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2. Summary 
 

• Good oral health is essential to leading a longer, happier and healthier life. However, oral health 
has historically been poor in Harrow. Over recent years, partners across the borough have 
endeavoured to tackle this issue and we are now seeing significant improvements in oral health 
outcomes – tooth decay rates, hospital admissions and tooth extractions are falling.  

• However, unmet oral health need remains prevalent. Our findings also suggest that local oral 
health inequalities exist, for which we have a moral and statutory duty to address, affecting 
residents from more deprived areas. Our survey findings also indicate there may be 
considerable need amongst people with Special Educational Needs and Disabilities (SEND), 
Children Looked After, rough sleepers, refugees and asylum seekers and older adults in care 
homes.  

• The reasons for poor oral health in Harrow are multi-faceted. There is variation in how residents 
engage with both beneficial practices such as toothbrushing and breastfeeding, and harmful 
behaviours like certain dietary habits and risk factors for oral cancer such as tobacco use.  

• These behaviours are determined by the socio-economic, cultural and physical environment in 
which people live. Healthy foods are less accessible and affordable, and language barriers are 
common, which particularly affect the most vulnerable in society.  

• Inconsistent messaging from across the health and care system in Harrow makes it difficult for 
individuals and families to know what behaviours they should be engaging with to improve their 
oral health. In addition, the carers and frontline personnel working with residents in key settings 
are inadequately supported and trained to provide oral care or advice. 

• Compounding this, accessing NHS dental services can be challenging. Dental access rates 
differ significantly within Harrow by location and age, being particularly low in children under 5-
years-old – similar to the national level in England.  

• The ease of arranging NHS dentist appointments varies and those from vulnerable groups 
frequently find it hard to access care which risks widening inequalities. Many residents have 
good experiences of receiving dental care, however this also varies substantially especially 
when additional or complex needs are not accommodated.  

• To truly address the array of factors that lead to poor oral health, a collaborative whole-system 
approach must be taken. This must apply the principle of proportionate universalism, providing 
interventions that give all Harrow residents the capability and opportunity to improve their oral 
health while also reducing inequalities. The recommendations from this Needs Assessment 
align with the following themes, details of which are found in the relevant section of this report: 

o Enhance integration and collaboration  

o Extend the Harrow Oral Health Promotion offer  

o Address and overcome risk factors and the wider determinants of oral health  

o Improve NHS Dentistry access  

o Optimise delivery of NHS Dentistry  

o Advance intelligence and research  

o Advocate for change beyond the scope of this Needs Assessment  
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4. Aims and objectives 
 

This Oral Health Needs Assessment benefitted substantially from a report on 0-5-year-old oral 
health in Harrow procured by Queen Mary University of London (QMUL). This enabled us to build 
on their findings and undertake a comprehensive Needs Assessment that covers the entire 
population of Harrow, following National Institution for Health and Care Excellence (NICE) guidance 
in doing so.1 The aims and objectives of this work are outlined below. 

 

Aims: 

• To assess the current state of oral health in Harrow and the needs of the population, 
including identifying inequalities faced by certain subgroups of the population  

• To provide an overview of current oral health services in Harrow and identify gaps in current 
work, highlight opportunities for improvement and make evidence-based recommendations 
for services to improve the oral health of the Harrow population 

 

Objectives: 

• Describe the demographic characteristics of the Harrow population 
• Outline the state of oral health in Harrow, describing the prevalence and incidence of dental 

disease and its impact, and highlighting inequalities faced by subgroups of the population  
• Outline the current oral health services provided in Harrow  
• Identify gaps in oral health strategies and services  
• Make evidence-based recommendations to improve oral health in Harrow 



   
 

   
 

5. Introduction 
 

The World Health Organisation (WHO) defines oral health as “the state of the mouth, teeth and 
orofacial structures that enables individuals to perform essential functions such as eating, breathing 
and speaking, and encompasses psychosocial dimensions such as self-confidence, well-being and 
the ability to socialise and work without pain, discomfort and embarrassment”.2 This definition 
clearly illustrates how oral health underpins our ability to lead a longer, happier and healthier life. 
Poor oral health can impact on individuals’ physical, emotional, mental, social and economic 
wellbeing, which collectively lead to wider societal, educational and economic consequences and 
places pressure on an already stretched NHS.3,4 In the UK, oral health is the most common cause of 
hospital admissions for 6-10 year olds, with billions spend on all dental care as a whole.4 

Oral diseases are wide ranging, with key conditions including dental caries (tooth decay), 
periodontal (gum) disease, tooth loss and oral cancer.2 Dental decay in the UK is common in both 
children and adults. The latest data shows that 22.4% of 5-year-olds5 and 27% of adults6 have tooth 
decay. Mouth cancer is on the rise, with 10,825 cases in the UK last year, a figure that has 
increased by 28% in the last decade. Last year, 3,637 people lost their lives to mouth cancer.7  

Oral diseases are almost entirely preventable. They also share risk factors with other non-
communicable diseases that represent significant public health challenges: Tooth decay is heavily 
linked to diets high in free sugars, which is associated with an increased risk of obesity, 
cardiovascular disease and diabetes. Tobacco use is a leading cause of oral and other cancers, as 
well as chronic respiratory disease.2 Tackling these risk factors would therefore help to improve oral 
health in addition to these other diseases.  

However, these individual risk factors cannot be successfully addressed without simultaneously 
overcoming the wider determinants of oral health. Cultural and educational factors influence 
awareness, knowledge and attitudes towards good oral health behaviours and how people access 
dental services. Economic, environmental and commercial determinants dictate the availability and 
accessibility of affordable healthy foods, fluoride toothpaste and toothbrushes.8 For instance, 
families with limited financial resources may struggle to afford healthy foods and have little choice 
but to turn to cheaper, more accessible and extensively advertised unhealthy products high in 
sugar. 

Furthermore, accessing quality dental care is vitally important to good oral health and is influenced 
by the “5 As of Access”: availability, accessibility, acceptability, affordability and accommodation of 
services.9 However, people in England have faced increasing difficulty with accessing NHS 
Dentistry, which is reflected in the most recent British Social Attitudes survey. National data 
revealed record high levels of public dissatisfaction (55% very or quite dissatisfied) – this was also 
the highest level of dissatisfaction of any NHS service.10 Consequently, an increasing number of 
people are turning to costly private care as highlighted by a recent Healthwatch report.11 

Barriers to accessing dental care have arisen at individual, societal and policy levels affecting all “5 
As of Access” and resulting in services that do not meet local needs. This in combination with the 
influences of wider socioeconomic and environmental determinants of health play a fundamental 
role in the development of oral health inequalities that exist throughout all stages of life and across 
clinical outcomes. Certain populations are disproportionately affected, particularly when these 
factors congregate.4,8 Those from more deprived backgrounds are particularly at risk, alongside 
certain ethnicities and vulnerable groups such as people experiencing homelessness, adults in care 
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homes, Children Looked After (CLA), people with Special Education Needs and Disabilities (SEND) 
and refugees and asylum seekers.3,4 These population groups face greater difficulty with accessing 
dental care and improving oral health behaviours, leaving them with unmet oral health needs that 
have been further exacerbated by the COVID-19 pandemic.12  

Altogether, this array of factors culminates in a system that fails to promote good oral health to our 
diverse population. People are not enabled, supported and empowered to engage with healthy 
behaviours, nor can they access dental care with ease.8,10,11,13 Understanding and addressing 
inequalities and these wider determinants is fundamental to designing effective interventions to 
improve oral health.13 

 

Figure 1: The Determinants of oral health13 

 

Oral diseases are largely preventable and therefore avoidable. Taking action to improve oral health 
in Harrow will benefit general health and wellbeing, reduce pressure and financial costs experienced 
by public services and boost educational and economic productivity at an individual and societal 
scale. Evidence shows us that prevention and early intervention are critical to achieving this.4 
Reducing inequalities is a statutory duty of Local Authorities as stipulated by the Equality Act 2010 
and Health and Social Care Act 2012,14,15 but in actual fact improving oral health should be 
everyone’s business in Harrow.  



   
 

   
 

6. Definitions and abbreviations 
 

CLA – Children Looked After 

CQC – Care Quality Commission 

D3mft – Decayed, missing or filled teeth  

Dental caries – the technical term for tooth decay, which also may be referred to as dental decay. 
All of these terms describe the disease process whereby teeth (specifically enamel and dentine) are 
damaged and broken down16  

Edentulism – condition of having no remaining natural teeth17 

EHC plan – Education, Health and Care plan 

FCE – Finished Consultant Episode, used to describe an episode of hospital activity completed 
under a named consultant  

FP17 – FP17s are forms used by dentists to document and claim for dental activity. They are 
submitted to NHS BSA by practices and contain information on what treatment band the care 
belongs to, the patient charge collected and the number of UDAs performed18 

GDP – General Dental Practice 

GDS – General Dental Services  

Health inequalities – unfair and avoidable differences in health across the population, and between 
different groups within society19 

HPV – Human Papillomavirus  

ICB – Integrated Care Board 

KPI – Key Performance Indicator  

LDC – Local Dental Committee 

MECC – Making Every Contact Count  

MECSH – Maternal Early Childhood Sustained Home-visiting  

NDEP – National Dental Epidemiology Programme 

NHS BSA – NHS Business Service Authority  

NICE – National Institute for Health and Care Excellence  

OHID – Office for Health Improvement and Disparities  

OHP – Oral Health Promotion  

PDS – Personal Dental Services  

PEH – People Experiencing Homelessness 

PUFA – An index used to assess the presence of oral conditions resulting from untreated caries20 

QMUL – Queen Mary University of London 
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ROI – Return on Investment 

SEND – Special Educational Needs and Disabilities, a term used to describe learning difficulties or 
disabilities that make it harder for someone to learn21 

UDA – Unit of Dental Activity  

VCS – Voluntary and Community Sector 

WHO – World Health Organisation  

 

 

 

 

  



   
 

   
 

7. Harrow Population profile 
 

7.1. Population Overview  

The 2021 Census estimated the population of Harrow to be 261,200 people. Most of the population 
fall within the 20-64 age group, and compared to the rest of London, Harrow has an older age 
profile. Just over half of Harrow’s residents are female which reflects London and national patterns. 
At older ages, the proportion of the population that are females increases due to their higher life 
expectancy.22 Figure 2 is Harrow’s population pyramid, showing the distribution of the population 
according to age and sex.  

Figure 2: A breakdown of the population in Harrow – population per ward and population 
pyramid22,23 
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Harrow’s population grew by 9.3% since 2011, higher than the 7.7% average in London.22 As shown 
in Figure 3, Harrow’s population is projected to continue growing up to nearly 280,000 in 2041.23 
This is driven by relatively higher birth rates and people moving into the borough, mostly from other 
parts of the UK but also from abroad. This population growth is unevenly distributed across age 
groups, with a continued shift towards a higher number and proportion of older residents, while the 
number of children remains consistent.  

