options for each question were 
‘not at all’, ‘a little’, ‘a fair amount’ and ‘a lot’. 

 

1.3.1 Self-reported problems with dental health 
At both ages, around two thirds of 12 and 15 year olds reported experiencing at least one 
problem with their dental health in the past 3 months (68% and 66% respectively, Table 
1.12). These proportions are quite substantial considering the short period used in the 
question and indicate that oral health problems are not an uncommon experience, even 
though a substantial majority of children assess their overall dental health as good or very 
good.  

The most commonly reported condition at both ages was a sensitive tooth, with around a 
third of children having experienced this. Mouth ulcers and bad breath were experienced by 
around a fifth of children at both ages. Toothache, which is a more serious problem, and 
bleeding or swollen gums were reported somewhat less commonly, but still by more than 
15% of children, while experience of broken teeth was less common. 

There were no noteworthy differences by country, except that 12 year olds in Northern 
Ireland were more likely to report having experienced at least one problem in the last 3 
months than children of the same age in England. 

 

  

                                            
9
 See Gherunpong S, Tsakos G, Sheiham A. “Developing and evaluating an oral health-related quality of life 

index for children; the CHILD-OIDP”. Community Dental Health 2004; 21: 161-169. 
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Table 1.12 Self-reported problems with dental health in the last 3 months, by age and 
country 

 
The base reported is for the 'any problem' item. Other item bases may vary due to non-response. 
Items are placed in descending order of prevalence for 12 year olds, then in the same order for 15 
year olds 

 

  

England, Wales and Northern Ireland, 2013 Percentages

England Wales Northern Ireland Total

12 year olds Any problem 68 71 72 68

Sensitive tooth 32 32 34 32

Mouth ulcers 19 23 19 20

Bad breath 20 22 20 20

Toothache 19 18 14 18

Bleeding or swollen gums 16 12 18 16

Broken tooth 8 8 7 8

15 year olds Any problem 66 68 67 66

Sensitive tooth 34 40 34 34

Mouth ulcers 20 23 20 20

Bad breath 18 18 16 18

Toothache 15 17 14 15

Bleeding or swollen gums 17 17 20 17

Broken tooth 4 9 8 5

Unweighted bases

12 year olds 1,422 611 482 2,515

15 year olds 1,305 546 550 2,401

Children aged 12, 15
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The likelihood of children reporting having experienced at least one problem over the last 
three months did not differ by sex or deprivation status, but there were some significant 
differences in the specific problems (Table 1.13).  

More girls reported having experienced toothache than boys at both ages, while bad breath 
was reported by more 15 year old boys than girls of the same age. Toothache may be 
related to differences in dental caries between boys and girls, while the differences in bad 
breath are more linked to oral hygiene practices. 

Children who were eligible for free school meals reported considerably higher prevalence of 
toothache in the past 3 months compared to those that were not eligible at both ages. Free 
school meal eligibility was also associated with higher prevalence of bleeding or swollen 
gums among 12 year olds. In contrast, mouth ulcers were reported by higher proportions of 
the 12 year old children who were not eligible for free school meals. 

  

Table 1.13 Self-reported problems with dental health in the last 3 months, by sex and 
eligibility for free school meals 

 
The base reported is for the 'any problem' item. Other item bases may vary due to non-response. 
Items are placed in descending order of prevalence for 12 year olds then in the same order for 15 
year olds 

 

  

England, Wales and Northern Ireland, 2013 Percentages

Male Female Eligible for free 

school meals

Not eligible

12 year olds Any problem 66 70 68 68

Sensitive tooth 31 34 29 33

Mouth ulcers 21 18 12 21

Bad breath 22 17 16 21

Toothache 15 21 25 16

Bleeding or swollen gums 15 16 21 14

Broken tooth 7 10 12 7

15 year olds Any problem 64 68 73 65

Sensitive tooth 31 37 40 33

Mouth ulcers 19 22 16 21

Bad breath 22 15 22 18

Toothache 11 19 23 13

Bleeding or swollen gums 17 18 19 16

Broken tooth 4 5 7 4

Unweighted bases

12 year olds 1,211 1,304 631 1,746

15 year olds 1,145 1,256 505 1,750

Children aged 12, 15
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As expected, children who reported that their dental health was fair or worse had a higher 
likelihood of reporting dental health problems in the last 3 months than children who reported 
that their dental health was good or very good (Table 1.14 and Figure 1.3). This was the 
case for all dental health problems, and for both age groups with the exception of mouth 
ulcers at 12 and 15 years and a sensitive or broken tooth among 12 year olds.  

Many children that reported good dental health, however, also reported recent oral health 
problems. Overall, 79% of the 12 year olds with fair or worse dental health reported at least 
one of these dental health problems in the past 3 months, while among those reporting good 
or very good dental health the figure was 63%. The situation among 15 year olds was almost 
exactly the same; 79% of those with fair or worse and 61% of those with good or very good 
self-rated dental health reported at least one dental health problem in the past 3 months. 

 

Table 1.14 Self-reported problems with dental health in the last 3 months, by self-rated 
dental health 

 
The base reported is for the 'any problem' item. Other item bases may vary due to non-response. 

 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Good or very good Fair or worse Good or very good Fair or worse

Any problem 63 79 61 79

Sensitive tooth 30 36 32 40

Mouth ulcers 18 22 21 17

Bad breath 13 31 14 31

Toothache 16 23 13 22

Bleeding or swollen gums 11 26 14 27

Broken tooth 8 10 3 10

Unweighted bases 1,674 823 1,742 648

      12 years       15 years
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Figure 1.3 Percentage of 12 and 15 year old children reporting problems in the last 3 
months, by self-rated dental health, England, Wales and Northern Ireland, 2013 

 

  

1.3.2 Parent-reported problems with dental health 
While 12 and 15 year olds provided their own perceptions about their dental health and 
related problems, this was not possible for the younger ages (5 and 8 years) and the only 
relevant information was provided by the parents that returned a questionnaire. Parental 
reports for children of these ages are likely to be more accurate than for parents of older 
children, because of the greater involvement of parents in the dental hygiene regime of 
young children. The data from parents of 12 and 15 year olds is not reported in this section 
as different periods of time were used in the questions for pupils and parents, and children 
can experience many of the problems measured without their parents being aware of them. 

Overall, just over a third of 5 year olds (37%) and just over a half of 8 year olds (55%) were 
reported to have experienced dental health problems in the past 6 months (Table 1.15). 
There was some variation between the different countries, with lower proportions of 8 year 
olds reported as having dental health problems in Northern Ireland than in England. 

According to the reports from parents of 5 year old children, toothache, another pain in their 
mouth or bad breath were each experienced by just over one in eight of the children in the 
last 6 months, while other problems were less frequent. The same three problems were 
more prevalent among 8 year old children, with nearly one in five affected. For 8 year olds, 
10% to 15% had problems with the appearance of their teeth, a broken tooth or bleeding or 
swollen gums over the same time period, with the remaining problems being less commonly 
reported.  
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There were generally small differences between the three countries for the specific 
problems, with the exception that 8 year olds in England were more likely to report problems 
with appearance than 8 year olds in Wales or Northern Ireland.  

 

Table 1.15 Parent reported problems with child's dental health in the last 6 months, by 
country 

 
The base reported is on the ‘any problem’ item. Item bases may vary due to non-response 

 

  

England, Wales and Northern Ireland, 2013 Percentages

England Wales Northern Ireland Total

5 year olds Any problem 37 39 33 37

Toothache 14 14 13 14

Other pain in mouth 13 15 10 13

Bad breath 12 17 10 13

Broken tooth 5 5 2 5

Problems with appearance 5 7 3 5

Bleeding or swollen gums 3 3 1 3

Other problems with teeth or mouth 3 4 2 3

Problems caused by dental treatment - - 1 *

8 year olds Any problem 56 50 46 55

Other pain in mouth 20 21 19 20

Toothache 18 18 16 18

Bad breath 18 16 14 18

Problems with appearance 16 6 7 15

Broken tooth 12 5 7 11

Bleeding or swollen gums 10 8 9 10

Other problems with teeth or mouth 2 1 2 2

Problems caused by dental treatment 1 - 1 1

Unweighted bases

5 year olds 689 242 321 1,252

8 year olds 623 245 303 1,171

Children aged 5, 8
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There was no relationship between sex and reported experience of at least one of these 
dental health problems in the past 6 months. Looking at specific dental health problems, girls 
had a worse experience than boys for “other pain in the mouth” at the age of 5 and for 
bleeding or swollen gums at the age of 8 (Table 1.16). 

Among 5 year olds, 49% of those eligible for free school meals and 34% of those not eligible 
were reported by their parents to have experienced a dental health problem in the past 6 
months. The apparent difference for 8 year olds was not statistically significant. More 
concerning is that among 5 year olds, those eligible for free school meals had a greater 
prevalence of reported toothache than those not eligible. This indicates that relative income 
deprivation is reflected in the oral health of the more deprived groups in the population. 

 

Table 1.16 Parent reported problems with child's dental health in the last 6 months, by 
sex and eligibility for free school meals 

 
Item bases may vary due to non-response 
 
 
 
 
 

England, Wales and Northern Ireland, 2013 Percentages

Male Female
Eligible for free 

school meals
Not eligible

5 year olds Any problem 33 41 49 34

Toothache 15 14 27 11

Other pain in mouth 10 16 17 12

Bad breath 11 14 12 13

Broken tooth 5 5 9 4

Problems with appearance 6 5 10 5

Bleeding or swollen gums 3 3 6 3

Other problems with teeth or mouth 4 3 6 3

Problems caused by dental treatment - 1 * *

8 year olds Any problem 52 58 65 54

Other pain in mouth 19 22 22 19

Toothache 18 18 23 17

Bad breath 17 19 15 19

Problems with appearance 12 18 11 16

Broken tooth 10 13 15 11

Bleeding or swollen gums 4 16 12 9

Other problems with teeth or mouth 2 2 5 2

Problems caused by dental treatment 1 * 4 *

Unweighted bases

5 year olds 615 637 207 1,009

8 year olds 579 592 153 984

Children aged 5, 8
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1.3.3 Impact of dental health on the Child 
As previously described in the introduction to section 1.3, the pupil questionnaire contained 
one question that provided an overall assessment of the impact of oral conditions on the 
quality of life of the children. Overall, about one quarter of 12 year olds (25%) and 15 year 
olds (24%) reported that the condition of their teeth and mouth had some effect on their 
everyday life in the last 3 months (that is, they answered ‘a little’, ‘somewhat’, ‘a fair amount’ 
or ‘a great deal’ to this overall measure) (Table 1.17). Around one in twenty 12 and 15 year 
olds answered ‘somewhat’, ‘a fair amount’ or ‘a great deal’ (4% and 5% respectively, data 
not shown). 

There was no variation in the proportion reporting any negative impact by country or sex. 
Children eligible for free school meals were more affected compared to those not eligible for 
free school meals, particularly among 15 year old children, with 33% of those eligible and 
22% of those not eligible reporting an impact from their oral health on their everyday life.  

 

Table 1.17 Percentage of children reporting any negative impact from their oral health 
on everyday life in the last 3 months, by country, sex and eligibility for free school 
meals 

  

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 12 years 15 years

England 25 24

Wales 22 25

Northern Ireland 23 21

Male 26 22

Female 24 25

Eligible for free school meals 29 33

Not eligible 24 22

Total 25 24

Unweighted bases

England 1,407 1,303

Wales 601 541

Northern Ireland 470 543

Male 1,198 1,140

Female 1,280 1,247

Eligible for free school meals 622 498

Not eligible 1,720 1,743

Total 2,478 2,387
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The Child-OIDP measure allows a more in-depth assessment of oral impacts and their effect 
on the quality of life of the children. Children who provided responses of ‘a little’, ‘a fair 
amount’ or ‘a lot’ were grouped to provide an estimate of the percentage of children suffering 
from each difficulty in the last 3 months.  

Overall, slightly more than half (58%) of 12 year olds and slightly fewer than half (45%) of 15 
year olds reported experiencing at least one oral impact in the past 3 months (Table 1.18). In 
the same reference period, around one fifth of 12 year olds (22%) and 15 year olds (19%) 
reported that they experienced difficulty eating due to problems with their teeth and mouth, 
while 22% of 12 year olds and 14% of 15 year olds reported difficulty cleaning their teeth. 
Dental health problems have also considerably affected the psychological and social aspects 
of quality of life. In that respect, around one third (35% of 12 year olds and 28% of 15 year 
olds) reported being embarrassed to smile or laugh due to the condition of their teeth and 
mouth in the past 3 months, showing the importance of oral health on the child’s self-
perception. And for some children, around one in ten, the state of their teeth and mouth 
affected them to the extent that they felt different, had difficulty relaxing, found it difficult to 
enjoy themselves being with other people or reported difficulty speaking. A lower impact was 
observed for the question on schoolwork, where oral health does not seem to have a 
considerable detrimental effect. These findings highlight that oral conditions negatively affect 
both the functional but also the psychological and more social aspects of the daily life of 
older children. 

 

Table 1.18 Percentage of children with difficulties in the last 3 months, by age 

 
The bases reported here are based on 'any difficulty in the last 3 months'. Item bases may vary due 
to non-response 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 12 years 15 years

Any difficulty in last 3 months 58 45

Difficulty eating 22 19

Difficulty speaking 9 8

Difficulty cleaning teeth 22 14

Difficulty relaxing 10 9

Felt different 14 10

Embarrassed smiling or laughing 35 28

Difficulty doing schoolwork 6 3

Difficulty enjoying being with people 9 8

Number of difficulties in last 3 months

0 43 55

1 27 20

2+ 30 25

Unweighted bases 2497 2389
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The proportion of children reporting oral health impacts on quality of life varied by country, 
with 15 year olds in Wales reporting this more often than children of the same age in 
England and Northern Ireland (Table 1.19).  