 

Figure 3: Population size projections in Harrow according to year, showing total population 
projection and divided by 0-18 year olds, 19-65 year olds and over 65 year olds23  

 

 

7.2. Ethnicity  

Harrow is an incredibly diverse borough. 285 ethnic identities were reported in the 2021 Census, 
with 45% identifying as Asian, 37% White, 7% Black and 11% either Mixed or Other ethnic group.22 

Harrow’s diversity is also reflected in the languages spoken. At least 86 different main languages 
were spoken in the borough according to the 2021 Census. Harrow also has the highest percentage 
of Romanian speakers in England. Figure 4 shows the percentage of the population who cannot 
speak English either well or at all.22 

National data shows that substantial oral health inequalities exist by ethnicity. Ethnic minority 
groups experience higher rates of child tooth decay and some also have a higher risk of oral cancer. 
Data and scientific literature also suggest that ethnic minority groups may also experience greater 
difficulty accessing dental care. Meanwhile, evidence of oral health behaviours according to 
ethnicity is mixed and is a complex picture often driven by socioeconomic factors.4 
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Figure 4: The percentage of Harrow’s population who cannot speak English well or at all22 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7.3. Vulnerable population groups 

Evidence demonstrates that certain population groups experience oral health inequalities. They are 
often some of the most vulnerable in society and suffer the effects of the wider determinants of 
health.3,4 It is important to understand their own local population profiles in order to design and 
implement effective strategies to improve their health. This Needs Assessment was able to perform 
a deeper dive into the oral health of some of these groups, largely through our own survey which is 
covered in more detail later in this report. The following sections provide an overview of their local 
presence and evidence of the oral health inequalities they experience. A full list of populations that 
experience oral health inequalities, according to evidence from national data and/or scientific 
literature,3,4,13 are: 

• Vulnerable older adults – those in care or nursing homes, as well as those who are receiving 
support at home  

• Rough sleepers and people experiencing homelessness 
• People with Special Educational Needs and Disabilities (SEND)  
• Children Looked After 
• Refugees and Asylum Seekers 
• Ethnic minority groups 
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• Gypsy, Roma and Traveller communities  
• People with severe and complex mental and physical health conditions  
• People with severe alcohol or drug dependence  
• Prisoners  
• Sex workers  

 

7.3.1. Older adults in care homes  

There are 55 care homes in Harrow, with 42 of these being residential homes and 13 nursing 
homes. Overall, the latest count of residents was 1,131 people. Of these, 458 were older adults 
aged over 65-years-old, with 209 in Nursing Homes and 249 in Residential Homes. The latest data 
shows that permanent admissions to residential and nursing homes in Harrow remain relatively 
consistent, with 485 per 100,000 people aged over 65 years.24 

Maintaining good oral health into older age is a vital element of general health and wellbeing, and 
plays an important role in helping people remain independent.25 Data shows that older adults in care 
homes experience worse oral health than the general population. They are more likely to have 
caries and be edentulous, while also being less likely to have functional dentition.26 Oral cancer is 
also on the rise and more common in older adults.27 Alongside this, care home professionals report 
greater difficulty accessing dental care for their residents which is further complicated by older 
adults having increasingly complex dental care needs due to considerable medical comorbidity.26 

In 2019 the Care Quality Commission (CQC) Smiling Matters report found that a significant number 
of people in care homes were not being adequately supported to maintain and improve their oral 
health,28 with improvements noted in the progress report in 2022.29 Recommendations included the 
need for providers having policies to promote and protect oral health and improvements to staff 
practices, as well as highlighting examples of how care homes have successfully implemented 
strategies to improve the oral health of their residents. These findings were on a national basis, with 
no local level data.  

 

7.3.2. Rough sleepers  

Homelessness occurs when a person has no home in the UK or anywhere else in the world 
available and reasonable to occupy.30 People experiencing homelessness (PEH) is a broad term 
including rough sleepers, sofa surfers and people living in temporary accommodation. In 2023/24 
there were 128 verified rough sleepers in Harrow. This is a rise from 45 in 2019/20.31 

The available evidence for this population shows a high level of need. PEH have higher rates of 
tooth decay and periodontal disease as well as worse oral health related quality of life. Evidence 
also suggests they are more likely to develop oral cancer. PEH will largely only attend a dentist if 
they have symptoms, such as dental pain, and often do not attend follow-up. Barriers to regular 
attendance include cost, fear and stigmatisation, oral health not being a priority for them, a lack of 
perceived need, fatalism and limited awareness of their entitlement to NHS treatment. Evidence 
also suggests that PEH are less likely to brush their teeth as recommended, and have higher sugar 
intakes.4 This is reinforced by findings from a recent Oral Health Needs Assessment for PEH in 
London.32  

 



   
 

  Oral Health Needs Assessment 2025 14 

7.3.3. People with Special Educational Needs and Disabilities (SEND) 

A person has SEND if they have a learning difficulty and/or disability that means they need special 
health and education support. It encompasses a variety of conditions, including but not limited to 
ADHD, Autism, and physical disabilities such as Cerebral Palsy. There is a wide spectrum of how 
SEND manifests and affects.21,33 

Latest figures show that there are 1,403 people with Learning Disabilities living in Harrow, 
representing 0.5% of the population.24 There are four specialist schools for SEND pupils in the 
borough and in 2023/24, 1765 children (4.1%) in all schools had an Education, Health and Care 
(EHC) plan while 4587 children had SEN support/SEN without an EHC plan (10.6%). This is a rise 
of 75% and 29% respectively since 2015/16.34 

National data and wider scientific literature consistently show that people with SEND have worse 
oral health, including higher levels of gum disease, greater numbers of missing teeth and 
edentulism and higher rates of untreated tooth decay. The treatment of tooth decay in people with 
SEND is also more likely to lead to tooth extraction. Many people with SEND are more reliant on 
others, such as their carers, to help them to clean their teeth. These carers are often inadequately 
trained to provide dental care, particularly considering the greater needs such as reduced dexterity 
that can impair toothbrushing and sensory sensitivity that can make it challenging to cooperate with 
oral care. Furthermore, people with SEND face an increased risk of poor oral health due to high 
sugar intake, medications that reduce saliva flow and acid reflux. In addition to this unmet oral 
health need, people with SEND experience poorer access to dental services and less preventative 
dentistry.35 

 

7.3.4. Children Looked After 

In March 2025, Harrow had 176 CLA with 87 placed within Harrow and 89 placed outside the 
borough. Since the previous year, 106 CLA had ceased to be looked after and 104 started to be 
looked after. The number of CLA in Harrow has been steady, with 186 in 2020.36 

Evidence on the oral health of Children Looked After (CLA) is limited. The existing evidence does 
show that CLA have higher rates of dental caries, gum disease and experience more dental pain. 
They attend dental care less frequently, and when they do are more likely to need urgent treatment 
and require tooth extraction. CLA are likely to enter care with little experience of tooth brushing, with 
inconsistent meal patterns and diets higher in sugar. Some may have also experienced dental 
neglect. Furthermore, CLA often change placements regularly and therefore may struggle to receive 
good continuity of care.4,37 

 

7.3.5. Refugees and Asylum Seekers 

In Harrow there are a total of 284 supported Asylum Seekers. In addition, the UK has resettlement 
Schemes in place for people fleeing specific countries, namely the Homes for Ukraine scheme and 
Afghan Resettlement Programme. There are 478 people in Harrow under the Homes for Ukraine 
scheme, and 157 under the Afghan Resettlement Programme.38 

Refugees and asylum seekers are a vulnerable population group who are known to experience 
substantial barriers to accessing care. Data on oral health outcomes in the UK is very limited, 
although scientific literature shows a high burden of oral disease, including dental caries and gum 
disease.39 Refugees and asylum seekers are at a high risk of arriving into a host country with poor 
oral health due to underdeveloped dental care systems in their source country and poor oral 
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hygiene knowledge and practices. Once in a host country, refugees and asylum seekers utilise 
dental care less. This is due to a combination of access barriers, such as healthcare policies and 
language limitations, and personal understanding of the importance of accessing dental care 
routinely.39,40 

 

7.4. Carers 

Carers are a vital support mechanism for many people in Harrow, particularly those who belong to 
vulnerable population groups who are often experience oral health inequalities. This includes 
professional, paid and informal (unpaid) carers. In the 2021 Census, just over 20,000 people 
reported being informal carers – 10,000 provided less than 20 hours of unpaid care each week, 
almost 5,000 provided 20-49 hours per week, and just over 5,000 provided more than 50 hours per 
week. Most carers are older working age adults and are more likely to be female than male. Figure 
5 shows where informal carers live in Harrow. 

 

Figure 5: Location of where informal carers live in Harrow22 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   
 

   
 

8. Wider determinants 
 

8.1. Deprivation  

Deprivation is a major risk factor for poor oral health and a clear social gradient exists in outcomes. 
National data demonstrates that 5-year-old children living in the most deprived areas are 3.4 times 
more likely to experience dental decay as those living in the least deprived areas.5 National data 
has also shown that deprivation explains 38% of the variation in prevalence of dental caries and 
42% of the variation in severity of dental caries among 5-year-olds.4 As a result, children from more 
deprived backgrounds are more likely to require tooth extractions. In addition to dental cares rates, 
the incidence and mortality of oral cancer increases with deprivation in adults.4 These worse oral 
health outcomes exist across different domains of deprivation, including income, education and 
employment. Of note, adults in manual occupations have higher rates of tooth decay and gum 
disease and consequently experience greater impacts on their oral health-related quality of life. 
Those who are unemployed similarly experience worse oral health outcomes.4 

Significant inequalities exist in oral health behaviours too. Both children and adults from more 
deprived backgrounds are less likely to brush their teeth twice a day and have higher sugary food 
and drink intake.4 Data also consistently shows that people living in more deprived areas are more 
likely to smoke.41 Again, these inequalities are seen across domains – education, income and 
employment. Adults in manual occupations are less likely to brush their teeth twice a day and visit 
the dentist less regularly.4  

To compound this, national evidence shows that children and adults from more deprived 
backgrounds experience inequalities in accessing dental care. They are less likely to regularly 
access a dentist and are more likely to visit when symptomatic, with evidence subsequently showing 
that higher proportions of children from more deprived areas use Community and Emergency dental 
services, and are more likely to be admitted to hospital for dental care.4  

Deprivation level is calculated using Index of Multiple Deprivation (IMD). This combines seven 
domains to formulate an overall score: income, employment, education, health, crime, barriers to 
housing and services and living environment. The higher the score, the more deprived an area. 
Harrow’s IMD score (15.0) is lower than the London (21.3) and England (19.6) averages, placing 
Harrow within the top 30% of least deprived areas of England.42 However, this only describes the 
whole borough and there are several pockets of higher deprivation within Harrow, two of which are 
amongst the top 20% most deprived in England. Figure 6 shows deprivation rates in Harrow relative 
to the rest of the country.43 
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Figure 6: Deprivation level in Harrow relative to England43 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

8.2. Food environment  

Unhealthy food environments are characterized by the prevalence of high-calorie, low-nutrient foods 
often with a higher density of fast-food outlets.44 It is well established that the environment in which 
we are born, grow, live, work and age determine our health, and that differing social and economic 
conditions leads to health inequalities.45 

Unhealthy foods are usually more accessible, affordable and advertised than healthier options. It 
would therefore come as no surprise that more deprived areas are more likely to have unhealthier 
food environments, limiting access to fresh and nutritious food. The established link between 
unhealthy food environments and worse health outcomes, including obesity, diabetes and heart 
disease, highlights a vicious cycle where poor diet and health further entrench inequality and 
poverty.46 Oral health shares this causality with these other diseases. Evidence demonstrates that 
unhealthy food environments are a significant contributor to poor oral health outcomes, particularly 
tooth decay.47 
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Mapping the food environment of Harrow is challenging. It is a diverse and dynamic place, and 
modelling sources are limited. For our analysis we used several different modelling methods, each 
revealing different elements of the food environment in Harrow.  

The first method we used was the Priority Places for Food Index (PPFI).48 The PPFI combines data 
from seven domains to create a composite index of food insecurity, including socio-demographic 
barriers, need for family food support as well as accessibility and proximity to supermarket and non-
supermarket food options. Food insecurity describes the inability to acquire nutritious food and is 
associated with unhealthy dietary patterns and poor health outcomes as those affected obtain their 
food from more affordable and accessible, and ultimately unhealthier, sources.49 Figure 7 shows 
how areas in Harrow rank amongst national PPFI deciles. Although nowhere in Harrow falls into the 
worst affected 10%, some are within the worst 20% and many areas rank amongst the worse 20-
40% nationally.  