 

Table 1.19 Number of difficulties in the last 3 months, by country 

 
The bases reported here are based on 'any difficulty in the last 3 months'. Item bases may vary due 
to non-response. 

 

In terms of differences by sex, 15 year old girls were affected in greater proportions than 
boys, 50% compared to 40%, and this difference was reflected in the group with the higher 
burden of oral impacts, that is those that reported 2 or more oral impacts in the last 3 months 
(Table 1.20). 

Similar associations were found between income deprivation and likelihood of reporting oral 
impacts, with 53% of 15 year olds eligible for free school meals and 43% of those not eligible 
reporting at least one impact. 

Focusing on the children who reported experiencing multiple difficulties, the differences 
relating to income deprivation were substantial and extended to both ages. Among 12 year 
olds, 39% of those eligible for free school meals but only 28% of those non-eligible reported 
two or more oral impacts in the past 3 months, while the respective figures among 15 year 
olds were 32% and 23%. These results highlight that oral health is more likely to have a 
profound negative effect on quality of life among children whose families are relatively 
deprived, further demonstrating the importance that should be placed on addressing social 
inequalities in oral health. 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Any 

difficulty

One 

difficulty

2 or more 

difficulties

Any 

difficulty

One 

difficulty

2 or more 

difficulties

England 58 27 30 45 20 25

Wales 52 22 29 54 27 27

Northern Ireland 58 26 30 46 21 24

Total 58 27 30 45 20 25

Unweighted bases

England 1,412 1,303

Wales 605 539

Northern Ireland 480 547

Total 2,497 2,389

12 years 15 years
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Table 1.20 Number of difficulties in the last 3 months, by sex and free school meal 
eligibility 

 
The bases reported here are based on 'any difficulty in the last 3 months'. Item bases may vary due 
to non-response. 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Any 

difficulty

One 

difficulty

2 or more 

difficulties

Any 

difficulty

One 

difficulty

2 or more 

difficulties

Male 56 28 28 40 20 20

Female 59 26 33 50 21 29

Eligible for free school meals 62 23 39 53 21 32

Not eligible 56 27 28 43 20 23

Unweighted bases

Male 1,207 1,140

Female 1,290 1,249

Eligible for free school meals 626 503

Not eligible 1,734 1,740

12 years 15 years
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1.3.4 Impact of dental health on the family 
Another innovation of this survey was asking about the impact of the dental health of the 
child on family life. A series of questions, mostly extracted from the Family Impact Scale10, 
asked parents to rate how that child’s oral health had affected various aspects of family life in 
the last six months. The following five answer options were provided: ‘never’, ‘once or twice’, 
‘sometimes’, ‘often’ or ‘every day or almost every day’. Any answer other than ‘never’ was 
taken as demonstrating an impact. 

Approximately one fifth to one third of parents reported that the dental health problems of 
their child had a negative impact on family life over that period (Table 1.21). The most 
commonly reported impacts on family were about the parents taking time off work, parents 
feeling stressed or anxious, the child needing more attention, and parents feeling guilty. 

Taking time off work due to their child’s oral health was very common among the parents of 
12 and 15 year olds; around one in five parents reported this impact. This could indicate a 
considerable “hidden” economic cost associated with children’s oral health that is relevant for 
planning dental treatment services. Parents taking time off work is less common for younger 
children. It is not clear exactly why this is, but it may relate to lower dental treatment need 
amongst younger children, and it may be that there is a higher likelihood of one parent being 
at home when children are younger.  

 

Table 1.21 Percentage of parents reporting impacts on family life in the last 6 months, 
by age 

 
The bases reported here are based on 'any family impact'. Item bases may vary due to non-response 

  

  

                                            
10

 See Locker D, Jokovic A, Stephens M, Kenny D, Tompson B, Guyatt G. “Family impact of child oral and oro-
facial conditions”. Community Dent Oral Epidemiol. 2002;30 (6):438-48. 

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years

Any family impact 21 32 32 35

Time off work 7 12 19 23

Child needed more attention 11 16 14 15

Parent felt stressed or anxious 11 18 15 13

Parent felt guilty 8 13 11 11

Family activities interrupted 5 5 6 8

Parent's sleep disrupted 7 10 7 6

Financial difficulties 2 2 3 4

Unweighted bases 1,227 1,156 955 810
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A lower percentage of parents of eight year olds reported a family impact in Northern Ireland 
than children of the same age in England, but no other statistically significant differences 
were observed relating to country. 

 

Table 1.22 Percentage of parents reporting any impact on family life in the last 6 
months, by age and country 

 
 

Similarly, there was no relationship between sex and relative income deprivation and the 
likelihood of reporting a family impact in the last 6 months, with the exception that parents of 
8 year old girls were more likely to report an impact than parents of boys at the same age 
(36% vs. 28%, Table 1.23). 

 

Table 1.23 Percentage of parents reporting any impact on family life in the last 6 
months, by sex and free school meal eligibility 

 
 
  

  

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years

England 21 33 32 35

Wales 26 32 30 41

Northern Ireland 16 24 33 37

Total 21 32 32 35

Unweighted bases

England 676 614 497 405

Wales 235 242 240 171

Northern Ireland 316 300 218 234

Total 1,227 1,156 955 810

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years

Male 23 28 33 34

Female 19 36 31 37

Eligible for free school meals 26 38 37 37

Not eligible 18 32 30 35

Unweighted bases

Male 602 577 494 395

Female 625 579 461 415

Eligible for free school meals 200 152 153 108

Not eligible 993 971 765 659
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1.4  Use and experience of dental care services 

Questions on the use and experience of dental care services have appeared in previous 
CDH Surveys. These are very important as they provide a good account of the pattern of 
dental services utilisation, and also of how children and parents feel about using the services 
available. It is important context that most NHS treatment for children, including check-ups, 
is free of cost at the point of use; although the costs of getting to the dentist will vary. 
Information on service use has considerable implications for the dental health of children and 
the resources the NHS puts towards addressing and preventing oral health problems. 

 

1.4.1 Pattern of dental attendance 
Overall, just over 80% of 12 and 15 year olds reported that they attended the dentist for a 
check-up (Table 1.24). This is encouraging as attending the dentist for a check-up allows for 
an earlier detection and treatment of potential dental problems and at the same time 
facilitates the role of the dental care teams in prevention and health promotion.  

This still means around a fifth of children are not attending for dental check-ups, and 3% of 
12 year olds and 2% of 15 year olds reported that they had never visited the dentist. 

In England 12 year olds were less likely to report attending the dentist for a check-up 
compared to children of the same age in Wales and Northern Ireland. A similar, although not 
statistically significant, relationship was apparent in 15 year olds.  

 

Table 1.24 Self-reported dental attendance pattern, by country 

 
 

 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

England Wales Northern 

Ireland

Total England Wales Northern 

Ireland

Total

For a check-up 81 87 89 81 82 87 86 82

Only when have trouble 16 11 10 15 16 12 13 16

Never been 3 1 * 3 2 1 1 2

Unweighted bases 1,410 603 478 2,491 1,297 539 544 2,380

12 years 15 years
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There was little variation in the self-reported pattern of dental attendance by sex, but income 
deprivation negatively influences dental attendance. Much higher proportions of children who 
were not eligible for free school meals attend for check-up compared to those that were 
eligible (Table 1.25). Children from the more deprived families were more likely to report 
going to the dentist when in trouble with their teeth at both 12 and 15 years of age, and more 
likely to say they had never been to the dentist at the age of 12. One third to one fourth of 
the more deprived adolescents do not benefit as much as possible from the available dental 
care services, and tend to miss the opportunity for prevention and early detection of dental 
problems.  

 

Table 1.25 Self-reported dental attendance pattern, by sex and free school meal 
eligibility 

 
 

Table 1.26 presents the dental attendance pattern reported by 12 and 15 year old children 
across England, Wales and Northern Ireland, by whether their home address was classified 
as being in a rural or urban area. Children living in urban areas were less likely to report 
attending the dentist for a check-up than children whose home addresses were in rural 
areas.  

 

Table 1.26 Self-reported dental attendance pattern, by urban/rural location1 of the 
child's home address  

 
1 Defined using the urban/rural classifications for England and Wales, and Northern Ireland 
Bases include only cases where the classification could be linked to the child's home address 
 

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Check up Only when have 

trouble

Never been Check up Only when have 

trouble

Never been

Male 80 16 4 80 18 2

Female 83 15 2 85 14 2

Eligible for free school meals 66 27 7 74 23 3

Not eligible 86 12 2 85 13 2

Unweighted bases

Male 1,203 1,137

Female 1,288 1,243

Eligible for free school meals 622 499

Not eligible 1,732 1,735

12 years 15 years

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 Rural Urban

For a check up 91 79

Only when have trouble 8 18

Never been to the dentist 1 3

Unweighted bases 1,129 3,535
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Looking at the same issue through parent reports (Table 1.27 and Table 1.28), it is possible 
to assess dental attendance patterns for the 5 and 8 year old children in 2013, and compare 
over time for all age groups.  

Overall, 89% of 5 year olds and 94% of 8 year olds are reported by their parents to be 
visiting the dentist for a check-up (Table 1.27). 

There has been little change in dental attendance patterns across England, Wales and 
Northern Ireland since 2003. The observed reduction in the percentage of 12 and 15 year 
olds attending for a check-up was small, and not statistically significant. 

 

Table 1.27 Parent reported pattern of child dental attendance, by country 

 
1For the 2003 data, the question categories ‘regular check-up’ and ‘occasional check-up’ were 
combined for comparison to the 2013 category ‘for a check-up’) 

  

England, Wales and Northern Ireland, 2003-2013 Percentages

All parents

2003 2013 2003 2013 2003 2013 2003 2013

England

For a check-up
1

89 88 94 94 95 91 95 92

Only when have trouble with teeth 4 6 3 5 4 9 5 7

Never been to the dentist 7 6 2 1 1 * * 1

Wales

For a check-up
1

92 95 93 98 95 90 94 95

Only when have trouble with teeth 3 1 5 1 5 9 6 5

Never been to the dentist 5 4 2 1 - 1 - *

Northern Ireland

For a check-up
1

92 97 96 97 96 98 92 94

Only when have trouble with teeth 4 1 3 3 4 2 8 4

Never been to the dentist 4 3 1 - - - - 3

Total

For a check-up
1

90 89 94 94 95 91 94 92

Only when have trouble with teeth 4 5 3 5 4 9 5 7

Never been to the dentist 6 6 2 1 1 * * 1

Unweighted bases

England 547 678 547 616 455 504 358 404

Wales 217 236 191 243 165 238 140 171

Northern Ireland 112 319 128 302 100 220 87 235

Total 876 1,233 866 1,161 720 962 585 810

12 years 15 years5 years 8 years
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For children aged 5 years, the proportion visiting for a check-up was higher for those not 
eligible for free school meals compared to those eligible, but there was no variation by sex in 
both age groups or by income deprivation among 8 year olds (Table 1.28). 

 

Table 1.28 Parent report of child’s dental attendance pattern, by sex and eligibility for 
free school meals 

 

 
  

England, Wales and Northern Ireland, 2013 Percentages

All parents
Male Female

Eligible for free 

school meals
Not eligible

5 year olds Check-up 88 89 81 91

Only when have 

trouble/Never been

12 11 19 9

8 year olds Check-up 93 95 92 94

Only when have 

trouble/Never been

7 5 8 6

12 year olds Check-up 92 90 78 94

Only when have 

trouble/Never been

8 10 22 6

15 year olds Check-up 93 91 86 92

Only when have 

trouble/Never been

7 9 14 8

Unweighted bases

5 year olds 605 628 205 993

8 year olds 573 588 150 977

12 year olds 499 463 155 771

15 year olds 394 416 108 659
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Table 1.29 shows a comparison of the children self-reports, and the parental reports for 
those aged 12 and 15 years, where both assessments were available. There was a high 
level of agreement when children said that they attended for a check-up, with 99% of parents 
agreeing with that assessment. There was less, although still substantial, agreement when 
children said that they only went to the dentist when they had trouble with their teeth, or had 
never been. Nearly two thirds of the parents (63%) agreed with this assessment, but more 
than a third (37%) stated that their child attended for a check-up. These results show that 
parent and child recall and reporting of the children’s dental attendance pattern do not 
always agree.  

 

Table 1.29 Parent reported child dental attendance pattern versus self-reported dental 
attendance pattern 

 
 

Table 1.30 compares the dental attendance pattern of the parent and the attendance of the 
child (as reported by the same parent). The data shows that the dental attendance pattern of 
the parent and that of their child were strongly related when the pattern was favourable, but 
were quite different in cases where the parent was not attending for a check-up.  

Almost all parents that go for a regular check-up at the dentist also reported that their 
children attend the dentist for a check-up, the same is the case for the vast majority of those 
parents that reported going for an occasional check-up; between 71% and 84% of their 
children (for the different ages) go for a dental check-up. On the other hand, just over half of 
children whose parents do not attend the dentist for a check-up were reported by their 
parents to be attending for a check-up. 

 

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 with a parent assessment

Check-up
Only when have 

trouble / Never been

Parent reported child dental attendance pattern

Check-up 99 37

Only when have trouble / Never been 1 63

Unweighted bases 1,602 153

Self-reported dental attendance
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Table 1.30 Parent's own attendance at the dentist, by child attendance 

 
 

 

1.4.2 Age of first visit to the dentist 
Table 1.31 presents 2003 and 2013 data for the age at which 5 and 8 year old children in 
England, Wales and Northern Ireland first visited the dentist. This data was collected from 
parents, and the analysis is restricted to children of these age groups for two main reasons. 
Firstly, parents of 12 and 15 year olds are less likely to have provided accurate responses, 
given the time elapsed in most cases between the first visit and the survey. Secondly, the 
pattern of change over time is probably of most interest for the youngest children, as any 
recent public health initiatives aimed at reducing the age at which children first visit the 
dentist is most likely to have influenced the parents of the youngest children. 
 
Between 1983 and 2003, the percentage of 5 and 8 year old children in the United Kingdom 
who had visited the dentist by the age of two increased substantially from 7% and 8% 
respectively in 1983 to 31% and 33%11 in 200312. There is little evidence of a change in 
England, Wales and Northern Ireland since 2003, however, with around a third of 5 and 8 
year old children (30% and 34% respectively) first attending by two years of age in 2013. 
 

                                            
11

 Table 1.31 shows data for England, Wales and Northern Ireland and not UK total, therefore the figures of 
31% and 33% in this text will not match Table 1.31. 
12

 See pg. 3 “Patterns of Care and Service Use” available from http://www.ons.gov.uk/ons/guide-
method/method-quality/specific/health-methodology/dental-health/dental-health-of-children/index.html  

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years

Adult attendance (responder) Child attendance

A regular check up For a check-up 97 99 97 100

Only when have trouble / 

Never been
3 1 3 *

An occasional check up For a check-up 83 84 84 71

Only when have trouble / 

Never been
17 16 16 29

For a check-up 53 58 59 55

Only when have trouble / 

Never been
47 42 41 45

Unweighted bases

A regular check up 937 945 785 661

An occasional check up 144 112 76 59

Trouble/ I don't go 144 96 99 85

All parents

Only when I have trouble / I don't 

go to the dentist

http://www.ons.gov.uk/ons/guide-method/method-quality/specific/health-methodology/dental-health/dental-health-of-children/index.html
http://www.ons.gov.uk/ons/guide-method/method-quality/specific/health-methodology/dental-health/dental-health-of-children/index.html
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Table 1.31 Age at which child first visited the dentist, by age 

 
 

 

1.4.3 Last visit to the dentist 
In all four age groups, around 9 out of 10 children had visited the dentist in the last 12 
months according to their parents (Table 1.32). There was very little evidence of a change 
between 2003 and 2013 in the percentage of children reported to have attended the dentist 
in the last 12 months. 
 
In terms of differences by country in 2013, a lower proportion of 15 year olds in England 
were reported to have visited the dentist in the last 12 months compared to those in Wales 
and Northern Ireland. The parents of 12 year olds in Northern Ireland were more likely to 
report their child having visited the dentist in the last 12 months compared to those in 
England and Wales. 
 

Table 1.32 Percentage of children who visited the dentist in the last 12 months, by 
country 

 
 

England, Wales and Northern Ireland, 2003-2013 Percentages

All parents of children aged 5, 8

2003 2013 2003 2013

Under 2 years 29 30 32 34

Under 3 years 51 57 52 56

Later than 3 years 42 37 46 43

Never been 6 6 2 1

Unweighted bases 883 1,220 868 1,141

 5 years    8 years

England, Wales and Northern Ireland, 2003-2013 Percentages

All parents

2003 2013 2003 2013 2003 2013 2003 2013

England 86 87 93 92 92 90 88 90

Wales 89 91 94 96 94 89 93 96

Northern Ireland 94 94 94 97 92 97 93 95

Total 87 87 93 92 92 90 89 90

Unweighted bases

England 553 681 547 620 456 503 358 407

Wales 218 240 193 244 165 239 140 172

Northern Ireland 112 320 128 302 101 221 88 235

Total 883 1,241 868 1,166 722 963 586 814

5 year olds 8 year olds 12 year olds 15 year olds
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In 2013, there was no statistically significant variation in the percentage attending the dentist 
in the last 12 months by sex, but eligibility for free school meals was associated with lower 
likelihood of dental attendance in the past 12 months amongst 5 and 12 year olds (Table 
1.33). Taken together with the fact that free school meals eligibility is also associated with a 
lower prevalence of visiting for a check-up at age 5 (Table 1.28), this indicates the need to 
focus on improving dental attendance patterns among very young children from relatively 
deprived families. 
 
 

Table 1.33 Percentage of children who visited the dentist in the last 12 months, by sex 
and eligibility for free school meals 

 
 

Nearly all of these visits to the dentist were on the NHS (Table 1.34). This reflects the fact 
that NHS dental treatment for children is free. Only around 5% of these visits were paid for, 
either at the point of use, by insurance or a combination of the two. 

The parents of older children were slightly more likely to have paid for the last visit to the 
dentist, which is likely to partly reflect orthodontic treatment that was not being provided by 
the NHS. The differences by age were small. The differences by country were also 
negligible, so figures are reported for England, Wales and Northern Ireland combined. 

A slightly different, and not directly comparable, question about ever paying for treatment 
was asked in 2003 survey. Then, around 6% of parents of 15 year olds in the UK said that 
they had ever paid for treatment reducing down to 1% of parents of 5 year olds. 

 

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years

Male 86 93 92 92

Female 89 91 89 88

Eligible for free school meals 79 88 82 86

Not eligible 89 93 92 91

Unweighted bases

Male 610 575 500 397

Female 631 591 463 417

Eligible for free school meals 204 153 155 108

Not eligible 1,001 979 772 663
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Table 1.34 Percentage of children paying for dental treatment, by age 

 
 

 

1.4.4 Access to NHS dental treatment services 
Access to NHS dentistry has consistently been an issue of interest and it was also an area of 
focus for this survey. There was little variation in the figures by the age of the child, so the 
figures are reported at country level only. 

More than 8 out of 10 parents in 2013 reported that they had never experienced a difficulty 
finding an NHS dentist for their children (Table 1.35). The percentage of parents reporting 
this was higher in Northern Ireland than in England or Wales. 

Despite a large majority of parents reporting that they had never experienced any difficulty 
finding an NHS dentist in 2013, the percentage reporting having ever experienced a difficulty 
has increased slightly, from 9% in 2003 to 12% in 2013. This was driven by an increase in 
parents giving this response in Wales and Northern Ireland; the change over time in England 
was not statistically significant. 

 

Table 1.35 Ever had difficulty finding an NHS dentist, by country 

 
 

As would be expected, there was no relationship between the sex of the child and difficulty 
finding an NHS dentist (Table 1.36). Parents of children who were eligible for free school 
meals, however, were more likely to report having experienced a difficulty finding an NHS 
dentist than those not eligible for free school meals. 
 

England, Wales and Northern Ireland, 2013 Percentages

All parents whose child had visited the dentist 5 years 8 years 12 years 15 years Total

It was free (on the NHS) 96 97 94 92 95

I paid for it 1 3 3 5 3

Some was free, some was paid for 1 * 2 1 1

The cost was covered by family dental insurance 2 1 1 1 1

Some on insurance, some paid for - * - - *

Unweighted bases 1,177 1,151 954 803 4,085

England, Wales and Northern Ireland, 2003-2013 Percentages

All parents

2003 2013 2003 2013 2003 2013 2003 2013

Yes 10 12 6 14 1 5 9 12

No 85 83 88 80 96 92 85 83

Never tried to find one 6 5 6 6 3 3 6 5

Unweighted bases 1,847 2,213 699 895 423 1,072 2,969 4,180

Northern Ireland      Total      England       Wales
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Table 1.36 Ever had difficulty finding an NHS dentist, by sex and free school meal 
eligibility status 

 
 

Amongst those parents who reported having experienced difficulty finding an NHS dentist, 
around a fifth were having that problem at the time of the survey, and another third had 
experienced it in the two years prior to that (Table 1.37).  
 

Table 1.37 When had difficulty finding an NHS dentist, by country 

 
 

The most common reason for having difficulty getting an NHS dentist, given by 69% of those 
affected, was local dentists not taking on NHS patients (Table 1.38). In just over a quarter of 
those affected, the dentist approached had made it a condition that the parent or parents 
registered privately at the same practice. 
 

Table 1.38 Why had difficulty finding an NHS dentist, by country 

 
 

It is important to highlight that despite the high proportion of those without any difficulty, there 
were still considerable numbers of parents (around one in ten cases) that experienced 

England, Wales and Northern Ireland, 2013 Percentages

All parents Male Female
Eligible for free 

school meals
Not eligible

Yes 12 13 18 11

No 83 84 78 84

Never tried to find one 6 3 4 4

Unweighted bases 2,085 2,095 623 3,407

England, Wales and Northern Ireland, 2013 Percentages

All parents ever experienced a difficulty 

getting an NHS dentist
England Wales Northern Ireland Total

Currently having the problem 22 20 10 22

In the last 2 years 35 26 19 34

Longer ago 43 54 71 44

Unweighted bases 243 109 59 411

England, Wales and Northern Ireland, 2013 Percentages

All parents ever experienced a difficulty getting an NHS 

dentist
England Wales Northern Ireland Total

Local dentists not taking on NHS patients 68 80 78 69

Dentist will take child on NHS only if parents register privately 28 21 24 28

No local school or community dental service 7 7 17 7

Other reason 10 5 8 10

Unweighted bases 251 110 64 425
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difficulty finding an NHS dentist to examine and treat their children. Identifying the 
characteristics of those that experienced difficulty, such as that they were predominantly 
from relatively deprived socioeconomic backgrounds as shown above, and addressing the 
barriers towards access to NHS dentistry, such as availability of NHS dentistry without any 
condition for private dental treatment provision for the parents, should be seen as a priority 
for the NHS. 

 

1.4.5 Satisfaction with dental treatment services 
Table 1.39 presents the findings in relation to satisfaction with different aspects of dental 
treatment services. These questions were added for the 2013 survey. Parents were asked to 
rate several aspects of the last dental practice that they took their child to, on a scale from 
‘very good’ to ‘very poor’. A ‘not applicable’ option was provided, and those responses are 
excluded from the base of the tables in this section. ‘Very good’ and ‘good’ responses were 
treated as ‘satisfied’, whilst ‘poor’ and ‘very poor’ were treated as ‘dissatisfied’. No attempt 
has been made to differentiate between users of NHS and private practices, as the latter 
includes only a small proportion of the population. 

Overall, a large proportion of parents were satisfied, with more than 90% of the parents of 
children of all ages reporting that they were satisfied with the last dental practice their child 
visited. 

These high rates of satisfaction were reflected in all the specific aspects of dental care 
provision that parents were asked about (see Table 1.39). Satisfaction with the wait for a 
routine or urgent appointment was marginally lower than for other aspects of the practices, 
although four in five parents were still satisfied with this. 

 

Table 1.39 Percentage of parents satisfied with the last dental practice visited with 
their children, by age 

 
‘Not applicable’ responses are excluded from the base. Bases for 'wait for an urgent appointment' are 
shown due to high levels of not applicable responses to that item. Remaining bases may vary to a 
smaller degree from the 'overall satisfaction' item. 

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years Total

Overall satisfaction 92 91 91 91 91

Wait for routine appointment 82 77 77 82 80

Wait for urgent appointment 76 77 81 80 79

Standard and quality of care 92 92 87 91 91

Child friendly nature of practice 86 87 86 85 86

Provision of preventative advice 85 85 84 86 85

Communication of dental team 88 88 86 86 87

Unweighted bases

Overall satisfaction 1,167 1,144 954 802 4,067

Wait for an urgent appointment 604 685 578 522 2,389
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There were limited differences by country in relation to satisfaction with dental treatment 
services. Parents of 15 year olds in Northern Ireland were more likely to be satisfied with 
provision of preventative advice than those in England, and the same was true for parents of 
12 year olds in Wales. Parents of 8 year olds in Wales and Northern Ireland were more likely 
to be satisfied with the wait for an urgent appointment than those in England, and the same 
was true for parents of 5 year olds in Northern Ireland. 

 

Table 1.40 Percentage of parents satisfied with the last dental practice visited with 
their children, by age and country 

 
‘Not applicable’ responses are excluded from the base. Bases for 'wait for an urgent appointment' are 
shown due to high levels of not applicable responses to that item. Remaining bases may vary to a 
smaller degree from the 'overall satisfaction' item. 

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years Total

England

Wait for routine appointment 82 77 77 83 80

Wait for urgent appointment 76 76 80 80 78

Provision of preventative advice 85 84 83 86 85

Overall satisfaction 92 91 90 91 91

Wales

Wait for routine appointment 76 74 81 76 77

Wait for urgent appointment 83 86 87 74 82

Provision of preventative advice 89 90 91 76 86

Overall satisfaction 93 96 95 93 94

Northern Ireland

Wait for routine appointment 86 83 76 80 81

Wait for urgent appointment 88 90 81 81 84

Provision of preventative advice 90 94 90 93 92

Overall satisfaction 96 96 96 95 96

Unweighted bases

Overall satisfaction

England 627 603 500 399 2,129

Wales 227 241 237 172 877

Northern Ireland 313 300 217 231 1,061

Wait for urgent appointment

England 317 353 282 247 1,199

Wales 102 150 141 103 496

Northern Ireland 185 182 155 172 694
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There was little variation in levels of overall satisfaction with the last dental practice by the 
sex of the child (irrespective of age), with the exception that parents of 15 year old boys were 
more likely to be satisfied with provision of preventative advice than parents of girls of the 
same age (Table 1.41).  