 

Figure 7: National deciles for PPFI index in Harrow48  

 

 

Another important insight is the density of fast-food outlets as significant contributors to unhealthy 
food environments. There is no agreed definition of fast-food outlets or how to categorise them, 
which is an important factor in accurate mapping. In particular, outlets may be defined as 
“restaurants” despite also acting as takeaways and offering high-calorie, low-nutrient foods. For this 
work it was vital to capture such outlets due to the implications such food intake has on oral health 
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outcomes. We therefore decided to use Public Health Wales’s definition of fast food outlets for this 
mapping, as it is an established methodology that provides the best overview of fast food outlets 
relevant for oral health.50  

 

Figure 8: Density of fast-food outlets by LSOA50 

 

The final method used to explore how the food environment in Harrow is related to oral health was 
purchases of sugary products, sweets and soft drinks. Dietary intake of such products is a critical 
factor in the development of tooth decay.51 There are limitations to using this methodology though, 
namely that the modelling source only explored one supermarket chain (Tesco) and that this was 
conducted 10 years ago.52 Figure 9 is an example of one of these maps showing consumption of 
sweets – all three (sugary products, sweets and soft drinks) can be found in Appendix 1. 
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Figure 9: Purchasing patterns of sweets, soft drinks and sugary products in Tesco 201552 

 

These analyses paint an overall picture of the food environment in Harrow. Together they 
demonstrate areas vulnerable to being pushed or influenced to buy more affordable and accessible 
unhealthy food, and display this in residents’ supermarket spending habits. Deprivation is a well-
established factor in this picture, as more disadvantaged families turn to cheaper and unhealthier 
food options. This can be seen in the national connection between fast-food outlets being more 
common in more deprived areas,53 and in people’s food purchases.54 

We conducted regression analysis to explore this relationship locally. We found that there was no 
clear correlation between deprivation and fast-food outlets (R2 = 0.0174) however there were weak 
relationships between deprivation and supermarket purchasing patterns. Specifically, the 
relationship to purchases of soft drinks was slightly stronger (R2 = 0.1588) compared to sweets (R2 = 
0.1457) and sugar content (R2 = 0.1303). Full analysis of these relationships can be found in 
Appendix 1.  

 



   
 

   
 

9. Lifestyles and behaviour 
 

9.1. Toothbrushing  

Brushing teeth twice a day with fluoride toothpaste is a key factor in protecting good oral health. 
Toothbrushing prevents build-up of plaque – a film of bacteria that coats teeth and leads to tooth 
decay and gum disease.55 

The Harrow Public Health team commissions a regular school survey, HAY Harrow, which provides 
significant insight into the lives and behaviours of school children in the borough. The latest results 
are from 2025 and cover school years 5 to 13. The survey asked how often children brush their 
teeth twice a day with toothpaste. The results showed that around 80% of children always brush 
their teeth twice a day, which is consistent across all year groups as shown in Figure 10. Although 
this is largely positive, it does still show that a fifth of school children aged 9-18 years do not always 
brush their teeth as recommended.  

 

Figure 10: How often do you brush your teeth twice a day with toothpaste? (total n for Key 
Stage 2 to college = 6892, HAY Harrow, 2025) 

 

The HAY Harrow survey results can be further stratified into different population groups, specifically 
by ethnicity, whether someone’s first language is English, if they have Special Educational Needs or 
Disabilities, or are Asylum Seekers. Graphs visualising these findings can be found in Appendix 2, 
but in summary these show that Asylum Seeker children and children with SEND are less likely to 
regularly brush their teeth twice a day. Results by English as a first language and ethnicity were 
relatively similar.  
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9.2. Diet 

As already noted in this report, diet plays a crucial role in oral health. Frequent free sugar 
consumption significantly increases the risk of tooth decay – bacteria metabolise sugars and 
produce acid which attacks and destroys enamel.56 The main sources of free sugars consumed are 
soft and fruit drinks, cereal and cereal products, and confectionary.57 In addition, acidic food and 
drink also erodes teeth over time.26  

There is limited evidence to suggest diet has any association with oral cancer, although an 
unhealthy diet does increase the risk of other cancers.57 In summary, maintaining a healthy 
balanced diet low in sugars and acids is essential for preserving good oral health and preventing 
dental disease. It is also important to bear in mind that oral health shares these risk factors with 
other non-communicable diseases that represent public health challenges, such as cardiovascular 
disease, diabetes and obesity.2 Tackling these risk factors would therefore help to improve health 
more generally.  

The HAY Harrow survey also provides significant insight into the dietary habits of school children in 
the borough. The findings from 2025 were mixed: Only half of school children in Years 5-13 eat 
vegetables every day, however most only had fizzy drinks or fast-food once a week or less. 
Nevertheless, there were still a reasonable proportion of children who had fizzy drinks several times 
a week (17%) or daily (5%), as well as those who had fast-food or takeaways several times a week 
(11%) or even daily (3%). Graphs of these results are shown in Appendix 2, which is also divided 
into different school Key Stages.  

It was also possible to stratify this HAY Harrow data on dietary habits by ethnicity, whether 
someone’s first language is English, if they have Special Educational Needs or Disabilities, or are 
Asylum Seekers. Appendix 2 contains graphs which visualise these results. In summary, children 
with SEND and asylum seekers were more likely to have fizzy drinks on a daily basis. Asylum 
seeker children were also more likely to have fast-food or takeaways every day. There was some 
variation by ethnicity, while results by English as a first language were similar.  

Additional eating and obesity data is also useful to explore as part of the greater dietary picture in 
Harrow, and it is representative of unhealthy eating behaviours related to oral health. Obesity and 
overweight rates in Harrow rise with age. 17.3% of children in reception are overweight or obese, 
with this climbing to 37.5% of Year 6 children and 52.8% of adults. Obesity and overweight rates in 
Harrow are lower than the London average in Reception children, however rise to be in line with the 
London average amongst Year 6 children and adults.24 

 

9.3. Breastfeeding 

Breastfeeding plays an important role in the development of healthy teeth in childhood. It promotes 
the proper development of oral and facial structures, including the jaw, teeth and palate. It does so 
through the physical act of breastfeeding, with breast milk also providing essential nutrients for the 
development of healthy teeth and gums.58 

It is recommended that infants are exclusively breastfed for the first 6 months of life, with evidence 
also indicating that breastfeeding up to 12 months is beneficial. Breastfeeding in this way has been 
shown to reduce the risk of childhood tooth decay and malocclusions.57 Thus, breastfeeding not 
only provides essential nourishment to an infant, but also lays a foundation for good oral health. 

The latest local data shows that 78.8% of children are breastfed at 6-8 weeks in Harrow. 44.8% of 
these are totally breastfed, while 34.0% are partially breastfed. The overall percentage of children 
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being breastfed in Harrow is unchanged since 2015, however a greater proportion are only partially 
breastfed as demonstrated in Figure 11.  

 

Figure 11: The percentage of mothers totally and partially breastfeeding at 6-8 weeks in 2015 
and 2024 

 

 

 

 

 

 

 

 

 

 

 

 

 

9.4. Mouth and oropharyngeal cancer risk factors  

Mouth and oropharyngeal cancers are commonly considered together. Mouth cancer arises in any 
part of the mouth (lips, gums or front of the tongue) while oropharyngeal cancer affects the part of 
the throat just behind the mouth (tonsils and the back part of the tongue). The main risk factors for 
these cancers are:59 

• Tobacco – including smoking, chewing tobacco and betel quid (gutkha or paan) with or 
without tobacco  

• Alcohol  
• Human papillomavirus (HPV) infection  
• Older age 
• Weakened immune systems (either due to a medical condition or medication) 
• Mouth conditions (such as erythroplakia and leukoplakia)  
• Family history of mouth cancer  
• Personal history of other cancers  

Evidence also shows that men and some ethnic minority groups also have a higher risk of oral 
cancer.4 
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9.5. Tobacco 

Tobacco use is a significant risk factor for mouth and oropharyngeal cancer. This includes smoking 
tobacco in cigarettes, cigars waterpipes/shisha as well as chewing tobacco and betel quid (with or 
without tobacco). Considerable exposure to environmental tobacco via passive smoking is also 
associated with a small increased risk of mouth and oropharyngeal cancer.59  

Tobacco use is also linked to other dental diseases such as gum disease and tooth decay.60 The 
2021 Adult Oral Health Survey showed that 24% of current smokers and 23% of previous smokers 
had gum disease compared to 16% of those who had never smoked. Current smokers were also 
more likely to report that their gums bled.61  

16.1% of adults in Harrow smoke, which is one of the highest rates in North-west London and well 
above the England average of 11.6% as shown in Figure 12. Smoking is more prevalent amongst 
men and in middle-age groups, and a clear link to higher deprivation is seen. The Harrow Public 
Health team recently produced a Tobacco Health Needs Assessment which contains further details 
on tobacco use in the borough.62 It is important to note that Figure 12 shows a sudden rise in 
smoking prevalence from 2022 to 2023. This is due to the methodology used to gather this data, 
with the 2023 figure likely to be more representative of true smoking prevalence in Harrow.  

 

Figure 12: Smoking prevalence in Harrow compared to England24 

 

 

 

 

 

 

 

 

 

 

 

 

9.6. Alcohol 

Alcohol is also a significant risk factor for mouth and oropharyngeal cancer, responsible for 35% of 
cases in the UK.59 Like tobacco, it is also associated with gum disease and tooth decay as it dries 
out protective saliva, in addition to drinks often being sugary and acidic.63 The 2021 Adult Oral 
Health Survey found that fillings and gum disease were more common as frequency of alcohol 
consumption increased.61 

The harmful effects of alcohol caused by excessive intake can be demonstrated by admissions to 
hospital due to alcohol-related conditions. In 2023-24 Harrow had 1737 admissions per 100,000 
people, which is similar to the London average but slightly lower than the England average. Figure 
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13 shows the trend in alcohol related hospital admissions in Harrow over time. This reveals that 
although admissions in 2023-24 were a down a little from 2022-23, overall admissions are up from 
1527 per 100,000 people in 2016-17, indicating greater harm from alcohol intake in Harrow over 
time.  

 

Figure 13: Trend of admission episodes for alcohol-related conditions per 100,000 people in 
Harrow, London and England24  

 

 

9.7. HPV vaccination 

HPV infection can be a significant concern for oral health due to its association with mouth and 
oropharyngeal cancers. In the UK, HPV is responsible for 50% of oropharyngeal cancer cases.59 

HPV is transmitted through intimate contact and infects the mouth and throat. HPV is common, 
infecting around 80% of people at some point in their life. For most people it causes no harm and 
resolves on its own, however for some people the virus can cause cancerous changes in the cells of 
the mouth and oropharynx. This is usually caused by one of the many types of HPV called HPV 16. 
There has been an increase in oropharyngeal cancers associated with HPV in recent years, usually 
affecting younger people. HPV positive oropharyngeal cancer usually has a better prognosis 
compared to those that are HPV negative.59 

Vaccinating against HPV is crucial to preventing infection and reducing the incidence of HPV-
related cancers, both via individual protection and contributing to herd immunity.64 National data has 
shown a concerning drop in HPV vaccination uptake since the Covid-19 pandemic, with a quarter of 
eligible children missing out (compared to the 90% uptake pre-pandemic).65 This not only 
compromises individual protection, but places public health at risk due to the reduced effectiveness 
of herd immunity.  

The most recent local data on HPV vaccine uptake in Harrow is from 2022/23, which shows that 
vaccination rates are very low at 46% for females and 42% for males, both well below the national 
average although similar to many other North-west London.24 HPV vaccination followed a similar 
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pattern to the rest of England with reduced uptake during the Covid-19 pandemic, which has since 
not recovered, as shown in Figure 14. 

 

Figure 14: Percentage uptake of HPV vaccine in 12-13 year old females and males in Harrow 
and England.24 
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10. Health outcomes 
 

It is the statutory duty of local authorities to undertake or commission oral health surveys.15 This is 
largely conducted via the National Dental Epidemiology Programme (NDEP) – a series of annual 
oral health surveys coordinated by the Office for Health Improvement and Disparities (OHID). These 
surveys form a significant and important proportion of the health outcome findings of this Needs 
Assessment, alongside other publicly available sources and locally gathered data.  

Another vital source of oral health outcome data for this Needs Assessment was the North-West 
London ICB’s data software Whole Systems Integrated Care (WSIC). This provided key insight into 
hospital-related oral health outcomes, enabling us to provide a more comprehensive overview. We 
have also included valuable analysis from the 2024 QMUL report on 0-5-year-old children. 

 

10.1. Children  

 

10.1.1. Tooth decay (NDEP 2024) 

The latest NDEP survey was conducted on 5-year-old schoolchildren in 2024, with the results 
published in early 2025. This provides us with very recent and up-to-date data on the oral health of 
5-year-old children in Harrow. It showed that 27.6% of 5-year-old children in Harrow had experience 
of tooth decay. This was similar to the London average, lower than some North-west London 
boroughs and a significant decrease from the peak of 42.4% in 2019.5,66 This is visualised in Figures 
15 and 16. 

 

Figure 15: The percentage of 5-year-old children with experience of tooth decay 20245 
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Figure 16: The trend of tooth decay in 5-year-old children in Harrow, London and England 
over time5 

 

The NDEP surveys in children also specifically assess incisor decay, as this is associated with long-
term bottle use with sugar-sweetened drinks or feeding practices.67 In 2024, 8.9% of 5-year-old 
children in Harrow had incisor decay. This was similar to the London average of 9.7%, but higher 
than the national average of 6.0%. The rate of incisor decay in Harrow has also appeared to be 
decreasing since 2017, although this is not a statistically significant difference as shown in Figure 
17.5 

 

Figure 17: Percentage of 5-year-old children with incisor decay over time in Harrow, London 
and England5 
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The 2024 NDEP survey on 5-year-old children assessed a number of other outcomes related to 
tooth decay. A full table of these results can be found in Appendix 3. In summary, the number of 
affected teeth amongst those with experience of or untreated dental decay was higher in Harrow 
compared to London and national averages. Nearly a quarter of children in Harrow had untreated 
decayed teeth, and 2.4% had had teeth extracted due to decay – both of which were in line with 
London and national averages.5 

 

10.1.2. Tooth decay (other NDEP surveys) 

The borough-level results for other recent NDEP surveys in children should be interpreted with 
caution as they did not meet the minimum threshold of participants in Harrow to enable results to be 
reliably generalised to the whole borough. This includes both the 2020 and 2023 surveys, with the 
former being particularly affected by the Covid-19 pandemic.  

The NDEP surveys in 2013 and 2020 were focussed on 3-year-old children. These showed that in 
2013, 18.3% of 3-year-old children in Harrow had experience of tooth decay,68 which reduced to 
12.4% in 2020.69 However, this was not a statistically significant difference.  

The NDEP survey for 2023 explored the oral health of children in Year 6. These results suggested 
that experience of tooth decay in Year 6 children was significantly higher in Harrow than London 
and England averages, with 24.2% affected. 11.9% of Year 6 children in Harrow had untreated 
decayed teeth.70 As already mentioned above, it is important to note that these findings are very 
limited and should be interpreted with caution.  

 

10.1.3. Experience living with poor oral health  

Some NDEP surveys assessed outcomes related to children’s experiences living with poor oral 
health. Although interpretation of these results is limited as outlined previously, the 2023 survey on 
Year 6 children showed that 5.7% of participants in Harrow had pain in their teeth or mouth often or 
very often, with 5.8% upset with their teeth or mouth. Both of these were higher than the London 
and national averages. In addition, 3.8% of Year 6 children in Harrow had difficulty biting or 
chewing, and 1.4% did not want to talk because of their teeth or mouth.70  

 

10.1.4. Hospital admissions 

For this Needs Assessment we have included data on hospital admissions from a variety of 
sources. Altogether though they provide insight into how Harrow compares to national and other 
regional rates, how admissions vary by borough-ward and how they vary by age and deprivation at 
a Harrow-level.  

Data from OHID shows us that in the period 2020-2023, hospital admissions for dental caries 
among 0-5-year-olds in Harrow were higher than London and national averages at 364 per 100,000 
people, which is as demonstrated in Figure 18. However, Figure 18 also shows this rate has 
significantly reduced in Harrow since 2015, although as this data is aggregated over several years it 
is unclear to what extent this is due to reduced need or the impact of the Covid-19 pandemic.24 
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Figure 18: Hospital admissions for dental caries in 0-5-year-olds per 100,000 people over 
time.24 

 

 

These findings are supported by data extracted from WSIC, displayed in Figure 19. This shows that 
although there was a significant drop in the rate of hospital admissions due to tooth decay because 
of the Covid-19 pandemic in 2020, this was followed by a period of recovery and has since 
continued a downward trajectory with fewer hospital admissions across all ages over time. Figure 19 
also shows that hospital admissions due to tooth decay are most common amongst the 6-11 year 
old age group. In 2024, rates of hospital admission due to tooth decay were 220, 316 and 58 per 
100,000 for 0-5 year olds, 6-11 year olds and 12-17 year olds respectively, at an average of 194 
admissions per 100,000.  

It was only possible to further stratify this data by sex. This showed no significant difference in the 
rate of hospital admissions for dental caries between males and females, with 392 and 336 
admissions per 100,000 people respectively.24  

Although it is positive to see a fall in hospital admissions related to tooth decay in Harrow, it is 
important to caveat these findings – over recent years in London there has been an increase in 
community-based capacity for procedures such as tooth extractions, for example via inhalation 
sedation. This therefore provides an alternative pathway to reduce hospital admission and treatment 
under general anaesthesia. A cross-London analysis showed that although this has contributed to 
the fall in hospital admissions, it can also be partly explained by declining tooth decay rates, which 
we have observed in Harrow.71  
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Figure 19: Rate of hospital admissions due to tooth decay in children per 100,000 population 
in Harrow by age and over (WSIC)  

 

The QMUL report on 0-5-year-old oral health also explored hospital admissions in Harrow by ward. 
Admissions between 2015-2024 were grouped together as the number of admissions by individual 
ward would otherwise be too low to analyse. The results are shown in Figure 20, indicating that 
hospital admission rates were highest in wards with higher levels of deprivation: Harrow Weald, 
Kenton East, Wealdstone and Roxbourne with the exception of Edgeware.  

 

Figure 20: The average hospital admission rate of 0-5-year old children in Harrow wards 
2015-2024 
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We were also able to assess the relationship between hospital admissions due to tooth decay and 
deprivation using data from WSIC. There was a clear social gradient, with children in more deprived 
quintiles more likely to be admitted than those in less deprived quintiles as shown in Figure 21. In 
particular there was a statistically significant difference between IMD 1 and 2 (most deprived) and 
IMD 5 (least deprived). This social gradient existed in both 0-5 and 6-17-year-olds, and separate 
graphs for these age groups can be found in Appendix 4. 

This analysis was conducted using local deprivation quintiles, meaning the IMD scores are relative 
to Harrow’s location population rather than the population of England as a whole. This approach is 
used as there are many pockets of deprivation in Harrow that may be averaged out if compared to 
national data.  

 

Figure 21: Hospital admissions (per 100,000 people) related to tooth decay by deprivation 
among those aged 0-5 in Harrow (2022-2024) (WSIC) 

 

 

10.1.5. Hospital tooth extractions 

Hospital tooth extractions are calculated using Finished Consultant Episodes (FCEs). An FCE is a 
term used to indicate a period of care that has been completed in hospital records, and thus can be 
used to assess the number of tooth extractions conducted in hospitals.72 The data for FCEs is only 
available for people aged 0-19-years-old, with the latest available data from 2023-24. This shows 
that in Harrow there were 390 tooth extractions per 100,000 people, slightly below the London 
average but above the national rate as shown in Figure 22, although these were not significant 
differences.  

More specifically, 61% of tooth extractions in Harrow were due to dental caries at a rate of 237 per 
100,000 – this rate was significantly lower than the London average of 291 and similar to the 
national average of 229 per 100,000. The Harrow tooth extraction rate unrelated to caries was 153 
per 100,000 people, which was in line with both London and national rates.73 
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Figure 22: FCEs for tooth extraction – all diagnoses per 100,000 people in 2022-2373 

 

 

When stratified by age, this data shows that in Harrow the rate of tooth extractions in 5-9-year-olds 
is higher than in other age groups, but not significantly so. For tooth extractions related to caries the 
pattern of distribution by age groups is highest amongst those aged 5-9 years old, however for tooth 
extractions not related to caries this distribution shifts to older age groups.73 These findings are 
shown in Figure 23. 

 

Figure 23: Tooth extractions in Harrow – all diagnoses by age per 100,000 people in 2023-2473 
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Furthermore, Figure 24 shows how hospital tooth extractions have declined amongst children in 
Harrow over the last decade. There was a significant drop in extractions due to the Covid-19 
pandemic in 2020/21, with a subsequent increase that has since fallen again in 2023/24. Similarly to 
the data on hospital admissions, it is unclear how much this decrease is due to increased 
community-capacity for procedures that would have previously been performed in hospital, or due to 
declining tooth decay rates.  

 

Figure 24: FCEs for tooth extraction in Harrow among children aged 0-19 over time73 

 

 

 

10.1.6. Summary 

Oral health outcomes in children have been improving in Harrow over recent years. This includes 
tooth decay prevalence and related outcomes such as hospital admissions and tooth extractions, 
although with some caveats to this data. Some outcome rates are now in line with London (tooth 
decay in 5-year-olds) or even national averages (tooth extractions), although others remain 
relatively high (hospital admissions due to tooth decay). Altogether these still represent a significant 
population level improvement in child oral health in the borough. There is evidence of local oral 
health inequality amongst children in Harrow, specifically that children from more deprived areas are 
more likely to be admitted to hospital due to tooth decay. 
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10.2. Adults 

 

10.2.1. Tooth decay (NDEP surveys) 

There are two NDEP surveys looking at adult populations. These are the 2018 survey on adults 
attending dental practices6, and the 2016 version focused on mildly dependent older people. 
Similarly to many of the children’s NDEP surveys, the generalisability of results is limited by low 
participation numbers. Furthermore, the findings from the 2018 survey are constrained by the fact 
that participants were exclusively adults who visited dental practices, most of whom were regular 
attenders. It is unclear whether their regular attendance indicates underlying dental issues, or if they 
could have better oral health due to frequent dental support.6  

The 2018 survey results showed that 24.1% of adults in Harrow had active tooth decay which was 
similar to London and national averages, as well as other North-west London boroughs, as 
visualised in Figure 25.6 Those adults in Harrow with active tooth decay had an average of 2.9 
decayed teeth. 7.8% of adults had PUFA (an index used to assess the presence of oral conditions 
resulting from untreated caries20) meanwhile 83.3% of adults had filled teeth. Again all of this data 
showed no statistically significant difference with London or England averages, largely due to wide 
overlapping confidence intervals.6 

 

Figure 25: The percentage of adults attending dental practices with active tooth decay 
(2018)6 

 

The 2016 NDEP survey on mildly dependent older people did not directly assess tooth decay 
prevalence. The most closely related outcome that was examined was the percentage of 
participants with PUFA, which was 23.5% in Harrow.74  
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10.2.2. Gum disease  

The NDEP surveys on adults covered some outcomes related to gum disease, although again it is 
worth noting that using this data is limited. In the NDEP 2018 survey, 48.1% of adults attending 
dental practices in Harrow had gum bleeding on probing. This was in line with London and national 
averages.6 

The 2016 NDEP survey on mildly dependent older people did not directly assess gum disease 
prevalence, but did look at the percentage of participants with visible calculus. Dental calculus is a 
hard deposit formed from plaque and is a key contributor to gum disease.75 80% of mildly 
dependent older adults in Harrow had visible calculus, which was higher than the London and 
England averages.74  

 

10.2.3. Oral cancer  

There is no borough-level data on oral cancer from the last few years. The latest data on diagnosis 
rates is from 2017-19, which showed that 15 per 100,000 people in Harrow had oral cancer. This 
was in line with London and England averages and was similar to other North-west London 
boroughs. Figure 26 shows the trend in oral cancer rates in Harrow over time. It reveals that rates 
have increased significantly since 2008-10, at which time they were 9 per 100,000, although rates 
have remained relatively consistent since 2010-12.24 

 

Figure 26: Oral cancer rates per 100,000 people over time in Harrow, London and England24 

 

The latest data on oral cancer mortality rates is more recent. In Harrow, there were 7 deaths from 
oral cancer per 100,000 people in 2020-22, which was similar to London and national averages and 
other North-west London boroughs. The trend in oral cancer mortality since 2011-13 is shown in 
Figure 27. Although it may appear that there is an increase in oral cancer mortality, this is not a 
statistically significant change.24 
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Figure 27: Oral cancer mortality rates per 100,000 people over time in Harrow, London and 
England24 

 

 

It was only possible to stratify the 2020-22 mortality rate data by sex, however this showed a 
statistically significant difference. In Harrow, males were 2.5 times more likely to die from oral 
cancer than females, which followed the London and national pattern. As visualised in Figure 28, 
7.6 males per 100,000 people died from oral cancer compared to 3.0 per 100,000 females during 
the period 2020-22.24 