The same was largely the case for eligibility for free school meals, although parents of 15 
year olds eligible for free school meals were less likely to be satisfied with the wait for a 
routine appointment than other parents of 15 year olds. 

 

Table 1.41 Percentage of parents satisfied with last dental practice visited with their 
children, by sex and eligibility for free school meals 

 
'Not applicable’ responses are excluded from the base. Bases for 'wait for an urgent appointment' are 
shown due to high levels of not applicable responses to that item. Remaining bases may vary to a 
smaller degree from the 'overall satisfaction' item. 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years Total

Male

Wait for routine appointment 82 76 77 83 80

Wait for urgent appointment 77 74 81 81 78

Provision of preventative advice 85 87 86 89 87

Overall satisfaction 91 92 93 93 92

Female

Wait for routine appointment 81 78 77 82 80

Wait for urgent appointment 76 80 81 78 79

Provision of preventative advice 85 82 82 82 83

Overall satisfaction 93 91 89 89 90

Eligible for free school meals

Wait for routine appointment 81 81 72 67 75

Wait for urgent appointment 78 71 68 79 74

Provision of preventative advice 93 79 76 87 84

Overall satisfaction 89 88 83 88 87

Not eligible

Wait for routine appointment 83 77 78 84 81

Wait for urgent appointment 76 78 84 80 80

Provision of preventative advice 84 86 86 86 85

Overall satisfaction 93 92 92 92 92

Unweighted bases

Overall satisfaction

Male 568 567 498 389 2022

Female 599 577 456 413 2045

Eligible for free school meals 194 150 153 107 604

Not eligible 940 961 764 652 3317

Wait for an urgent appointment

Male 283 349 295 248 1175

Female 321 336 283 274 1214

Eligible for free school meals 121 103 109 88 421

Not eligible 468 563 442 406 1879

All parents
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1.4.6 Dental care received 
As expected, children’s lifetime experience of all types of dental treatment, as reported by 
parents, increased with age. While there was an increase in the lifetime provision of fillings 
as well as extractions in permanent teeth by age, the age of 12 years seemed to be of 
particular importance, as one in ten children had experienced extractions at that age (Table 
1.42).  

At the age of 15, 38% of children had received a filling in a permanent tooth and 21% had a 
permanent tooth extracted. There was some variation by country, with fillings reported more 
often among 15 year olds in Northern Ireland compared to Wales and England and more 
often in Wales compared to England. Among 12 year olds, fillings were reported more often 
in Northern Ireland compared to England. At age 12, children in Wales and Northern Ireland 
were more likely to have experienced extractions of permanent teeth compared to children of 
the same age in England, although the same relationship did not exist in 15 year olds. 

In terms of fillings and extractions in primary teeth, again a larger proportion of children had 
experienced this by the age of 12 or 15, where more than one in four children had at some 
point in their lives had a filling or an extraction of their primary teeth. In terms of differences 
by country, 5 and 8 year olds in Northern Ireland were more likely to have had primary teeth 
extracted than children of the same age in England. 

Looking at the provision of treatment under general anaesthesia or sedation, this was 
experienced by considerable numbers of children; 10% of 12 and 15 year olds had dental 
treatment under general anaesthetic at some point in their life and the proportion that had 
dental treatment under sedation was higher for successive ages with 24% of 15 year olds 
having had such an experience. According to parents, the use of general anaesthesia in 
dental treatment was particularly prevalent in Wales (for 8, 12 and 15 year olds) and 
Northern Ireland (for 5, 8 and 12 year olds) compared to England. There were no such 
differences by country in relation to receiving sedation before treatment. 

Orthodontic treatment was only relevant for 12 and 15 year olds, with 14% and 36% having 
had a brace fitted or adjusted at these ages respectively. The provision of scale and polish 
increased in older children, and a fourth of 12 year olds and more than a third of 15 year olds 
had their teeth professionally cleaned. Parents of 13% of 5 year olds and over one quarter 
for the other ages reported that their children had received preventive treatment, while 
provision of advice on oral care was reported for successively higher proportions of children 
by age (more than a third of 5 year olds, more than a half of 8 year olds and two thirds of 12 
and 15 year olds). Children aged 8, 12 and 15 in Northern Ireland were more likely to have 
received preventative treatment than children of the same age in England, and the same 
was true for 8 year old children in Wales.  

Around a third of parents of 15 year olds, and a greater proportion of parents of younger 
children, reported that their children had not received preventive advice on oral care, 
implying the need to strengthen the guidance on the preventive role of primary dental care 
teams.  
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Table 1.42 Dental care ever received, by age and country 

 

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years

England

Permanent tooth filled 1 11 25 36

Permanent tooth extracted 1 2 9 21

Primary tooth filled 12 29 32 26

Primary tooth extracted 5 17 28 28

General anaesthetic before dental treatment 3 6 9 10

Sedation before dental treatment 1 6 13 24

A brace fitted or adjusted * * 14 36

Scale and polish 5 13 27 35

Preventative treatment to teeth 13 27 29 26

Advice on oral care 36 55 68 65

Wales

Permanent tooth filled 2 7 30 49

Permanent tooth extracted * 2 19 30

Primary tooth filled 16 43 36 30

Primary tooth extracted 5 22 33 32

General anaesthetic before dental treatment 3 13 21 21

Sedation before dental treatment * 13 21 21

A brace fitted or adjusted - * 20 32

Scale and polish 3 8 18 36

Preventative treatment to teeth 16 35 29 32

Advice on oral care 48 54 62 70

Northern Ireland

Permanent tooth filled 2 15 36 63

Permanent tooth extracted 1 5 17 20

Primary tooth filled 13 31 36 23

Primary tooth extracted 10 25 38 24

General anaesthetic before dental treatment 8 13 19 11

Sedation before dental treatment 1 8 14 19

A brace fitted or adjusted 1 1 20 42

Scale and polish 8 15 33 52

Preventative treatment to teeth 11 37 45 39

Advice on oral care 50 55 70 70

Unweighted bases

England 642 613 506 405

Wales 234 242 240 172

Northern Ireland 314 303 223 231
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Generally, there was not much variation in the dental care received between boys and girls, 
but higher proportions of girls than boys had received orthodontic treatment at ages 12 and 
15 (Table 1.43). Girls also had a higher chance of having received sedation before dental 
treatment at the age of 15 than boys. 

There was also a relationship between income deprivation and having experienced some 
types of treatment (Table 1.44), with a larger (although still small) proportion of children 
eligible for free school meals having had fillings in primary teeth by the age of 5. The 
apparent differences for 8 and 12 year olds were not statistically significant. Eligible children 
were also more likely to have had treatment under general anaesthesia (at ages 8 and 12) 
than those not eligible. These differences may be partly due to the worse oral health among 
the more deprived segments of the population.  

 

Table 1.43 Dental care ever received, by sex 

 
Bases reported in Table 1.43 are for permanent tooth filled. Item bases may vary due to non-
response 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years

Male

Permanent tooth filled 2 10 21 41

Permanent tooth extracted 1 3 7 18

Primary tooth filled 10 30 34 26

Primary tooth extracted 5 16 26 28

General anaesthetic before dental treatment 3 7 7 10

Sedation before dental treatment 1 5 12 20

A brace fitted or adjusted 1 * 9 31

Scale and polish 5 12 31 34

Preventative treatment to teeth 11 25 29 24

Advice on oral care 37 52 70 68

Female

Permanent tooth filled 1 12 30 34

Permanent tooth extracted 1 2 13 25

Primary tooth filled 14 29 31 26

Primary tooth extracted 5 19 32 29

General anaesthetic before dental treatment 3 6 13 11

Sedation before dental treatment 1 8 14 28

A brace fitted or adjusted * * 19 41

Scale and polish 6 14 22 38

Preventative treatment to teeth 16 29 29 30

Advice on oral care 38 59 65 64

Unweighted bases

Male 575 572 503 393

Female 615 586 466 415

All parents
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Table 1.44 Dental care ever received, by eligibility for free school meals 

 
Bases reported in Table 1.44 relate to permanent tooth filled. Item bases may vary due to non-
response. 

  

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years

Eligible for free school meals

Permanent tooth filled 5 19 36 37

Permanent tooth extracted 2 3 19 30

Primary tooth filled 18 31 34 26

Primary tooth extracted 3 28 39 25

General anaesthetic before dental treatment 3 14 22 12

Sedation before dental treatment 1 5 15 32

A brace fitted or adjusted * * 8 42

Scale and polish 8 14 31 44

Preventative treatment to teeth 13 18 26 24

Advice on oral care 35 39 69 76

Not eligible

Permanent tooth filled 1 10 23 37

Permanent tooth extracted 1 3 8 21

Primary tooth filled 10 30 33 25

Primary tooth extracted 5 16 26 28

General anaesthetic before dental treatment 3 6 7 10

Sedation before dental treatment 1 7 13 23

A brace fitted or adjusted * * 16 35

Scale and polish 5 13 26 34

Preventative treatment to teeth 14 29 29 28

Advice on oral care 38 58 67 65

Unweighted bases

Eligible for free school meals 198 150 155 107

Not eligible 959 975 777 658

All parents
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1.5  Dental anxiety and its relationship to treatment 
experience 

Dental anxiety has not been assessed in any of the previous CDH Surveys beyond the 
inclusion of a single question in the 2003 survey questionnaire regarding emotions about 
attending the dentist. 

The pupil questionnaire for 12 and 15 year olds included the Modified Dental Anxiety Scale 
(MDAS)13, which is a modified version of Corah’s Dental Anxiety Scale14 and includes a 
question assessing fears associated with local anaesthesia as well as four other scenarios 
and asks the respondent to report the extent of their anxiety, ranging from not anxious to 
extremely anxious. These four scenarios include anticipated anxiety in relation to going to 
the dentist tomorrow, sitting in a dentist’s waiting room, having a tooth drilled and having a 
scale and polish. A five point response format was used for each of the five items: ‘not 
anxious’ (1), ‘slightly anxious’ (2), ‘fairly anxious’ (3), ‘very anxious’ (4) and ‘extremely 
anxious’ (5). The MDAS score is calculated by summing the scores of the individual items 
(ranging between 5 and 25), with the lowest possible score (5) indicating no anxiety at all 
and scores of 19 and above indicating extreme dental anxiety, which may be indicative of 
dental phobia. For the purpose of analysis the data was grouped as follows: 5-9 indicating 
low or no anxiety, 10-18 showing moderate levels of anxiety and 19+ being extreme anxiety. 
These groups have been used in other national surveys.  

Parents were asked to rate their child’s anxiety about visiting the dentist in general terms on 
a scale of 1-10, with a value of 1 being not at all anxious and 10 being extremely anxious. An 
option for ‘my child never goes to the dentist’ was provided. This scale was divided into 
groups as follows: A score of 1 indicated that a child was not anxious; 2-4 indicated low 
anxiety and 5-10 moderate to extreme levels of anxiety. This data is reported on for 5 and 8 
year olds. 

 

  

                                            
13 See Humphris, Morrison, and Lindsay, 1995, “The Modified Dental Anxiety Scale: validation and 

United Kingdom norms”. Community Dent Health Sep 12 (3) 143-50  
14 See Corah, 1969, “Development of a dental anxiety scale” J Dent Res 48 (4) 596 
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1.5.1 Prevalence of dental anxiety 
Table 1.45 shows the prevalence of self-reported dental anxiety across 12 and 15 year old 
children by country. Overall, 14% of 12 year olds and 10% of 15 year olds were classified as 
having extreme dental anxiety, with 24% of 12 year olds and 36% of 15 year olds classified 
as having low or no dental anxiety.  

In Northern Ireland, 12 year olds were less likely to be classified as having extreme dental 
anxiety than those in England. In Wales and Northern Ireland, 12 year olds were more likely 
to be classified as having low or no dental anxiety than children of the same age in England.  

 

Table 1.45 Self-rated anxiety about visiting the dentist, by country and age 

 
 

There was no relationship between eligibility for free school meals and dental anxiety, but 
sex was strongly associated with children’s self-rated anxiety about visiting the dentist. 
Overall boys were more likely to report low or no dental anxiety (31% of 12 year olds and 
44% of 15 year olds) about going to the dentist than girls (16% of 12 year olds and 28% of 
15 year olds).  

Girls were also more likely than boys to be classified as having extreme dental anxiety in 
both age groups. This relationship is shown in Table 1.46 and in Figure 1.4, and could be 
related to a genuinely greater prevalence of extreme dental anxiety amongst girls or a 
greater willingness to report it. It may be that the finding (from Table 1.43) that more 15 year 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Low/no anxiety 23 36

Moderate anxiety 63 54

Extreme anxiety 14 10

Wales Low/no anxiety 30 36

Moderate anxiety 57 53

Extreme anxiety 13 12

Northern Ireland Low/no anxiety 31 38

Moderate anxiety 59 50

Extreme anxiety 9 12

Total Low/no anxiety 24 36

Moderate anxiety 62 54

Extreme anxiety 14 10

Unweighted bases

England 1,354 1,275

Wales 582 534

Northern Ireland 466 534

Total 2,402 2,343

Children aged 12, 15
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old girls than boys had experienced dental treatment under sedation is related to greater 
levels of dental anxiety amongst girls. 