 

Figure 28: Oral cancer mortality rates per 100,000 people by sex24  
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10.2.4. Living with poor oral health  

The NDEP survey in 2018 found that 18.5% of adults did not have functional dentition, which was 
similar to the London and national averages. In addition, 7.4% of adults in Harrow had dentures.6 
Meanwhile, 18.2% of adults in Harrow had frequent dental health issues, also in line with London 
and national averages.6 

Similarly, the 2016 NDEP survey on mildly dependent older people examined the percentage of 
participants with any oral health impacts fairly or very often, with 12.7% affected.74 The 2016 NDEP 
survey also explored dentition in greater detail than the 2018 edition. It showed that 36.4% of 
participants in Harrow were edentulous and 7.4% had no posterior functional contacts. 7.3% of 
mildly dependent older people in Harrow had a fixed tooth replacement and 47.3% a removable 
tooth replacement, with 11.1% having dentures in need of replacement.74 The 2016 survey also 
explored the proportion of mildly dependent older people with pain in their mouth, which for Harrow 
was 17.1%.74  

 

10.2.5. Treatment need  

The 2018 NDEP survey on adults attending dental practices explored the treatment need of 
participants. It showed that 46.3% of adults in Harrow had some kind of treatment need which was 
lower than the London and England averages. However, the number of adults in Harrow with an 
urgent treatment need was similar to the London and national rate at 7.7%.6 

The 2016 NDEP survey looked specifically at domiciliary treatment need amongst mildly dependent 
older adults, a vitally important service to cater for the additional needs of this population. It showed 
that 18.5% of participants would require domiciliary treatment, higher than the London and national 
averages as shown in Figure 29. However, there were no confidence intervals to assess the 
statistical significance of this difference, and this data is limited by the small number of participants 
as outlined previously.74  

 

Figure 29: The percentage of mildly dependent older people who would require domiciliary 
treatment74  
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10.2.6. Hospital admissions 

Data on hospital admissions amongst adults was considerably more limited than for children. The 
only available source for this data was WSIC, which enabled us to explore the number of hospital 
admissions due to tooth decay. We were also able to assess the trend of hospital admissions and 
stratify this by age, as well as conduct analysis to explore the relationship with deprivation.  

Figure 30 shows that the rate of adult hospital admissions due to tooth decay has followed a 
downward trend in recent years. There was a significant drop in 2020 due to the impact of the 
Covid-19 pandemic, with some increase in subsequent years, however admissions continued to fall 
in 2024. Figure 30 also shows that the rate of hospital admissions due to tooth decay is higher 
amongst the 18-64 age group, with the 2024 rates 52 per 100,000 for 18-64-year-olds and 16 per 
100,000 in those aged 65 and older, an average of 45 per 100,000 people. 

Similarly to the children’s data on hospital admissions, it is important to caveat these findings. An 
increase in community-based capacity for procedures such as tooth extractions as provided an 
alternative pathway to hospital admission. However, it is unclear to what extent this has contributed 
to the fall in hospital admissions, versus this being the result of declining tooth decay rates.  

 

Figure 30: The rate of hospital admissions due to tooth decay per 100,000 people for adults 
by age and over time (WSIC) 

 

When looking at the relationship between hospital admissions due to tooth decay and deprivation, 
the social gradient in adults is less clear than in children, as shown in Figure 31. However, those in 
IMD quintiles 1 to 4 were significantly more likely to be admitted than those in quintile 5 (least 
deprived), demonstrating some local relationship between deprivation level and hospital admission 
due to tooth decay. When stratified further by age, this trend was seen in adults aged 18 to 64, but 
there was no statistically significant relationship between deprivation and admission in adults aged 
over 65. Graphs of these findings are in Appendix 4. Similarly to the children’s data on hospital 
admissions, IMD is based on local deprivation quintiles.  
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Figure 31: Hospital admissions (per 100,000 people) related to tooth decay by deprivation 
among those aged over 18 years in Harrow (2022-2024) (WSIC) 

 

 

10.2.7. Summary 

The oral health outcome data for adults is considerably more limited than for children, with the 2016 
and 2018 NDEP surveys lacking enough participants to be generalisable to the whole Harrow 
population. Their findings still provide useful insight but should be interpreted with caution.  

The available data suggests that adults in Harrow have a significant oral health need, with a quarter 
having active tooth decay. The only trend data related to tooth decay is hospital admissions, which 
show a downward trend over recent years. Meanwhile, oral cancer rates were stable between 2010 
and 2019 despite a rise nationally. There is some evidence of local inequalities, with higher rates of 
oral cancer mortality amongst men and a very limited suggestion of higher rates of hospital 
admissions amongst those from more deprived areas (IMD 1-4).  

Despite its limitations, another finding of note is the high treatment need amongst adults in Harrow, 
particularly the 18.5% of mildly dependent older adults who would require domiciliary treatment.  
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11. Findings from Queen Mary University of London report on 
0-5-year-old oral health in Harrow 

 

As previously referenced, the Harrow Public Health team commissioned QMUL to conduct research 
into the Determinants of Oral Health in Early Childhood in Harrow76. This Oral Health Needs 
Assessment has already included key findings that the QMUL team extracted on oral health 
outcomes, and in later section on accessing dental services. Another key part of their work involved 
conducting a survey and focus groups with parents, staff from Early Years, medical and dental 
services, schools, local VCS organisations and parents. This section provides a brief overview of 
their findings from the survey and focus groups.  

 

11.1. Parental experiences and insights 

Parental experiences and insights were gathered through a survey and focus groups. Families 
identified oral health as a priority and parents had positive attitudes towards maintaining the oral 
health of their child or children. Parents were generally aware of the causes of poor dental health 
and recognised the importance of brushing teeth twice a day with fluoride toothpaste, reducing 
sugar intake and visiting the dentist. Parents also reported that schools played an important role in 
health promotion and STB in schools had encouraged their children to incorporate toothbrushing 
behaviours into their daily routines. Most parents (almost two thirds) were able to access an NHS 
dentist, and the majority were satisfied with the quality of care they received. However, there were 
variable experiences and challenges with accessing dental care. This, and other areas for 
improvement that the QMUL report identified, are outlined here: 

• Although parents were aware of sugar reduction almost a third of parents provided unhealthy 
snacks to their children 

• Parents reported that food high in salt, fat and sugar were readily available in Harrow which 
can contribute to an obesogenic environment 

• Healthy food is perceived to be more expensive than unhealthy food 
• Parents reported being influenced by the immediate environment, social attitudes and norms 

towards sugary food and drinks and pester power 
• Although parents knew about toothbrushing routines, there was a delay in starting to brush 

their children’s teeth and a fifth of children did not brush their teeth twice a day  
• Parents felt that health advice was inconsistent among health professionals, which was 

confusing 
• Parents felt that oral health is not always prioritised by health visiting teams, GPs and 

schools and should be incorporated more into general health practice  
• Some parents found it difficult to access an NHS dentist and had to make several attempts 

to finding one for their child. 
• A significant proportion of parents did not take their child to the dentist regularly, and most 

children were taken to the dentist for the first time after their first birthday  
• Some parents did not know how to find a dentist or that children could receive free NHS 

dental care.  
• Language barriers and a lack of available interpreting services was a consistent theme. This 

impacted upon the quality of communication, and when family members had to act as 
informal interpreters this had significant knock on effects – for example, having to take time 
off work.  
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11.2. Early Years staff and health professionals 

Focus groups and semi-structured interviews were conducted with Early Years staff and health 
professionals. They reported that oral health is a priority in Harrow, with some health professionals 
recognising the importance of and applying a more holistic approach that accounts for the wider 
determinants of oral health, while others focused on the medical model of health care provision. 
Early Years staff and health professionals attempted to provide preventive oral health advice at 
every opportunity, however there were limiting factors as outlined below, in addition to other areas 
for improvement: 

• While attempting to offer preventive advice, frontline staff reported organisational, clinician 
and patient related factors that can hinder these interactions  

• Oral health advice provided by different health professionals is inconsistent and results in 
confusion amongst parents. 

• Language barriers frequently affect the quality of communication between families and 
healthcare providers  

• Oral health promotion advice could start earlier in the antenatal period to intervene and help 
parents more promptly, but that training and support is needed to enable services such as 
Health Visiting to action this.   

 

11.3. Summary  

The QMUL report on the Determinants of Oral Health in Early Childhood in Harrow identified key 
target areas to improve the oral health of young children in the borough. Many of these align with 
the findings from our Oral Health Needs Assessment survey, demonstrating that these themes 
permeate throughout Harrow and particularly affect vulnerable population groups. The QMUL team 
also provided a number of recommendations, which can be found in their full report. These fed into 
the recommendations of this Needs Assessment as outlined at the end of this report.  

 



   
 

   
 

12. Oral Health Needs Assessment survey   
As part of this Oral Health Needs Assessment, we conducted an extensive engagement piece with 
our local community and dental professionals to obtain more detailed insights into oral health in 
Harrow. This was vital to painting a comprehensive overview and thus enabling more informed 
decision making on policy and practice.  

Scientific literature and national data clearly demonstrate that certain groups experience worse oral 
health and face greater difficulties accessing dental care.3,4 Despite these inequalities, there is a 
stark lack of localised data on oral health in these groups. As the Harrow Public Health team, it is 
our statutory duty to identify and address inequalities in our local population and NICE guidelines 
make it clear that there is an expectation that Oral Health Needs Assessments must consider how 
to explore such inequalities.1,15 We identified specific populations to focus our survey on in Harrow 
for a combination of reasons, which were: 

• Scientific literature and/or national data demonstrate they experience oral health inequalities 
• There is little to no local data on their oral health  
• They are present and living in Harrow  
• They are a well-defined group – some evidence showed that certain population groups 

experience worse oral health (for example people with certain mental health conditions), 
however for the purposes of this survey it was challenging to define the extent of such a 
group with the available evidence. Given our limited capacity, it would have been unfeasible 
to define these groups more broadly.  

 

The population groups our survey therefore focussed on were: 

• Children and adults with Special Educational Needs and Disabilities (SEND)  
• Children Looked After 
• Rough sleepers  
• Refugees and asylum seekers  
• Older adults in care homes  

 

Receiving direct input from people belonging to these groups would be fundamental to gaining an 
understanding of their experiences. To bolster this, we also wanted to hear from their carers, both 
paid and unpaid. Carers have considerable appreciation of the state of oral health in these groups 
and are often the ones seeking dental care access for them. In addition, they often play an essential 
role in providing mouth care to individuals and influence their oral health behaviours.  

We also wanted to engage with and receive input from local dentists and dental care professionals 
(a dental care professional is a term covering a variety of roles qualified to practice certain aspects 
of dental care, such as dental nurses and hygienists)77. Their experience of providing NHS dentistry 
provides invaluable insight into the challenges that must be overcome to ensure they are enabled 
and empowered to give accessible and high-quality care. As front-line professionals in contact with 
the vulnerable population groups at greater risk of poor oral health, they are also in a vital position 
to inform this Needs Assessment about local circumstances.  

These surveys aimed to obtain an overview of the state of oral health in Harrow, gather insight into 
the reasons why some people have poor oral health and how these can be addressed, explore the 
challenges facing NHS dental care and how these can be addressed, as well as a greater 



   
 

understanding of the extent of carers’ oral health training and awareness with a particular focus on 
the targeted vulnerable population groups. 

This section contains a summary of the findings from our Needs Assessment survey. A full report is 
available separately with our methodology and detailed findings for each population group.  

It is important to note that although our findings provide valuable insight into the experiences and 
needs of these vulnerable population groups, our results cannot be used to identify local oral health 
inequalities. In addition, these results cannot be generalised to the entirety of these population 
groups due to the relatively low response rates. Table 1 below outlines the number of respondents 
to our survey 

 

Table 1: The number of respondents to the Oral Health Needs Assessment survey  

Survey target group  Respondents Number of respondents 

General Dentists and dental professionals 14 

Children and adults with 
SEND 

Residents 

Carers 

46 

15 

Children Looked After 
Residents 

Carers 

6 

16 

Rough Sleepers 
Residents 

Carers 

17 

0 

Refugees and Asylum 
Seekers 

Residents 

Carers 

13 

2 

Older adults in Care Homes Carers 5 
 

 

12.1. Dentists and dental care professionals 

It is clear that from a dental perspective, oral health in Harrow is poor and vulnerable population 
groups are particularly affected. Dentists expressed issues arising from limited awareness and 
engagement with good oral health behaviours, with many acknowledging that these are heavily 
influenced by wider determinants, including the affordability and accessibility of healthy food, 
toothbrushes and toothpaste, as well as cultural practices. Inconsistent messaging arising from 
across the health and care system was also identified as an issue which may create confusion 
around what behaviours are beneficial for oral health. 