 

Table 1.46 Self-rated anxiety about visiting the dentist, by sex and free school meal 
eligibility 

 
 
 
 
  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male

Low/no anxiety 31 44

Moderate anxiety 59 50

Extreme anxiety 9 6

Female

Low/no anxiety 16 28

Moderate anxiety 65 57

Extreme anxiety 19 15

Eligible for free school meals

Low/no anxiety 27 36

Moderate anxiety 62 52

Extreme anxiety 11 12

Not eligible

Low/no anxiety 23 37

Moderate anxiety 62 54

Extreme anxiety 15 9

Unweighted bases

Male 1,171 1,117

Female 1,231 1,226

Eligible for free school meals 597 490

Not eligible 1,673 1,708

Children aged 12, 15
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Figure 1.4 Self-rated anxiety about visiting the dentist, by sex and age, 2013 
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Parents reported that more than half of 5 and 8 year olds had no dental anxiety15. Only 
around a fifth of parents scored their child half way up the scale or higher, leading to them 
being classified as having moderate to extreme anxiety. 

There was some variation by country in 5 year olds, with parents in Northern Ireland being 
more likely to report their child as having no dental anxiety than parents of children of the 
same age in England. 

 

Table 1.47 Parental report on child anxiety when visiting the dentist, by age and 
country 

 
 
 

  

                                            
15

 They gave them the lowest possible score on the scale for dental anxiety. 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years

England Not anxious 50 55

Low anxiety 26 27

Moderate to extreme anxiety 22 17

My child never goes to dentist 2 1

Wales Not anxious 53 50

Low anxiety 31 29

Moderate to extreme anxiety 16 21

My child never goes to dentist * *

Northern Ireland Not anxious 63 52

Low anxiety 22 28

Moderate to extreme anxiety 14 19

My child never goes to dentist * *

Total Not anxious 51 55

Low anxiety 26 27

Moderate to extreme anxiety 21 17

My child never goes to dentist 2 1

Unweighted bases

England 628 602

Wales 228 238

Northern Ireland 313 298

Total 1,169 1,138

All parents of children aged 5, 8
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Figure 1.5 Parental report on child anxiety when visiting the dentist, by age, England, 
Wales and Northern Ireland, 2013 
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In terms of differences by sex, 8 year old girls were less likely to be classified as having no 
dental anxiety than 8 year old boys. There was no difference by sex in the younger age 
groups, in the likelihood of parents reporting that their child had moderate to extreme 
anxiety. 

There was no relationship between free school meal eligibility and dental anxiety of 5 and 8 
year olds as reported by their parents. 
 

Table 1.48 Parental report on child anxiety when visiting the dentist, by sex and free 
school meal eligibility 

 
 

 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years

Male

Not anxious 51 60

Low anxiety 24 24

Moderate to extreme anxiety 23 15

My child never goes to dentist 2 1

Female

Not anxious 50 49

Low anxiety 28 30

Moderate to extreme anxiety 20 19

My child never goes to dentist 1 1

Eligible for free school meals

Not anxious 43 65

Low anxiety 26 20

Moderate to extreme anxiety 26 13

My child never goes to dentist 5 2

Not eligible

Not anxious 53 53

Low anxiety 26 28

Moderate to extreme anxiety 20 18

My child never goes to dentist 1 1

Unweighted bases

Male 566 562

Female 603 576

Eligible for free school meals 191 147

Not eligible 946 958

All parent questionnaires
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1.5.2 Elements of self-rated dental anxiety 
The two items on the MDAS that elicited anxiety most often in older children were both 
associated with receiving dental treatment; having a tooth drilled or having a local 
anaesthetic injection. Generally the specific items were not significantly different by country 
within the age groups (Table 1.49).  

 

Table 1.49 Percentage of children rated extremely anxious on individual dental anxiety 
items, by country and age 

 
 Bases reported on Table 1.49 relate to anxiety about visiting the dentist tomorrow. Item bases may 
vary due to non-response 

 

As with the overall anxiety score, there is a strong relationship between the sex of the child 
and the level of anxiety reported for the specific items. For example, in 12 year olds, 43% of 
boys and 59% of girls would be very or extremely anxious about having a tooth drilled. In 15 
year olds, the respective figures are 30% and 49%. Similar levels of anxiety were reported 
about having a local anaesthetic. A smaller proportion of boys and girls reported feeling 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England

If went to dentist tomorrow 10 7

Waiting for treatment 12 9

About to have tooth drilled 51 39

About to have teeth scaled and polished 13 9

About to have local anaesthetic injection 52 40

Wales

If went to dentist tomorrow 11 12

Waiting for treatment 15 10

About to have tooth drilled 48 41

About to have teeth scaled and polished 10 12

About to have local anaesthetic injection 47 42

Northern Ireland

If went to dentist tomorrow 7 11

Waiting for treatment 11 13

About to have tooth drilled 47 38

About to have teeth scaled and polished 10 13

About to have local anaesthetic injection 45 44

Unweighted bases

England 1,410 1,305

Wales 606 545

Northern Ireland 481 543

Children aged 12, 15
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anxious prior to visiting the dentist, whilst sitting in the waiting room or if they were about to 
have a scale and polish, although in each case girls reported significantly more anxiety than 
boys (Table 1.50). 

 

Table 1.50 Percentage of children self-rated extremely anxious on individual dental 
anxiety items, by sex and eligibility for free school meals 

 
The bases reported in Table 1.50 relate to anxiety about visiting the dentist tomorrow. Item bases 
may vary due to non-response 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male

If went to dentist tomorrow 7 4

Waiting for treatment 9 5

About to have tooth drilled 43 30

About to have teeth scaled and polished 10 5

About to have local anaesthetic injection 42 28

Female

If went to dentist tomorrow 13 11

Waiting for treatment 15 14

About to have tooth drilled 59 49

About to have teeth scaled and polished 16 13

About to have local anaesthetic injection 62 53

Eligible for free school meals

If went to dentist tomorrow 12 10

Waiting for treatment 14 14

About to have tooth drilled 52 45

About to have teeth scaled and polished 14 10

About to have local anaesthetic injection 52 42

Not eligible

If went to dentist tomorrow 10 7

Waiting for treatment 11 8

About to have tooth drilled 51 38

About to have teeth scaled and polished 12 9

About to have local anaesthetic injection 51 40

Unweighted bases

Male 1,210 1,141

Female 1,287 1,252

Eligible for free school meals 625 502

Not eligible 1,736 1,745

Children aged 12, 15
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1.5.3 Self-rated dental anxiety and dental attendance pattern 
It is logical that children with extreme dental anxiety may avoid going to the dentist. 

In 15 year olds, 30% of those with extreme dental anxiety do not attend the dentist for a 
check-up, compared to 15% of other children (Table 1.51). The apparent difference for 12 
year olds was not statistically significant. 

Whilst it should be noted that a large majority of children with extreme self-rated dental 
anxiety still reported attending the dentist regularly for a check-up, it is clear that older 
children who reported being anxious about the dentist also reported attending the dentist 
less regularly, and this may leave them at greater risk of problems with their oral health in 
the future. 

 

Table 1.51 Dental attendance pattern for children with low and extreme self-rated 
dental anxiety, by country and age 

 
 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Low anxiety Extreme anxiety Low anxiety Extreme anxiety

For a check-up 86 79 85 70

Only when I have trouble with my teeth / 

Never been 
14 21 15 30

Unweighted bases 649 309 842 292

12 years 15 years
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1.6 Behaviours relevant to dental health 

Another methodological innovation of this survey is the focus on a range of oral health 
behaviours which now include tooth brushing, diet, tobacco use and alcohol consumption. Of 
particular value are the 12 and 15 year olds’ self-reports of their behaviours, in addition to 
the parental accounts of oral hygiene regimes for younger children. Oral hygiene is essential 
for maintenance of good oral health, whilst diet, tobacco and alcohol consumption are known 
risk factors for oral health, and health more generally. 

 

1.6.1 Tooth brushing and use of dental hygiene aids 
Tooth brushing is a good marker of oral hygiene and the guidance has traditionally been that 
brushing teeth twice daily would suffice for a good level of oral hygiene which in turn would 
facilitate prevention of oral diseases, particularly the ones related to the gums. It should be 
noted, however, that the data below relates to self-reported daily frequency of tooth 
brushing, and does not describe the effectiveness of that brushing, or whether it was done 
using fluoridated toothpaste. 

Table 1.52 shows self-reported frequency of tooth brushing by country. Overall, 77% of 12 
year olds and 81% of 15 year olds reported that they brushed their teeth twice daily or more 
often. The differences between countries were small and not statistically significant for 12 
year olds, but the reported frequency of twice daily tooth brushing was lower for 15 year olds 
in Wales compared with the two other countries. 

 

Table 1.52 Percentage of children reporting brushing their teeth twice a day or more, 
by age and country 

 
 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 12 years 15 years

England 77 81

Wales 73 75

Northern Ireland 75 82

Total 77 81

Unweighted bases

England 1,406 1,295

Wales 604 541

Northern Ireland 477 541

Total 2,487 2,377
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There is considerable variation in reported tooth brushing behaviour by sex and income 
deprivation. The differences in tooth brushing twice or more a day by sex were large, with 
the proportions for girls being 85% among 12 year olds and 89% among 15 year olds, while 
for boys they were 69% for 12 year olds and 73% for 15 year olds.  

Amongst 15 year olds eligible for free school meals, 72% reported brushing their teeth twice 
a day or more often, with the respective figure among those not eligible being 82% (Table 
1.53). The apparent difference for 12 year olds was not statistically significant. Those 15 
year old boys that were eligible for free school meals were less likely to report brushing their 
teeth twice a day or more often than other 15 year old boys (56% compared to 75%, data not 
shown), implying that in the older children it is in particular boys from the more deprived 
families who report brushing their teeth less frequently. Figure 1.6 shows the results from 
Table 1.52 and Table 1.53 combined. 

 

Table 1.53 Percentage of children reporting brushing their teeth twice a day or more, 
by sex and free school meal eligibility 

 
 

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15 12 years 15 years

Male 69 73

Female 85 89

Eligible for free school meals 71 72

Not eligible 78 82

Unweighted bases

Male 1,200 1,131

Female 1,287 1,246

Eligible for free school meals 627 495

Not eligible 1,725 1,738
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Figure 1.6 Percentage of 12 and 15 year olds reporting brushing their teeth twice or 
more a day, 2013 
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Parental reports of tooth brushing behaviour were generally similar to pupil self-reports for 
the 12 and 15 year olds. The added advantage of parental reports was that they provided 
information for 5 and 8 year olds. Overall, 82% of 5 year olds, 84% of 8 year olds, 79% of 12 
year olds and 84% of 15 year olds brushed their teeth at least twice a day according to their 
parents. There was no relationship between country and parental reports of the child’s tooth 
brushing frequency within age groups.  

The estimates for the overall percentage of 5 and 8 year old children brushing their teeth 
twice or more a day in 2013 were slightly higher than 10 years ago, although the differences 
were relatively modest. These differences were not statistically significant for 12 and 15 year 
olds (Table 1.54).  

 

Table 1.54 Parental report of percentage of children brushing their teeth twice or more 
a day, by age and country 

 
 

 

  

England, Wales and Northern Ireland, 2003-2013 Percentages

All parents

2003 2013 2003 2013 2003 2013 2003 2013

England 78 82 79 84 76 79 80 84

Wales 78 84 68 87 74 72 81 81

Northern Ireland 74 83 76 83 59 84 83 84

Total 78 82 78 84 76 79 80 84

Unweighted bases

England 553 672 543 603 454 502 357 399

Wales 217 237 192 238 164 237 140 172

Northern Ireland 111 317 128 296 101 219 88 229

Total 881 1,226 863 1,137 719 958 585 800

5 years 8 years 12 years 15 years
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The differences by sex in 2013 were much more modest in the parental reports than those in 
the self-reports for 12 and 15 year olds, and for children aged 5, 8 and 15 years they were 
not statistically significant. In terms of income deprivation, 5 year old children who were not 
eligible for free school meals brushed twice a day or more in much higher proportions than 
other children of the same age according to parents; the apparent differences by relative 
deprivation status in other age groups were not statistically significant, and, in contrast to the 
pupil self-reports, the relationship was weakest for 15 year olds (Table 1.55). 

 

Table 1.55 Parent reported percentage of children brushing their teeth twice a day or 
more, by sex and free school meal eligibility status 

 
 

 

  

England, Wales and Northern Ireland, 2013 Percentages

All parents 5 years 8 years 12 years 15 years

Male 79 83 75 84

Female 85 85 83 84

Eligible for free school meals 69 74 69 80

Not eligible 85 86 82 84

Unweighted bases

Male 602 559 494 391

Female 624 578 464 409

Eligible for free school meals 201 152 152 107

Not eligible 992 953 770 650
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Evidence based guidelines recommend starting tooth brushing around the age of six 
months16. Tables 1.56 and 1.57 use parent reporting of when children started brushing and 
are restricted to analysis of 5 and 8 year old children only, as parents of 12 and 15 year olds 
are less likely to provide accurate responses, given the time elapsed in most cases between 
when brushing started and the survey.  

Around a quarter of children started having their teeth brushed when they were less than six 
months old, and around 50% between 6 months to a year (Table 1.56). This leaves around a 
quarter of cases where the start of tooth brushing was delayed until the child was over 1 year 
of age. There was no relationship between country and the age at which tooth brushing 
started within age groups. 

 

Table 1.56 Age started tooth brushing, by age and country 

 
 

 

  

                                            
16

 See Public Health England (2014). “Delivering better oral health: an evidence-based toolkit for prevention”. 
3rd edition. 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years

England Under 6 months 21 28

Between 6 months and 1 year of age 50 52

Over 1 year of age 29 20

Wales Under 6 months 24 21

Between 6 months and 1 year of age 50 58

Over 1 year of age 25 21

Northern Ireland Under 6 months 16 28

Between 6 months and 1 year of age 58 52

Over 1 year of age 26 20

Total Under 6 months 21 27

Between 6 months and 1 year of age 50 52

Over 1 year of age 29 20

Unweighted bases

England 670 603

Wales 236 241

Northern Ireland 316 296

Total 1,222 1,140

All parents of children aged 5, 8
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The age at which children started tooth brushing did not vary substantially by sex, but free 
school meal eligibility was associated with higher proportions of 5 year old children starting 
tooth brushing later compared to children not eligible for free school meals. In contrast, no 
such association was evident among 8 year olds (Table 1.57). 