To address these issues, dentists and dental care professionals believe that an increased focus on 
prevention and oral health promotion is needed. Responses indicated that this should involve the 
delivery of consistent messages across all settings to change behaviours and ultimately improve 
oral health. This will also help to reduce pressure on dental services, however there was a strong 
theme that NHS Dentistry reform is needed to increase capacity in the system. Alongside this, 
dentists and dental care professional respondents believed that provision of NHS dental care can 
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be improved with greater access to interpreters and reducing the number of Failed To Attends 
(FTAs).  

 

12.2. Children and adults with SEND  

There were a reasonable number of responses to the resident’s survey for children and adults with 
SEND, with a cross-section of ages and ethnicities. However, it is important to note that the findings 
should still be interpreted with caution due to limited generalisability.  

Overall, there were variable perspectives on the state of oral health in children and adults and 
SEND in Harrow. Residents and carers responses were balanced between oral health being good 
or bad, however dentists believe that it is largely worse than the general population. In addition, the 
results from questions specifically relating to oral health outcomes were concerning. Many children 
and adults with SEND experienced regular pain, bleeding gums and had lost adult teeth, with many 
frequently worrying about their oral health. Overall, these findings suggest that people with SEND in 
Harrow have significant unmet oral health needs.  

Challenges with sensory aversion and other manifestations of neurodiversity were identified as a 
key issue leading to poor oral health in people with SEND, affecting dietary and toothbrushing 
habits, and causing fear of seeking dental care. The effect of this is seen in the results of questions 
on oral health behaviours, with many people with SEND not engaging with good oral hygiene 
practices, although respondents did have a good understanding and recognition of their importance. 
The cost of healthy food as well as toothbrushes and toothpaste was noted as another barrier to 
engaging with good oral health behaviours, demonstrating the influence of the wider determinants of 
oral health.  

Experiences accessing dental care were variable, with some residents finding it hard to arrange an 
NHS dentist appointment, while others did not report the same difficulties. An important point to note 
was that most children with SEND were first taken to the dentist aged 2 years or older, later than is 
recommended. Overall, residents reported positive experiences with the dental care they receive in 
Harrow, however again there is variation with some finding that dental practices and dentists do not 
accommodate for the complex needs of people with SEND. Residents and carers also reported 
significant inconsistency of oral health messages provided by dental and health professionals.  

To overcome the issues people with SEND experience with their oral health, suggestions focussed 
on better accommodating for the complex needs many people with SEND have. This includes 
accessibility and delivery of dental care. Addressing the wider determinants by making healthy food 
and SEND-friendly toothbrushing equipment more available and affordable was also raised, as was 
the need to provide better training, education and support to people with SEND, their parents and 
carers. Although improving oral health was a priority for carers, most reported little support or 
training on the subject.  

 

12.3. Children Looked After 

Findings for CLA, particularly from the resident survey, should be interpreted with a considerable 
degree of caution due to a very low number of responses. Nonetheless, it still serves as a useful 
indicator. Overall, perspectives on the state of oral health in CLA were variable with residents 
generally believing CLA oral health is good, while dentists believe it largely worse than the general 
population and carers were more balanced. The resident survey had mostly positive oral health 
outcomes, although there were some concerning findings such as CLA with bleeding gums and 
weekly dental pain.  
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A lack of engagement with good oral health behaviours such as toothbrushing and a healthy diet 
were identified as key reasons for poor oral health in CLA. On the whole, foster carers and legal 
guardians demonstrated a solid understanding of good oral health behaviours, and findings 
suggested that some experience the influence of wider determinants which affect the affordability 
and accessibility of healthy foods, toothbrushes and toothpaste. To address these issues, there 
were calls for more education on good oral health behaviours for CLA, as well as better support, 
training and education for their carers.  

CLA have variable experiences when accessing and receiving dental care. There was a strong 
theme of challenges arranging appointments, however experience of receiving care were generally 
good. However, there was still variability in the prioritisation of CLA in dental services, language and 
communication barriers, the advice provided and the consistency of this advice. Increasing the 
availability of dental care for CLA was highlighted as key to addressing the challenges with 
accessing dental care.  

Improving oral health was seen as important for carers of CLA. Although most knew where to 
signpost CLA, many felt that they did not have sufficient support to look after CLA’s oral health. 
They had the most difficulty when trying to access NHS dentists, as well as supporting CLA with 
overcoming fear of dentists and improving their oral health behaviours. Furthermore, most carers 
had not received any training to look after CLA’s oral health.   

 

12.4. Rough sleepers 

The survey responses from rough sleepers in Harrow highlight significant oral health challenges. 
While many respondents demonstrated a good understanding of oral hygiene and reported brushing 
regularly, these efforts were often undermined by unstable housing, limited access to dental 
services, financial insecurity, and the practical hardships of rough sleeping. 

Barriers to accessing care were pronounced. Some rough sleepers reported being told by dental 
practices that they could not arrange an appointment due to a lack of identification or a fixed 
address, while others were deterred by cost or a lack of understanding about how to access 
services. Reports of pain, tooth loss, and gum disease were common, compounded by dietary 
challenges and communication difficulties. 

Despite these obstacles, many participants expressed a strong desire to maintain their oral health. 
Positive experiences with NHS dental care were characterised by kindness, prompt appointments, 
and cost exemptions through benefits. However, others described the system as confusing, 
inaccessible, or unwelcoming, particularly for those new to the UK or unfamiliar with navigating 
healthcare. 

Suggestions for improvement ranged from practical changes, such as free toothbrushes and 
toothpaste or more accessible healthy food, to broader structural solutions, including more 
compassionate care and stable housing. For many, the ability to care for their teeth was inextricably 
linked to having a place to live. 

 

12.5. Refugees and asylum seekers 

The survey responses from Refugees and Asylum Seekers also indicated unmet oral health needs. 
Many reported bleeding gums, frequent dental pain and having lost adult teeth. 
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Alongside this, Refugees and Asylum Seekers reported a range of barriers to achieving good oral 
health. Dental care was underutilised, and many individuals lacked clear knowledge of how to 
access NHS services. Language barriers were a major concern, with limited use of interpreters 
despite clear demand. Respondents highlighted that affordability and accessibility of healthy food 
and oral hygiene products further limited their ability to maintain good oral health behaviours. 
Inconsistent advice was also identified by respondents as undermining engagement with oral 
hygiene practices. 

Our findings suggest that addressing these issues requires provision of clearer, consistent and 
culturally competent information about how to engage with good oral health behaviours and access 
NHS dental care. Many respondents also emphasised the importance of accessible dental 
treatment when asked how their oral health could be improved.  

 

12.6. Older adults in care homes 

The results for this population group are very limited due to a low number of responses to the carers 
survey (five responses in total). What our findings suggest is that carers supporting older adults in 
care homes in Harrow identified oral health as a vital yet under-supported area of care. Despite a 
clear commitment to providing good oral hygiene, carers were often limited by gaps in training and 
difficulties accessing NHS dental services.  

Dentists and carers largely identified oral health as being worse in older adults in care homes than 
the general population, however accessing dental care is challenging for them. Issues that were 
raised included limited availability of dental services that visit care homes to provide care, and that 
even when external appointments were arranged these were often affected by cancellations or a 
lack of transport.  

NICE provide a comprehensive set of guidelines on oral health for adults in care homes. This states 
that care homes should have policies on oral health, that staff conduct assessments of oral health 
needs and that residents are supported with their daily mouth care as set out in their personal care 
plan.78 Our survey findings suggest that oral health appears to be generally integrated into daily 
care plans and assessments are usually, but not always, performed for new residents. There is 
some variability in oral health policies in workplaces, with not all care homes having a clear 
dedicated policy in place. In addition, although most carers reported receiving basic oral health 
training and education, it was clear from carer feedback that this was insufficient particularly when 
caring for residents with complex oral health needs.  

 

 

 

 



   
 

   
 

13. Local services  
 

This section provides a comprehensive overview of all key services in the London Borough of 
Harrow that are involved in the prevention and treatment of oral disease and promoting good oral 
health. This includes dental care, Local Authority commissioned services and key settings that 
deliver oral health programmes (such as schools and supervised toothbrushing). By outlining the 
key services involved in improving oral health in Harrow, we aim to facilitate data-driven and 
evidence-based identification of service gaps and ideas for optimising the provision of oral health 
care in Harrow.  

 

13.1. NHS Dental services 

As of March 2025, there were 36 dental practices in Harrow delivering NHS care. Their locations are 
shown in Figure 32. In March 2025 we conducted a snapshot assessment of how many of these 
practices were accepting NHS patients. We found that 15 practices were taking new NHS patients, 
while 18 were not. We were unable to obtain information from the other 3 practices despite attempts 
to contact them.  

This mapping reflects the experience Harrow residents would have had when arranging an NHS 
dentist at this point in time. However, it is important to note that this exercise was conducted in 
March 2025 which is at the end of the financial year, with the new allocation of funding for practices 
coming at the start of the following month (April). This timing likely influenced the availability of NHS 
dental practices. In addition, people are allowed to access an NHS dentist anywhere in England, 
therefore although this provides a picture of availability in Harrow, residents are also able to access 
NHS dentists outside of the borough.  

There is a Community Dental Service (CDS) available in Harrow, as highlighted on Figure 32, which 
is provided by the Whittington NHS Trust. The CDS is a service that caters for patients with 
additional social, medical or dental care needs and can provide treatment under sedation or home 
visits. For instance, they treat children who are very anxious or uncooperative, have disabilities or 
medical conditions requiring special care. They also treat adults with complex needs such as severe 
learning disabilities, physical disabilities, medical conditions (such as those who are medically 
compromised) or mental health problems as well as people experiencing homelessness and people 
who are housebound. It is important to note that General Dental Practices (GDPs) are capable of 
seeing the majority of people with additional care needs. 

Nevertheless, the local CDS is vital to providing dental care to groups who experience oral health 
inequalities and its capacity to effectively operate is fundamental to delivering this. However, the 
CDS in Harrow is under significant pressures, with their own data showing a waitlist of just over 850 
patients in July 2025 – this is children and adults waiting to be seen for their first appointment. This 
data also shows that between April 2024 and March 2025, the CDS accepted a total of 1533 
referrals. Between July 2024 and June 2025, the CDS saw 3533 patients, which includes new and 
recalled child and adult patients, and conducted 564 general anaesthetics (554 children, 10 adults).  

The number of accepted referrals to the CDS in 2024/25 is relatively consisted with pre-pandemic 
levels, with 1581 in 2019/20. This was followed by a drop to 858 in 2020/21 during the Covid-19 
pandemic and followed by a rise upwards of 1764 in 2023/24, with 1533 in 2024/25 as already 
mentioned. However, treatment is increasingly being provided in-house rather than being referred 
on to secondary care, subsequently placing greater pressure on the CDS and increasing wait times.  
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People are referred to the CDS by a dentist or other health and social care professional.79 Once 
treatment is completed, people are discharged back to their referring dentist or are asked to find 
their own dentist. In some instances, the CDS works collaboratively with local GDPs and provide 
shared care, usually with Paediatric patients.  

Urgent NHS dental care can be accessed via individual dental practices or by contacting NHS 
111.80 Residents who require more advanced or emergency dental care can receive this from 
secondary care services. The closest A&E is Northwick Park Hospital, situated just south of the 
borough border, and should only be accessed for dental emergencies such as uncontrollable 
bleeding or obstructed airways. Northwick Park Hospital is also the North-west London centre for 
Oral and Maxillofacial surgery, who, amongst many other things, provide surgical care for oral 
cancers.  