 

Table 1.57 Age started tooth brushing, by sex and free school meal eligibility 

 
 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years

Male Under 6 months 21 27

Between 6 months and 1 year of age 48 52

Over 1 year of age 31 21

Female Under 6 months 21 28

Between 6 months and 1 year of age 53 52

Over 1 year of age 27 20

Eligible for free school meals Under 6 months 12 26

Between 6 months and 1 year of age 54 55

Over 1 year of age 34 19

Not eligible Under 6 months 23 28

Between 6 months and 1 year of age 50 52

Over 1 year of age 27 21

Unweighted bases

Male 601 562

Female 621 578

Eligible for free school meals 200 152

Not eligible 989 956

All parents of children aged 5, 8
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A question on the age at which tooth brushing was first introduced to children was asked in 
the previous CDH Survey in 2003, but with different response options. Comparison between 
2003 and 2013 was therefore only possible in relation to starting tooth brushing when the 
child was 2 years old or later.  

Around nine in ten 5 and 8 year old children were reported to start tooth brushing at under 2 
years of age in both 2003 and 2013. The percentage of 8 year olds starting brushing by the 
age of 2 years increased from 2003 (from 87% to 92%), but there was no significant change 
in 5 year olds (Table 1.58). 

 

Table 1.58 Age started tooth brushing, by age 

 
 

The use of dental hygiene products is a useful marker of oral hygiene, particularly as the 
vast majority of children brush their teeth twice daily or more. Tooth brushing frequency may 
not be sufficient to differentiate between those that have optimal oral hygiene and those that 
need further improvement. Responding parents were asked to indicate all oral hygiene aids 
that their children used, and Table 1.59 shows the use of various dental hygiene aids in the 
last 12 months.  

Overall, the vast majority of children used oral hygiene aids and did not depend only on a 
manual or electric toothbrush and toothpaste, with the expected exception of 5 year olds, 
where 64% did not use any other dental hygiene aids. Mouthwash was the most common 
aide other than a manual or electric toothbrush and toothpaste, used by 22% of children 
aged 5 years, 57% of those aged 8, 60% of those aged 12 years and 67% of those aged 15 
years. As expected, the use of mouthwashes, dental floss and sugar free gum was generally 
higher for older children. Approximately 40% of children used electric tooth brushes. 

  

England, Wales and Northern Ireland, 2013 Percentages

All parents of children aged 5, 8

2003 2013 2003 2013

Under 2 years 93 91 87 92

Later than this 7 9 13 8

Unweighted bases 877 1,222 862 1,140

5 years       8 years
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Table 1.59 Use of dental hygiene aids in the last 12 months, by age and country 

 
 

 

The relationship between the sex of the child and dental hygiene practices in the last 12 
months was limited, although 15 year old girls were more likely to report using dental floss 
and sugar free or dental chewing gum than boys of the same age (Table 1.60). Free school 
meal eligibility was associated with use of some hygiene aids, with eligible children less likely 
to rely only on toothbrush and toothpaste at the age of 5 and 15 than those not eligible. They 
were also less likely to use electric toothbrushes than eligible children at 5, 8 and 15 years of 
age.  

  

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years

England Toothbrush and toothpaste but no other products 64 28 19 14

Electric toothbrush 39 49 37 41

Mouthwash 22 57 59 67

Dental floss 3 10 16 20

Sugar-free or dental chewing gum 8 20 31 34

Wales Toothbrush and toothpaste but no other products 64 37 17 14

Electric toothbrush 45 49 48 43

Mouthwash 27 54 69 74

Dental floss 5 6 17 32

Sugar-free or dental chewing gum 6 18 33 44

Northern Ireland Toothbrush and toothpaste but no other products 54 29 15 13

Electric toothbrush 36 41 36 33

Mouthwash 32 55 65 72

Dental floss 2 11 21 31

Sugar-free or dental chewing gum 11 27 45 36

Total Toothbrush and toothpaste but no other products 64 28 19 14

Electric toothbrush 39 49 37 41

Mouthwash 22 57 60 67

Dental floss 3 10 16 21

Sugar-free or dental chewing gum 8 20 31 34

Unweighted bases

England 689 623 510 407

Wales 242 245 242 173

Northern Ireland 321 303 223 235

Total 1,252 1,171 975 815

All parents
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Children eligible for free school meals were more likely to report using mouthwash at the age 
of 15. At the same age, those eligible for free school meals were more likely to be using 
fluoride drops or tablets than other children. These are usually prescribed by dentists to 
children perceived to be at risk of dental decay. 

 

Table 1.60 Use of dental hygiene aids in the last 12 months, by sex and free school 
meal eligibility 

 

England, Wales and Northern Ireland, 2013 Percentages

5 years 8 years 12 years 15 years

Male

Toothbrush and toothpaste but no other products 65 26 18 17

Electric toothbrush 43 45 39 44

Mouthwash 18 58 57 70

Dental floss 3 8 16 17

Sugar-free or dental chewing gum 9 20 33 27

Fluoride drops or tablets 1 2 2 2

Female

Toothbrush and toothpaste but no other products 62 30 20 12

Electric toothbrush 35 53 35 38

Mouthwash 27 56 63 65

Dental floss 4 12 17 26

Sugar-free or dental chewing gum 8 19 29 41

Fluoride drops or tablets * * 2 1

Eligible for free school meals

Toothbrush and toothpaste but no other products 49 22 23 6

Electric toothbrush 29 35 26 20

Mouthwash 30 69 60 81

Dental floss 3 15 9 32

Sugar-free or dental chewing gum 8 24 30 35

Fluoride drops or tablets 2 * 6 8

Not eligible

Toothbrush and toothpaste but no other products 68 29 19 16

Electric toothbrush 42 51 39 44

Mouthwash 21 56 60 65

Dental floss 4 9 17 20

Sugar-free or dental chewing gum 8 19 31 34

Fluoride drops or tablets * 1 1 1

Unweighted bases

Male 615 579 504 397

Female 637 592 471 418

Eligible for free school meals 207 153 158 108

Not eligible 1,009 984 780 664

All parents
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1.6.2 Diet, alcohol and tobacco consumption 
Poor diet, smoking and alcohol are key behavioural risk factors that are common for many 
general health conditions and also affect oral health. Frequent consumption of sugary drinks 
and foods is an important cause of dental caries as well as obesity17. Smoking seriously 
affects general and oral health. For oral health effects, it is a major risk factor for oral 
cancers and pre-cancers, increases the risk of periodontal disease, and also reduces 
benefits of treatment; therefore, people with periodontitis who continue to smoke have a 
higher chance of losing teeth compared to non-smokers. Excessive alcohol consumption 
adversely affects general health, and it also compounds increased risk of oral cancer18. 

As part of the pupil questionnaire, the 12 and 15 year olds were asked to report on their 
usual daily frequency of consumption for a small range of food and drink indicators, some of 
which tend to be relatively high in sugar content. They were also asked questions about 
whether they currently (or have ever) smoked or consumed alcohol.  

Although the data from this survey does not represent a comprehensive measurement of 
such behaviours, it can be used to create indicators of daily consumption of different types of 
drink (including sugary drinks and alcohol) as well as tobacco consumption. 

Self-reports indicate that 16% of 12 and 14% of 15 year olds consume sugary drinks 4 or 
more times a day (Table 1.61). There was no significant variation by country. 

 

Table 1.61 Percentage of children consuming water, sugary drinks or fruit juice four or 
more times a day, by age and country 

 
 

 

  

                                            
17

 See Moynihan PJ, Kelly SA.” Effect on caries of restricting sugars intake: systematic review to inform WHO 
guidelines”. J Dent Res. 2014 ;93(1):8-18. 
18

 See Public Health England (2014). “Delivering better oral health: an evidence-based toolkit for prevention”. 
3rd edition. 

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Water Sugary drinks
Fruit juice and 

smoothies
Water Sugary drinks

Fruit juice and 

smoothies

England 33 16 8 37 14 4

Wales 25 18 5 30 14 5

Northern Ireland 27 13 8 30 14 5

Total 33 16 8 36 14 4

Unweighted bases

England 1,387 1,405 1,392 1,290 1,294 1,288

Wales 594 603 595 541 546 545

Northern Ireland 468 472 468 542 546 544

Total 2,449 2,480 2,455 2,373 2,386 2,377

15 years12 years
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Boys aged 12 were more likely to report consuming sugary drinks four or more times a day 
than girls of the same age, although this relationship was no longer present at age 15 (Table 
1.62). There was no relationship between sex and the likelihood of consuming water or fruit 
juice and smoothies four or more times a day. 

Pupils eligible to receive free school meals were around twice as likely to report consuming 
sugary drinks four or more times a day than other children at both 12 and 15 years of age. 
They were also more likely to report drinking fruit juice or smoothies, which can also be high 
in sugar content, four or more times a day at both ages. The unambiguous social pattern of 
this behaviour provides good evidence about the population groups that can potentially 
benefit more from public health dietary interventions. 

 

Table 1.62 Percentage of children consuming water, sugary drinks or fruit juice four or 
more times a day, by sex and free school meal eligibility 

 
 

 

  

England, Wales and Northern Ireland, 2013 Percentages

Children aged 12, 15

Water Sugary drinks
Fruit juice and 

smoothies
Water Sugary drinks

Fruit juice and 

smoothies

Male 33 19 8 35 15 3

Female 32 13 7 38 14 5

Eligible for free school meals 37 26 12 30 26 7

Not eligible 32 13 7 37 12 4

Unweighted bases

Male 1,177 1,193 1,177 1,129 1,135 1,129

Female 1,272 1,287 1,278 1,244 1,251 1,248

Eligible for free school meals 607 621 614 496 498 496

Not eligible 1,708 1,724 1,706 1,732 1,741 1,735

12 years 15 years
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Prevalence of smoking was very low amongst 12 year olds, but 11% of 15 year olds reported 
being a current smoker and 29% reported being a current or past cigarette smoker (Table 
1.63)19. There was no significant variation in smoking rates between the different countries 
among 15 year olds, with the exception that 15 year olds in Wales were less likely to report 
having ever smoked. Among the 12 year olds, children in Wales and Northern Ireland were 
less likely to report current smoking than children in England. It should be noted, however, 
that these results, although significant, refer to relatively rare behaviour. 

 

Table 1.63 Smoking status, by age and country 

 
 

 

 

  

                                            
19

 The CDH smoking estimates for 12 year olds are in line with separate estimates published by the HSCIC on 
Smoking, Drinking and Drug Use Among Young People in England – 2013 (see 
http://www.hscic.gov.uk/searchcatalogue?productid=15144&topics=0%2fPublic+health&sort=Relevance&size=
10&page=3#top), although the CDH estimates for current smoking behaviour in 15 year olds appear to be 
lower. 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Ever smoked cigarettes 7 29

Current smoker 2 11

Wales Ever smoked cigarettes 5 25

Current smoker * 9

Northern Ireland Ever smoked cigarettes 5 28

Current smoker * 10

Total Ever smoked cigarettes 7 29

Current smoker 2 11

Unweighted bases

England 1,406 1,293

Wales 586 545

Northern Ireland 472 546

Total 2,464 2,384

Children aged 12, 15

http://www.hscic.gov.uk/searchcatalogue?productid=15144&topics=0%2fPublic+health&sort=Relevance&size=10&page=3#top
http://www.hscic.gov.uk/searchcatalogue?productid=15144&topics=0%2fPublic+health&sort=Relevance&size=10&page=3#top
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There was no statistically significant relationship between the sex of children and the 
likelihood of reporting having ever smoked or being a current smoker at both ages (Table 
1.64).  

There was, however, a relationship between free school meal eligibility and smoking at the 
age of 12. The eligible children were more likely to report ever having smoked, and more 
likely to say that they were a current smoker, than other children at that age. The differences 
for 15 year olds were not statistically significant.  

 

Table 1.64 Smoking status, by sex and eligibility for free school meals 

 
 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male Ever smoked cigarettes 7 26

Current smoker 1 8

Female Ever smoked cigarettes 6 32

Current smoker 2 13

Eligible for free school meals Ever smoked cigarettes 15 34

Current smoker 4 14

Not eligible Ever smoked cigarettes 4 28

Current smoker 1 10

Unweighted bases

Male 1,186 1,134

Female 1,278 1,250

Eligible for free school meals 613 499

Not eligible 1,714 1,739

Children aged 12, 15
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Alcohol consumption is increasingly seen as a public health issue. Amongst 12 year olds 
approximately a third (29%) of pupils reported having ever drunk alcohol and almost three 
quarters (72%) of 15 year olds also reported this (Table 1.65)20.  

Rates of alcohol consumption in both 12 and 15 year olds in Northern Ireland were 
considerably lower than in England and Wales. Of those aged 15, 39% reported being a 
current alcohol drinker, and again this was much lower in Northern Ireland.  