The CDS may also refer Harrow residents requiring more complex oral health treatment to hospitals 
in central London who are able to cater for these needs. These are: King’s College Hospital, 
University College Hospital, Chelsea and Westminster Hospital and Project Toothfairy in the Royal 
London Hospital. 

 

Figure 32: Locations of NHS Dentists in the London Borough of Harrow, and whether or not 
they are accepting new NHS patients in March 2025  
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13.1.1. Dental workforce 

Data on the dental workforce is only available for the whole of the North-West London ICB, and not 
at a Harrow-specific level. It 2023/24, there were 1,427 dentists in North-West London. This meant 
that there were 1,483 people per dentist, or 67 dentists per 100,000 people. North-West London 
ICB has the most dentists per population of all regions in London, and is much higher than the 
national average as shown in Figure 33.81 

 

Figure 33: Dentists per 100,000 population by ICB (2023/24)81 

 

The raw number of NHS dentists in North-West London has steadily risen over recent years, up 
from 1,338 in 2018/19 to 1,427 in 2023/24. Importantly, there has also been an increase in the 
number of NHS dentists per population as shown in Figure 34. In North-West London, the 
population per dentist has increased from 64 in 2018/19 to 67 per 100,000 people. In 2023/24, 7.7% 
of NHS dentists in North-West London were new joiners, while 7.1% of the dental workforce left. 
This turnover is a similar picture to the rest of England and is slightly higher than pre-COVID levels. 
For instance, in North-West London the proportion of joiners and leavers were 5.8% and 5.7% 
respectively in 2018/19.81,82 

 

Figure 34: NHS dentists per 100,000 population.81,82 
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13.1.2. Access 

Detailed data on how Harrow’s population access NHS Dentistry was collected from NHS Business 
Service Authority (BSA). Guidance outlines that children should be seen by a dentist at least every 
12 months, and adults every 24 months. Therefore, the data for how children and adults access 
dental care is represented as such. It is important to note that this data only captures NHS dental 
care access and does not account for private care. This will therefore limit the percentage of people 
seen by an NHS dentist within the recommended timeframes.  

Up to March 2025, 56.7% of children in Harrow had been seen by a dentist in the last 12 months, 
and 39% of adults had been seen in the last 24 months. These figures were relatively high amongst 
North-West London boroughs, as shown in Figures 35 and 36.  

 

Figure 35: Percentage of children seen by NHS dentists in the past 12 months in North-West 
London boroughs (2024/25) (NHS BSA) 

 

 

Figure 36: Percentage of adults seen by dentists in the past 24 months in North-West 
London boroughs (2024/25) (NHS BSA)  
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When looking at a further breakdown of the percentage of children and adults seen by a dentist by 
age group, this shows significant variability. Children aged 5-17 years were most likely to have been 
seen within the recommended timeframe as shown in Figure 37, with only 33.1% of children aged 
under 5 years seen in the last 12 months. The QMUL report on 0-5-year-old oral health provided a 
deep dive into access of NHS dental services amongst this age group. It showed that access rates 
are particularly low amongst 0-2-year-olds at 22.0% seen in the last 12 months, although this was 
still higher than the London average. In contrast, 50.6% of 3-5-year-olds accessed an NHS dentist 
in Harrow within that timeframe. 

 

Figure 37: Percentage of children seen in the last 12 months and adults seen in the last 24 
months in Harrow (2024/25) (NHS BSA)  

 

In addition, Figure 38 shows the trend of children and adults seen by NHS dentists over time. This 
shows a clear drop in NHS dentistry access during the Covid-19 pandemic, but in 2024/25 
recovered to pre-pandemic rates for children. However, access rates for adults remain slightly below 
pre-pandemic levels.  

 

Figure 38: Percentage of children seen in the last 12 months and adults seen in the last 24 
months in Harrow over time (NHS BSA)  
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We were able to break down this data further to assess how children and adults access NHS 
dentistry by borough ward. Our analysis showed that there was significant variation in the proportion 
of children and adults accessing NHS dental care between wards, and this also varied by age 
groups. Regression analysis was conducted to assess for a relationship between dental care 
access and deprivation, but no clear link was observed.  

We also conducted a mapping exercise to visualise how access varies across the borough and how 
this relates to available NHS dental services. An example is shown below in Figure 39, which is for 
children under 5-year-olds. It is again worth noting that the availability of NHS dental practices is a 
snapshot picture from March 2025, and that this exercise was not a statistical mapping test. The 
maps for all other age groups can be found in Appendix 5, alongside a table with full percentages of 
access rates between ages in each borough ward. 

 

Figure 39: Percentage of <5-year-old children seen by an NHS dentist in the past 12 months 
by Harrow ward (up to March 2025), with locations of NHS Dentists and whether or not they 
are accepting new NHS patients in March 2025 (NHS BSA)  

 

The 2025 HAY Harrow survey, focussed on school children in Years 3-13 also included a question 
“In the last 12 months, have you visited a dentist?”. The NHS BSA data provides a much more 
comprehensive overview of dental care access across all children of this age, however the HAY 
Harrow survey also provides stratified results by certain population groups. In summary, this shows 
that substantially fewer Asylum Seeker children accessed a dentist in the last 12 months (56% 
compared to 81% of non-Asylum Seekers), similarly to those whose first language is not English 
(74% compared to 85% of those whose first language is English). There were no considerable 
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differences between ethnicities or for children with SEND. Graphs visualising these results can be 
found in Appendix 2.  

 

13.1.3. NHS 111  

NHS 111 is an NHS service available online and over the phone that directs people to the best 
source of help. It provides support for all health-related queries, including dental issues and 
accessing urgent dental care.83 The use of NHS 111 services for dental queries can reflect 
challenges accessing dental care, as people use it as a mechanism to see a dentist after struggling 
to arrange an appointment via a dental practice. However the number of dental-related calls and 
online queries are also influenced by the level of need amongst a population, with more queries 
occurring due to worse oral health.84  

The data provided by NHS 111 was divided into online and telephone service queries, which we 
have combined in our analysis to represent the overall use of NHS 111 for dental queries in Harrow. 
In 2024, NHS 111 online received 2972 dental queries and NHS 111 telephony service had 3750 
calls, a total of 6722 queries. Last year, dental related queries made up 4.7% of all NHS 111 
queries in Harrow, which is slightly below the national average. Figure 40 shows how the raw 
number of dental related queries in Harrow has slowly risen over time, however as a percentage of 
all NHS 111 queries this has remained consistent.  

Looking at the percentage of all NHS 111 queries that are dental-related is more insightful, as 
general use of NHS 111 has risen over time which contributes towards the rising raw number of 
dental queries.   

 

Figure 40: The number of dental queries for NHS 111 and as a percentage of all queries in 
Harrow over time (NHS 111)  

 

It was also possible to stratify the NHS 111 data to explore the reasons for and outcomes of dental 
related queries in Harrow. This data was available as symptom group and dental disposition. The 
symptom group outlines the symptoms the individual was experiencing and subsequently the 
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reason why they were making a call or online query to NHS 111. The dental disposition describes 
the outcome of the call or online query, and the advice the individual would have been provided by 
NHS 111.  

Most dental queries made to NHS 111 in Harrow were for toothache (unrelated to dental injury), 
accounting for 77.9% of the total as shown in Figure 41. This finding indicates that toothache is the 
main reason people in Harrow seek urgent dental care.  

 

Figure 41: Percentage of all NHS 111 dental queries by symptom group in Harrow (2024) 
(NHS 111) 

 

When looking at disposition, contacting a dental practice within 24 hours was the most common 
outcome followed by contacting a dental practice within 12 hours, as shown in Figure 42. This 
shows that most dental queries were advised to seek urgent care. Following this, a reasonable 
number of queries were less urgent, with the advice given to contact a dental practice within 5 
working days. 

 

Figure 42: Percentage of all NHS 111 dental queries by disposition in Harrow (2024) (NHS 
111)  
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13.1.4. Commissioning and delivery of NHS Dental Services  

In 2023/24, 34 million dental courses of treatment were delivered in England to 23 million adults and 
11 million children. Although these numbers have improved since the Covid-19 pandemic, they still 
fall well short of pre-pandemic delivery.85 In addition, the NHS spent £3.1 billion on dental care, 
which translates to a substantial real-terms cut and a drop from £65 to £54 per person since 2019-
20.86,87 Altogether, this reflects national constraints with NHS Dentistry funding and consequently its 
delivery.  

The NHS dentistry money pot derives from a combination of central funding (75%) and patient 
charges (25%).86 Patients charges vary according to the band of treatment which reflect the need 
and complexity of the care required. Band 1 treatment covers basic care such as routine 
examination, whereas Band 3 (the highest band) includes crowns, dentures and bridges. Band 1 
and urgent treatment charges stand at £27.40, while Band 3 rises to £326.70. This money is 
collected by dental practices and passed to the NHS. 

Responsibility for commissioning NHS dental services lies with the ICB. Payments for primary care 
dentistry are made for Units of Dental Activity (UDAs), up to a maximum annual value agreed in 
each dental provider’s contract. Each treatment course is worth a set number of UDAs, with higher 
bands being worth more. The total value of these contracted UDAs is paid to dental providers in 
monthly instalments over the financial year beginning 1st April. If a provider does not fulfil 96% of 
their allocated UDAs, the money for the care that has not been provided may be recovered by the 
commissioner. On the other end of the scale, providers can be reimbursed for up to 110% of their 
UDA allocations, subject to agreement with their commissioner.88  

Local data on the commissioning and delivery of NHS dental services was provided by NHS BSA. In 
2024/25, NHS dental practices in Harrow were commissioned to provide 346,814 UDAs at a value 
of £12,704,491. Over this period, these NHS dental practices delivered 324,394 UDAs, which was 
93.5% of the care that was commissioned across the borough. Over two thirds (72%) of NHS dental 
practices in Harrow did not reach the expected 96% of UDA delivery, although as mentioned above 
this activity is recovered and reallocated with prioritisation to areas of greatest need. 

This was in contrast to 2023/24, which saw 98.3% of UDAs being delivered and a smaller proportion 
of practices not reaching their UDA targets (38%). This is also despite an increase in the number of 
UDAs commissioned with greater financial value, up from 345,937 and £12,278,248 respectively in 
2023/24. 

The reduction in UDA delivery has also resulted in a decrease in the number of UDAs delivered by 
person in Harrow – 1.22 in 2024/25, down from 1.28 in 2023/24. The most recent comparable 
national and London data on UDAs is from 2023/24, which showed that UDA delivery per person in 
Harrow was slightly higher than the England average of 1.26, but lower than the London average of 
1.37. To calculate this, the estimated population in England was taken from ONS and for London 
and Harrow from the GLA.  

Figure 43 shows UDA delivery per person over time in Harrow. There is a clear drop during the 
Covid-19 pandemic, followed by a recovery to pre-pandemic levels over the last few years.  
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Figure 43: UDAs delivered per person in Harrow over time (2018/19 to 2024/25) (NHS BSA)  

 

Data on what dental treatment is provided is represented as FP17s. FP17s are forms used by 
dentists to document and claim for dental activity. They are submitted to NHS BSA by practices and 
contain information on what treatment band the care belongs to, the patient charge collected and 
the number of UDAs performed.18 

Figure 44 shows the number of FP17s in Harrow by NHS dental treatment band, including the 
breakdown of Band 2 treatments. Alongside this, Figure 45 shows how NHS dental practices in 
Harrow used their commissioned UDAs to deliver care. Altogether this indicates that most dental 
treatment in Harrow falls under Band 1, however a greater proportion of UDAs are used to deliver 
more complex care at higher Bands. 

 

Figure 44: Number of FP17s by band in Harrow (2024/25) – including combined and 
breakdown of Band 2 treatments (NHS BSA)  
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Figure 45: Number of UDAs by band in Harrow (2024/25) – including combined and 
breakdown of Band 2 treatments (NHS BSA)  

 

It was also possible to stratify FP17 data by ethnicity to explore for any inequalities in treatment. 
This data is extremely limited though, as 42% of FP17s did not have a recorded ethnicity, largely 
because patients declined to have their ethnicity recorded. The data did suggest that those from 
Mixed or Other ethnic backgrounds had a higher number of FP17s per person. A graph of these 
findings can be found in Appendix 6. 
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13.1.5. Fluoride Varnish applications  

The QMUL report extracted data on fluoride varnish applications by dentists, which are 
recommended twice yearly for children aged 3 years and old. 33.9% of 3-5-year-old children in 
Harrow received fluoride varnish applications in 2022-23, which was higher than the London and 
national averages. Although there was variation in applications by ward as shown in Figure 46, 
there was no association by deprivation level. 