 

Table 1.65 Alcohol consumption, by age and country 

 
 

 

  

                                            
20

 The CDH estimates for current alcohol consumption are in line with those from Smoking, Drinking and Drug 
Use Among Young People in England – 2013 (see 
http://www.hscic.gov.uk/searchcatalogue?productid=15144&topics=0%2fPublic+health&sort=Relevance&size=
10&page=3#top) 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Ever drunk alcohol 30 72

Current drinker 3 40

Wales Ever drunk alcohol 34 79

Current drinker 4 46

Northern Ireland Ever drunk alcohol 12 56

Current drinker * 28

Total Ever drunk alcohol 29 72

Current drinker 3 39

Unweighted bases

England 1,405 1,296

Wales 591 545

Northern Ireland 472 547

Total 2,468 2,388

Children aged 12, 15

http://www.hscic.gov.uk/searchcatalogue?productid=15144&topics=0%2fPublic+health&sort=Relevance&size=10&page=3#top
http://www.hscic.gov.uk/searchcatalogue?productid=15144&topics=0%2fPublic+health&sort=Relevance&size=10&page=3#top
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Looking at associations between alcohol consumption and sex, 12 year old boys were more 
likely to report having ever consumed alcohol than 12 year old girls. 

In contrast to what was observed for other risk behaviours where relative deprivation was 
associated with a health-compromising behaviour, those children who were not eligible for 
free school meals were more likely to report that they had ever drunk alcohol, and that they 
were current drinkers, compared to children from more deprived backgrounds at the age of 
15 (Table 1.66). 

 

Table 1.66 Alcohol consumption, by sex and free school meal eligibility status 

 
 

 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male Ever drunk alcohol 35 70

Current drinker 4 35

Female Ever drunk alcohol 23 75

Current drinker 3 44

Eligible for free school meals Ever drunk alcohol 34 62

Current drinker 5 29

Not eligible Ever drunk alcohol 29 75

Current drinker 3 43

Unweighted bases

Male 1,184 1,138

Female 1,284 1,250

Eligible for free school meals 617 498

Not eligible 1,715 1,744

Children aged 12 or 15
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1.6.3 Sources of information on oral health 
The 12 and 15 year old children were also asked whether they had received useful 
information on their dental health from a variety of people and sources.  

Family members and dental professionals were the most commonly reported useful sources 
of information on dental health for both 12 and 15 year olds, with around 9 in 10 children 
opting for these answers (Table 1.67). All of these information sources can be of use when 
planning oral health promotion interventions across different population groups. Both 12 and 
15 year olds in Northern Ireland were more likely to answer that adults outside of the family 
had provided useful information than those in England.  

Children who were eligible for free school meals were less likely to say that they had 
received useful information from a dentist, hygienist or dental nurse than other children at 
both ages, and less likely to say that they had received useful information from family 
members at 15 (Table 1.68). 

 

Table 1.67 Sources of useful dental health information, by country and age 

 
Item bases may vary due to non-response 
 
 
 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Family members 90 88

Dentist, hygienist or dental nurse 89 91

Other professionals at school 29 23

Adults outside family 39 32

Wales Family members 90 91

Dentist, hygienist or dental nurse 85 90

Other professionals at school 33 29

Adults outside family 43 38

Northern Ireland Family members 93 89

Dentist, hygienist or dental nurse 87 94

Other professionals at school 35 29

Adults outside family 47 40

Total Family members 90 88

Dentist, hygienist or dental nurse 89 91

Other professionals at school 29 24

Adults outside family 39 32

Unweighted bases

England 1,430 1,307

Wales 612 549

Northern Ireland 484 550

Total 2,526 2,406

Children aged 12, 15
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Table 1.68 Sources of useful dental health information, by sex and free school meal 
eligibility 

 
 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male

Family members 89 89

Dentist, hygienist or dental nurse 88 90

Other professionals at school 32 26

Adults outside family 40 34

Female

Family members 90 87

Dentist, hygienist or dental nurse 89 92

Other professionals at school 27 21

Adults outside family 38 31

Eligible for free school meals

Family members 87 82

Dentist, hygienist or dental nurse 81 84

Other professionals at school 31 22

Adults outside family 44 29

Not eligible

Family members 90 89

Dentist, hygienist or dental nurse 91 93

Other professionals at school 29 24

Adults outside family 38 33

Unweighted bases

Male 1,219 1,147

Female 1,307 1,259

Eligible for free school meals 634 506

Not eligible 1,754 1,753

Children aged 12, 15
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Older children were also asked about information sources for oral health other than people. 
Advertisements were the only source that was consistently reported by the majority of both 
12 and 15 year olds as the main source of information; 70% of 12 and 69% of 15 year olds 
opted for this answer (Table 1.69). The internet was also quite commonly reported, as was 
TV or radio, but social media was reported by fewer 12 and 15 year olds. 

Girls were more likely than boys to say that they had seen useful information in newspapers 
or magazines at both ages, and from advertisements at the age of 15 (Table 1.70). There 
was no relationship between sex or relative deprivation and the likelihood of reporting seeing 
useful information on the internet or social media at either age. 

 

Table 1.69 Sources of useful dental health information, by country and age 

 
 

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

England Advertisements 70 69

TV or radio 37 36

Newspapers and magazines 26 24

Internet 40 43

Social media 15 14

Wales Advertisements 72 71

TV or radio 37 36

Newspapers and magazines 26 22

Internet 40 47

Social media 18 20

Northern Ireland Advertisements 74 75

TV or radio 47 43

Newspapers and magazines 30 33

Internet 41 48

Social media 15 20

Total Advertisements 70 69

TV or radio 37 37

Newspapers and magazines 26 24

Internet 40 44

Social media 15 15

Unweighted bases

England 1430 1307

Wales 612 549

Northern Ireland 484 550

Total 2526 2406

Children aged 12, 15
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Table 1.70 Sources of useful dental health information, by sex and free school meal 
eligibility 

 
 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Male

Advertisements 68 66

TV or radio 42 35

Newspapers and magazines 23 21

Internet 40 45

Social media 17 15

Female

Advertisements 72 72

TV or radio 33 38

Newspapers and magazines 29 28

Internet 40 43

Social media 14 14

Eligible for free school meals

Advertisements 70 67

TV or radio 40 43

Newspapers and magazines 28 21

Internet 45 42

Social media 20 16

Not eligible

Advertisements 70 69

TV or radio 36 35

Newspapers and magazines 25 25

Internet 39 43

Social media 14 14

Unweighted bases

Male 1,219 1,147

Female 1,307 1,259

Eligible for free school meals 634 506

Not eligible 1,754 1,753

Children aged 12, 15
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1.7 The relationship of attitudes and behaviours to 
subjective dental health outcomes 

This section focuses on the relationships of selected subjective outcomes of oral health, 
symptoms and quality of life with dental attendance and health behaviours. 

Table 1.71 presents the association of dental attendance pattern with three subjective 
outcomes among 12 and 15 year olds: self-rated dental health, experience of toothache in 
the last 3 months, and experience of oral impacts in the last 3 months21. Self-rated oral 
health reflects current perceptions of the children about their oral health in general, while 
toothache is one of the more common and obvious oral symptoms and is also directly related 
to the need for dental treatment. Experience of oral impacts represents a measure of the 
impact of oral health on quality of life, in terms of whether children’s daily life is negatively 
affected by their oral conditions. 

There was a strong association between dental attendance and self-rated oral health. In 12 
year olds, children that visit for a check-up had a much lower prevalence of fair or worse self-
rated oral health (30%) than those that visit only when they have trouble or had never been 
to the dentist (52%). A similar pattern was observed in 15 year olds (20% of those that 
attend for check-up reported fair or poor oral health, compared to 46% of those that attend 
only when in trouble or who had never been to the dentist). Clearly, visiting the dentist for a 
check-up was indicative of considerably better perceptions about oral health. 

Looking at the association between dental attendance pattern and experience of toothache, 
15 year old children that did not attend for a check-up had higher prevalence of toothache in 
the last 3 months (24%) compared to those that did attend for a check-up (13%). 

Finally, there were substantial differences in oral impacts experienced in the last 3 months 
between those attending for a check-up and the rest; the prevalence of oral impacts among 
12 year olds was 55% for the former and 70% for the latter group, while the respective 
figures among 15 year olds were 44% and 54%. Children attending for a check-up were 
therefore less likely to report experiencing difficulties in the last 3 months. 

Overall, visiting for a check-up is associated with better perceptions of oral health, lower 
prevalence of toothache in 15 year olds and better ratings of oral health related quality of life. 
As such, non-symptomatic dental attendance seems to have a protective influence on 
children’s oral health and related quality of life. As happens with all cross-sectional studies, 
however, the possibility of the reverse direction of these associations cannot be ruled out, 
therefore it could equally be the case that those that have good oral health; and related 
quality of life, tend to attend the dentist for a check-up. 

  

                                            
21

 This is the ‘any difficulty’ in the last three months measure reported in Table 1.18. 
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Table 1.71 Subjective outcomes, by self-reported dental attendance pattern and age 

 
The bases reported in Table 1.71 related to self-rated dental health. Item bases may vary due to non-
response 
1 “Not for a check-up” is equivalent to those attending only when in trouble or who have never 
attended the dentist 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Self-rated dental health - fair or worse Check-up 30 20

Not for a check-up
1 52 46

Toothache in the last 3 months Check-up 17 13

Not for a check-up 22 24

Any difficulty in last 3 months Check-up 55 44

Not for a check-up 70 54

Unweighted bases

For a check-up 2,048 1,941

Not for a check-up 427 428

Children aged 12, 15



Children’s Dental Health Survey 2013. Report 1: Attitudes, Behaviours and Children’s Dental Health: 
England, Wales and Northern Ireland 

 

Copyright © 2015, Health and Social Care Information Centre. All rights reserved. 87 

Moving onto associations between the selected subjective outcomes and health behaviours, 
Table 1.72 shows a clear strong positive association between tooth brushing frequency and 
self-rated dental health. The prevalence of fair or worse self-rated dental health was 28% 
among children aged 12 years that brush twice or more daily, but 56% among children of the 
same age that reported brushing less often. Among children aged 15 years, this difference 
was also large (20% versus 47%). These strong associations at both ages indicate the 
important role of oral hygiene in influencing perceptions about the health of the mouth and 
teeth. Oral hygiene is a good overall marker of how much the children care about their 
mouths and what value they place in oral health, and this is reflected in the aforementioned 
associations. 

The differences in toothache between the two groups of tooth brushing frequency were not 
statistically significant. 

For oral impacts, the pattern of the association with tooth brushing frequency was different. 
Children that brush twice or more daily reported significantly and considerably lower 
prevalence of oral impacts than those that brush less often among 12 year olds, but not 
among 15 year olds. This may be partly due to the different pattern of oral impacts between 
those two age groups. Clearly, only some of the oral impacts examined are conceptually 
linked to tooth brushing (e.g. difficulty cleaning teeth), but others are not. In line with this, 
difficulty cleaning (as shown in Table 1.18) was quite prevalent among those aged 12 years 
(22%) and would therefore have considerable influence in the overall prevalence of oral 
impacts in that age group, but less so among 15 year olds (14%). 

  

Table 1.72 Subjective outcomes, by self-reported tooth brushing frequency 

 
Bases reported in Table 1.72 relate to self-rated dental health. Item bases may vary due to non-
response 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Self-rated dental health - fair or worse Twice or more a day 28 20

Once a day or less 56 47

Toothache in the last 3 months Twice or more a day 17 14

Once a day or less 21 21

Any difficulty in last 3 months Twice or more a day 55 45

Once a day or less 66 48

Unweighted bases

Twice or more a day 1,869 1,869

Once a day or less 600 497

Children aged 12, 15
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Table 1.73 presents findings for the associations between the three selected subjective 
outcomes and sugar consumption frequency. Overall, the associations were stronger and 
more consistent among children aged 15 years, while in the younger age group toothache 
experience and oral impacts were significantly associated with sugar consumption but there 
were no respective differences in self-rated dental health.  

The 15 year olds that consumed sugary drinks four or more times a day reported worse self-
rated dental health (38%), higher prevalence of toothache (21%) and worse oral health 
related quality of life (higher prevalence of oral impacts; 54%) than those that consumed 
sugary drinks less frequently (prevalence for the respective outcomes: 24%; 14%; and 44%). 
Toothache is associated with dental decay, a disease partly caused by excessive sugar 
consumption; therefore the findings are in line with existing evidence and knowledge. On the 
other hand, the relationship between sugar consumption and self-rated dental health is more 
indirect, with sugar causing decay, which in turn affects clinical oral health and also 
subjective perceptions of oral health and quality of life.  

 

Table 1.73 Subjective outcomes, by daily consumption of sugary drinks and age 

 
Bases reported in Table 1.73 are based on self-rated dental health. Item bases may vary due to non-
response 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Self-rated dental health - fair or worse Four or more times a day 37 38

Less often 33 24

Toothache in the last 3 months Four or more times a day 29 21

Less often 16 14

Any difficulty in last 3 months Four or more times a day 66 54

Less often 56 44

Unweighted bases

Four or more times a day 445 405

Less often 2,018 1,970

Children aged 12, 15
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The associations between the three subjective outcomes and current smoking status are 
presented in Table 1.74. As very few 12 year old children reported being current smokers, 
this analysis is restricted to 15 year olds. There were large differences, with 37% of current 
smokers but 24% of non-smokers reporting fair or worse self-rated oral health. Similarly, 
25% of smokers and 14% of non-smokers experienced toothache in the past 3 months, and 
the respective estimates for oral impacts were 53% and 44%. Smoking at this age is 
probably a good indicator of risk behaviour and a “gateway” towards clustering of more 
health compromising behaviours. Our results show that this is reflected in worse oral health 
and related quality of life. 

 

Table 1.74 Self-reported current smoking status, by subjective outcomes 

 
The bases reported in Table 1.74 relate to self-rated dental health. Item bases may vary due to non-
response 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

15 years

Self-rated dental health - fair or worse Current smoker 37

Not a current smoker 24

Toothache in the last 3 months Current smoker 25

Not a current smoker 14

Any difficulty in last 3 months Current smoker 53

Not a current smoker 44

Unweighted bases

Current smoker 248

Not a current smoker 2,125

Children aged 15
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Children that were extremely anxious about visiting the dentist and receiving treatment 
reported higher prevalence of fair or worse self-rated oral health in 15 year olds (33%) than 
other children of the same age (25%), (Table 1.75). The apparent difference for 12 year olds 
was not statistically significant. A similar association was observed for toothache among 15 
year olds. This potentially indicates that extreme dental anxiety can be an important barrier 
for seeking dental treatment even in cases of toothache. 

In each age group those with higher anxiety levels also reported higher prevalence of oral 
impacts. Oral impacts are not limited to functional aspects of quality of life but also include 
psychological and social aspects, which could be closely linked to dental anxiety.  

 

Table 1.75 Self-rated dental anxiety, by subjective dental health outcomes, by age 

 
The bases reported in Table 1.75 relate to self-rated dental health. Item bases may vary due to non-
response 
1 "Not extreme anxiety" is equivalent to no, low or moderate dental anxiety 

 

 

  

England, Wales and Northern Ireland, 2013 Percentages

12 years 15 years

Self-rated dental health - fair or worse Not extreme anxiety
1 33 25

Extreme anxiety 43 33

Toothache in the last 3 months Not extreme anxiety 18 14

Extreme anxiety 17 25

Any difficulty in last 3 months Not extreme anxiety 56 44

Extreme anxiety 68 56

Unweighted bases

Not extreme anxiety 2,079 2,043

Extreme anxiety 305 290

Children aged 12, 15
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1.8  Conclusions 

This report has shown that while the majority of children had a positive perception of their 
oral health, a considerable proportion of children experienced oral problems. Around two 
thirds reported experiencing a dental problem, including toothache, in the last 3 months while 
44% of 12 year olds and 29% of 15 year olds perceived a need for orthodontic treatment. 
Many children reported that their quality of life was negatively affected by these problems; 
58% of those aged 12 and 45% of those aged 15 reported that their teeth and mouth 
negatively affected their daily life in the last three months, primarily in terms of avoiding 
smiling or laughing due to their teeth, difficulties eating, and difficulties cleaning their teeth. 

Trends in health and health related attitudes and behaviours since 2003 were generally 
stable or slightly improved. More than 80% of 12 and 15 year olds reported attending the 
dentist for a check-up, and around 80% reported brushing their teeth twice a day or more. 
About 15% of 12 and 15 year olds consumed sugary drinks 4 or more times a day, about 
one in ten 15 year olds smoked and 39% drank alcohol. In terms of dental care, almost all 
children have used the NHS for that purpose and more than 8 out of 10 parents across all 
age groups reported that they did not have difficulty finding an NHS dentist for their children. 
Despite the generally positive findings, a sizeable minority did not conform to the guidance 
for each of these risk behaviours or faced difficulties accessing NHS dental care, thereby 
being at an increased risk for oral diseases. All these risk factors were also strongly 
associated with poorer subjective outcomes related to oral health and quality of life.  

More importantly, there was evidence of a clear social divide across a wide range of oral 
health outcomes. Children from economically more deprived families had worse perceptions 
of their oral health and reported more oral problems, including toothache, and a greater 
impact from their oral health on their daily life. They also had a higher perceived need for 
orthodontic treatment, and tended to receive such treatment later in their adolescence than 
less deprived children. This pattern of inequality continued with regards to dental care and 
health behaviours. Relatively deprived groups had higher proportions of children not 
attending the dentist for a check-up, as well as reporting difficulty to access NHS dentistry. 
They also reported worse patterns for all aforementioned behaviours compared to less 
deprived groups in the population, with the exception of alcohol consumption, which was 
more prevalent among the less deprived groups. Public health action towards tackling the 
risk factors that affect health has the potential to considerably benefit the oral health of the 
most deprived children in the population. 
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Annex A: The accuracy of the survey results 

Like all estimates about a population based on a sample from that population, the results of 
the 2013 CDH Survey are subject to error. The total error associated with any survey 
estimate is the difference between the estimate derived from the data collected and the true 
value for the population. The total error can be divided into two main types: random error and 
systematic error. 
 
Random error, or ‘sampling error’, occurs because survey estimates are based not on the 
whole population but only on a sample of it. There may be chance variations between such a 
sample and the whole population. If a large number of repeats of the same survey were 
carried out, this error would average to zero. The size of the sample and the sample design 
influence the magnitude of these variations due to sampling. 
 
Systematic error is often referred to as bias. Bias can arise because the sampling frame is 
incomplete, because of variation in the way the dental examination was carried out, or 
because non-respondents to the survey have different characteristics to respondents. When 
designing this survey considerable effort was made to minimise systematic error; this 
included training dental examiners and nurses to reduce variability between them. 
Nonetheless, some systematic error is likely to have remained, particularly from potential 
non-response bias and measurement error, and the data were weighted to reduce any 
potential non-response bias. 
 
Statistical theory enables estimates to be made of the size of the random, or sampling error, 
but not of the systematic error or bias. A statistical estimate of the sampling error, the 
standard error, can be produced from the value obtained for the sample, and provides a 
measure of the statistical precision of the survey estimate. This allows for a confidence 
interval to be calculated around the sample estimate which gives an indication of the range 
in which the true population value is likely to fall. The confidence interval generally used in 
survey research is the 95% confidence interval; it comprises of approximately two (1.96) 
standard errors associated with the sample design. 
 
For results based on simple random samples, without clustering or stratification, the 
estimation of standard errors is straightforward. The sample design of CDH, however, was 
not a simple random sample and therefore a more complex design calculation is needed 
which takes account of the stratification and clustering of the sample design. Stratification 
tends to reduce the standard error, while clustering tends to increase it.  
 
In a complex sample design, the size of the standard error depends on how the 
characteristic of interest is spread within and between the primary sampling units (PSUs), 
and this is reflected in the way the data are grouped in order to calculate the standard error. 
 
The tables in Annex A show the standard error and 95% confidence intervals for a range of 
the survey estimates included in this report (calculated using STATA V11.0, a statistical 
analysis software package). The tables do not cover all the topics discussed in the report but 
show a selection of estimates based on information from both questionnaires.  
 
The tables also show the design factor, or deft; the ratio of the complex standard error to the 
standard error that would have resulted had the survey design been a simple random 
sample of the same sample size. This is often used to give a broad indication of the degree 
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to which the standard error has been adjusted to take account of the stratification and 
clustering in the sample design. The size of the design factor varies between survey 
variables reflecting the degree to which a characteristic is clustered within PSUs, or is 
distributed between strata. For a single variable the size of the factor also varies according to 
the size of the subgroup on which the estimate is based, and on the distribution of the 
subgroup between PSUs and strata. Design factors below 1.0 show that the complex sample 
design improved on the estimate that would have been expected from a simple random 
sample, probably due to the benefits of stratification; design factors above 1 indicate a 
negative impact on the prevision of the estimate relative to a simple random sample of 
equivalent size (probably due to the effects of clustering). 
 
The quality indicators in these tables are valid for the estimates that they are associated 
with. Comparing the confidence intervals for these point estimates to see if they overlap 
would be a conservative approach to analysing for significant differences between the 
percentages. This is because the test should be based on the variance of the difference in 
the two percentages. On occasion, this is why differences commented on as significant in 
this report would have overlapping confidence intervals. 
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Table 1A1 Standard errors and confidence intervals for Table 1.1: Percentage of children who rated their dental or general health as 
good or very good, by age and country, 2013 

 
 

 

  

Estimate group Estimate description
Proportion 

with (p)

Unweighted 

sample size

Weighted sample 

size ('000's)

Standard 

error of (p)

95% lower 

C.I. bound

95% lower 

C.I. bound
DEFT

12 year olds Self rated dental health – good or very good 66 2508 629 2.1 61.7 69.9 2.1

12 year olds in England Self rated dental health – good or very good 66 1423 575 2.3 61.0 70.0 1.7

12 year olds in Wales Self rated dental health – good or very good 69 609 33 2.7 63.7 74.4 1.4

12 year olds in Northern Ireland Self rated dental health – good or very good 68 476 22 3.3 61.6 74.9 1.6

15 year olds Self rated dental health – good or very good 74 2395 670 1.9 70.7 78.2 2.2

15 year olds in England Self rated dental health – good or very good 75 1303 610 2.1 70.6 78.8 1.8

15 year olds in Wales Self rated dental health – good or very good 70 546 36 2.2 65.7 74.4 1.2

15 year olds in Northern Ireland Self rated dental health – good or very good 75 546 24 2.2 70.4 79.0 1.1
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Table 1A2 Standard errors and confidence intervals for Table 1.2: Percentage of children that rated their dental or general health as 
good or very good, by sex and eligibility for free school meals, England, Wales and Northern Ireland, 2013 

 
 

  

Estimate group Estimate description
Proportion 

with (p)

Unweighted 

sample size

Weighted sample 

size ('000's)

Standard 

error of (p)

95% lower 

C.I. bound

95% upper 

C.I. bound
DEFT

12 year old boys Self rated dental health – good or very good 60 1,208 317 2.8 53.9 65.2 2.0

12 year old girls Self rated dental health – good or very good 72 1,300 312 3.0 66.1 78.2 2.3

15 year old boys Self rated dental health – good or very good 68 1,141 338 2.4 63.0 72.6 1.9

15 year old girls Self rated dental health – good or very good 81 1,254 332 1.9 77.4 85.1 1.7

12 year olds eligible for free school meals Self rated dental health – good or very good 59 626 122 2.6 53.5 63.7 1.1

12 year olds not eligible Self rated dental health – good or very good 67 1,744 482 2.8 62.0 73.0 2.5

15 year olds eligible for free school meals Self rated dental health – good or very good 64 504 104 3.9 55.8 71.5 1.6

15 year olds not eligible Self rated dental health – good or very good 77 1,744 538 2.2 72.6 81.2 2.3
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Table 1A3 Standard errors and confidence intervals for Table 1.22: Percentage of parents reporting impacts on family life in the last 
6 months, by age, England, Wales and Northern Ireland 2013 

 
  

Estimate group Estimate description
Proportion 

with (p)

Unweighted 

sample size

Weighted sample 

size ('000's)

Standard 

error of (p)

95% lower 

C.I. bound

95% upper 

C.I. bound
DEFT

5 year olds

England % with any impact 21 676 632 2.5 15.7 25.9 1.5

Wales % with any impact 26 235 33 7.3 10.8 41.4 2.5

Northern Ireland % with any impact 16 316 23 3.1 9.6 21.7 1.4

Total % with any impact 21 1,227 688 2.4 16.2 25.5 1.9

8 year olds

England % with any impact 33 614 594 2.5 27.5 37.6 1.3

Wales % with any impact 32 242 32 6.8 17.6 46.1 2.1

Northern Ireland % with any impact 24 300 22 2.7 18.3 29.1 1.0

Total % with any impact 32 1,156 647 2.3 27.6 36.8 1.6

12 year olds

England % with any impact 32 497 567 2.7 26.4 37.3 1.3

Wales % with any impact 30 240 32 3.0 23.7 36.1 1.0

Northern Ireland % with any impact 33 218 21 2.9 27.4 39.0 1.0

Total % with any impact 32 955 621 2.5 26.9 36.7 1.7

15 year olds

England % with any impact 35 405 609 2.6 29.4 40.0 1.3

Wales % with any impact 41 171 36 3.6 33.4 48.3 1.1

Northern Ireland % with any impact 37 234 24 4.6 27.9 46.0 1.6

Total % with any impact 35 810 670 2.4 30.3 39.9 1.7
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Table 1A4 Standard errors and confidence intervals for Table 1.23: Percentage of parents reporting impacts on family life in the last 
6 months, by sex and free school meal eligibility, England, Wales and Northern Ireland 2013 

 
 

 

 

Estimate group Estimate description
Proportion 

with (p)

Unweighted 

sample size

Weighted sample 

size ('000's)

Standard 

error of (p)

95% lower 

C.I. bound

95% upper 

C.I. bound
DEFT

5 year old boys % with any impact 23 602 354 4.5 14.1 31.8 2.5

5 year old girls % with any impact 19 625 334 2.4 13.9 23.4 1.4

8 year old boys % with any impact 28 577 333 2.6 23.0 33.4 1.3

8 year old girls % with any impact 36 579 315 3.3 29.8 43.0 1.5

12 year old boys % with any impact 33 494 316 3.7 25.5 40.2 1.8

12 year old girls % with any impact 31 461 305 3.2 24.5 37.0 1.5

15 year old boys % with any impact 34 395 339 3.1 27.6 39.9 1.5

15 year old girls % with any impact 37 415 331 3.9 29.0 44.2 1.8

5 year olds eligible for free school meals % with any impact 26 200 116 8.7 9.0 43.4 2.7

5 year old not eligible % with any impact 18 993 547 2.0 14.6 22.4 1.5

8 year old eligible for free school meals % with any impact 38 152 80 7.3 23.6 52.6 1.7

8 year old not eligible % with any impact 32 971 544 2.3 26.9 36.1 1.5

12 year old eligible for free school meals % with any impact 37 153 107 5.8 25.5 48.3 1.5

12 year old not eligible % with any impact 30 765 505 2.3 25.9 34.8 1.4

15 year old eligible for free school meals % with any impact 37 108 75 9.5 17.8 55.3 2.1

15 year old not eligible % with any impact 35 659 582 2.3 30.6 39.7 1.5
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