 

Figure 46: Fluoride varnish application rates for 3-5-year-old children in Harrow (2022-23)76  
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13.1.6. Children Looked After dental checks  

It is a statutory requirement that CLA receive dental checks at least annually. This is following an 
initial overall health assessment within the first 28 days of a child entering care.89 The percentage of 
CLA who received up-to-date dental checks in Harrow was 97% in 2024/25, above the target of 
95% and a rise from 84% in 2023/24 as shown in Figure 47. The latest available national data form 
2023/24 shows that Harrow was above the England and statistical neighbour averages at the time 
(Harrow 84%, statistical neighbour average 80%, England average 79%).  

 

Figure 47: Trend of the percentage of CLA in Harrow, London and England with up-to-date 
dental checks 

 

 

Healthy Smiles was a pilot scheme previously available in Harrow that aimed to enhance 
accessibility of NHS Dental Care for CLA. It provided a dedicated dental referral service contactable 
by phone that would direct CLA to the nearest designated dental practice taking part in the scheme. 
These dental practices were not located in every Local Authority, although there was one situated in 
Harrow.93 The pilot scheme saw only 5 CLA in Harrow, and therefore it was discontinued due to a 
lack of uptake.  
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13.2. Local Authority Commissioned Services 

Since 2017 Harrow Public Health have delivered interventions to address child tooth decay. This 
was due to the high prevalence of tooth decay as evidenced by the NDEP survey findings, A&E 
attendances and hospital admissions for tooth extractions. This work started with a contract with the 
Whittington NHS Trust to go to selected schools in the most deprived areas to deliver oral health 
workshops and raise awareness on how to prevent tooth decay.  

Following this in 2018, a training programme was developed for all front-line staff across Health 
Visiting, School Nursing, GPs, Early Education Practitioners, foster carers, social workers as well as 
the voluntary and community sector (VCS) to highlight the importance of MECC style interactions. 
Guidance and information was also circulated to all 0-5-year settings and schools which was 
aligned with the national campaign and resources from Start4Life.  

In 2020, the Supervised Toothbrushing (STB) Programme “Harrow Happy Smiles” was started in 
schools and has been scaled up considerably since. This STB programme is delivered by the 
Whittington Health Oral Health Promotion team. 

 

13.2.1. Supervised Toothbrushing Programme  

STB is a widely implemented approach that involves children brushing their teeth in a supervised 
setting, usually at schools or other Early Years settings. It aims to ensure that children brush their 
teeth regularly and develop good oral health behaviours form an early age. More information about 
STB can be found in the Best Practice section of this report. 

Having started in 2020, the STB Programme in Harrow now runs in 82 Early Years settings and 
Reception schools, reaching over 3000 children between the ages of 3 and 5-years-old. The 
Programme is implemented by the Harrow Oral Health Promotion team, and Harrow Public health 
commission the Whittington NHS Trust to provide this service. The Oral Health Promotion team 
work closely with these settings to introduce STB, train staff to deliver it and conduct quality 
assurance monitoring.  

The Programme underwent an options appraisal in 2023, and the decision was made to 
recommission and up-scale delivery of STB over funding a new targeted community fluoride-varnish 
programme. This decision was based on evidence of STB being an effective universal intervention, 
is practically simpler to implement and is more cost-effective (fluoride varnish programmes are 
significantly more costly).90 The next review of the STB programme is due to be performed in 2026, 
and an evaluation of the programme is currently being conducted to feed into this.  

 

13.2.2. Oral Health training and Making Every Contact Count (MECC)  

MECC is an evidence-based approach recommended by Public Health and NHS guidance. It 
empowers frontline staff to deliver brief interventions through conversations and signpost individuals 
towards healthier lifestyle choices. MECC training builds staff confidence and knowledge, ensuring 
that key health messages are delivered consistently across services and communities.91  

Since 2018, the Harrow Public Health team has promoted MECC approaches to improve oral health 
through its Healthy Teeth Harrow training programme. Delivered by the Oral Health Promotion 
team, this programme focuses on staff and parents in schools and Early Years settings. A report on 
Healthy Teeth Harrow demonstrated its effectiveness at increasing frontline staff knowledge – for 
instance, knowledge on tooth brushing advice increased from 57% to 85%. 
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In 2023, a broader and more sizeable MECC programme was commissioned. This programme, 
called Healthy Harrow, is delivered by the VCS organisation Voluntary Action Harrow. It includes a 
dedicated oral health module and integrates oral health messages into other training, such as the 
“Healthy Beginnings” module.  

Healthy Harrow training is particularly targeted at: Healthcare professionals, teachers and Early 
Years practitioners, VCS organisations, caregivers for children and individuals with disabilities, as 
well as Local Authority staff.  

Key oral health messages include: Effective oral hygiene practices, prevention of common dental 
issues and how to support individuals with additional needs. It aims to ensure health messaging to 
local people is clear and consistent.   

An evaluation of the Healthy Harrow programme was conducted in 2024, which showed that people 
who participated in MECC training found it beneficial and had applied their learning in practice. 
Important recommendations from the evaluation covered the need to work with frontline services to 
promote MECC and embed it into general training for their role with dedicated time to do this.  

In the last year, one MECC session on oral health was delivered with 14 attendees. In addition, 
there were two sessions on Healthy Beginnings with 23 attendees as well as two in-house sessions 
delivered to a VCS organisation and maternity champions. Attendees to the general sessions 
included people from the voluntary sector, Harrow Council and public health. Furthermore, 
Voluntary Action Harrow in collaboration with the Oral Health Promotion team have produced 
information on oral health in their MECC booklet resource.  

Ongoing efforts aim to strengthen partnerships with frontline organisations with resources and tools 
to support staff, expand reach to more community-based settings and ensure oral health remains a 
priority within broader health promotion efforts.  

 

13.2.3. Health Visiting and School Nursing  

As part of the 0-19 contract, Health Visitors provide oral health support in their regular reviews. This 
is aligned with the Healthy Child Programme92 and includes informing mothers that they are entitled 
to free dental care until their child is 12 months old, reminding them to take their child to the dentist, 
providing information about the importance of brushing their child’s teeth as soon as the first tooth 
appears and using demonstration kits to show them how to do this, as well as providing Brush for 
Life toothbrushing packs at the 12 and 24 month reviews.  

In addition, a small number of targeted families (55 currently) receive intensive family support via 
the Maternal Early Childhood Sustained Home-visiting (MECSH) programme. As part of this work, 
Health Visitors conduct maternal oral health assessments and promote “Lift the Lip”, an awareness 
campaign that provides information to families on how to look after their child’s teeth and check 
them for signs of decay.  

The latest local data from the end of 2024 on Health Visiting shows that 89% of births receive a 
face-to-face New Birth Visit within 14 days by a Health Visitor, with almost all the remaining births 
receiving a New Birth Visit by 30 days. This data also shows that 85% of children received a 6–8-
week review by 8 weeks of age, 84% received a 12-month review and 80% a 2-2.5-year review. 

Data collected specifically as part of the MECSH programme (which has small sample sizes) 
showed that 65% (48) of clients were at risk of poor oral health and 47% (35) reported having 
problems in their mouth. In addition, 57% (42) had seen a dentist in the last 12 months and 92% (68 
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used fluoride toothpaste. During pregnancy, 64% (18) received oral health education and only 39% 
(11) had a dental check-up. At 14 months, only 39% of children had a dental check-up.  

At the start of every academic year, schools are offered health promotion sessions for parents and 
children, including on oral health. Schools then choose what sessions they would like to host from 
this menu of options. Uptake is variable, with the most recent data from 2022-23 showing that there 
were a total of 29 sessions delivered to all schools in Harrow across the year. 26 of these sessions 
were for children, with only one for parents. 46 schools did not deliver any sessions on oral health. 
School Nurses do not do much oral health work with individual children, and when they do it is 
almost exclusively during Child Protection Health Assessments. Oral health is included in this 
assessment as a key sign of neglect or abuse. Roughly 150 children in Harrow are on Child 
Protection Plans a quarter, although this can vary.  

 

13.2.4. Family Hubs  

Harrow has ten Family Hubs in the borough. The location of these Hubs are shown on Figure 48. 
The purpose of these hubs is to provide families with accessible support and advice that is closer to 
home. This is delivered in partnership with VCS, health and care providers.94 The hubs run a 
number of oral health promotion sessions, delivered by trained oral health champions. In the six 
months from October 2024 to March 2025, the hubs delivered 10 sessions across 6 locations and 
reached 120 carers (parents and other carers) and 89 children.  

 

Figure 48: Locations of Family Hubs in Harrow 
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13.2.5. UNICEF Baby Friendly  

The UNICEF Baby Friendly initiative is an evidence-based approach which aims to better support 
families with breastfeeding and developing close and loving relationships so that all babies get the 
best possible start in life. It does this by settings standards, providing training and support and 
assessing progress.95 In Harrow, the Health Visiting team were fully reaccredited in 2019 and are 
now working towards reassessment. The Family Hubs are starting the process of working towards 
this accreditation.  

Implementation of the Baby Friendly initiative increases breastfeeding rates and improves mothers’ 
experience of breastfeeding, which is beneficial for oral health.  

 

13.2.6. HPV Vaccinations 

The HPV vaccine is recommended for all children aged 12-13-years-old (in Year 8) and people at 
higher risk of HPV, such as gay, bisexual and other men who have sex with men after 45 or under. 
For school children, HPV vaccinations are delivered as a school-based programme which in Harrow 
is provided by Vaccination UK.96 Eligible individuals who are home-schooled or outside mainstream 
schooling should also be offered the vaccine, and GP practices are required to provide for eligible 
adolescent boys and girls who missed the vaccination as part of the programme.97  

 

13.2.7. Healthy Start 

Healthy Start is an NHS programme designed to support disadvantaged families to eat healthily and 
promote childhood development. It is available to people receiving qualifying benefits who are 
pregnant or have parental responsibility for a child under the age of 4 years. It provides parents with 
a Healthy Start card with money on it to buy milk, fruit, vegetables or pulses, as well as receive 
vitamins.98 The latest data on uptake from April 2025 shows that there are 1,088 people on the 
scheme in Harrow, a similar number to the 1,125 in April 2023. This data is limited though as it only 
includes those who are able to make a digital application to the scheme. In addition, we do not know 
the proportion of eligible people who utilise Healthy Start due to an absence of data on how many 
people and families are eligible.99  

 

13.2.8. Stop smoking and alcohol support services  

The Harrow Public Health team commissions local VCS organisation Via to provide and deliver 
smoking cessation services in the borough. Via also deliver the alcohol misuse support service for 
adults in Harrow, while Compass Elevation provide for children and young people. The services 
offer free and confidential advice, and can be accessed by self-referral or completed by any 
professional, from healthcare staff to housing support workers. 
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13.3. Schools and education 

Schools play a crucial role in improving the oral health of children, supporting them to develop good 
oral health behaviours at an early age and ultimately helping to give them the best possible start in 
life. They are a key setting for a number of oral health interventions, namely STB and broader 
programmes such as Healthy Schools and Early Years London. As of Autumn 2024, there were a 
total of 38,852 children attending all schools in Harrow, with 3,022 of these being reception age.100 
Harrow also has four Special Schools – two primaries and two secondaries. The location of all 
schools, nurseries and playgroups in Harrow can be found in Appendix 7. 

Not only are schools vitally important to improving oral health in children, but there is a co-existing 
relationship whereby poor oral health can significantly impact on a child’s education. Data shows 
that 26% of children miss days from school due to dental pain and infection, with an average of 3 
days of school missed and some up to 15.55 There is no locally collected data on school absence 
due to oral health issues or dental appointments though. Nonetheless, this demonstrates the much 
broader impact oral health has on our lives and wellbeing.  

 

13.3.1. Healthy Schools London and Healthy Early Years London 

Public Health guidance recognises the vital role education settings play in promoting the oral health 
of children through the food and drink they consume, and advises that all education settings have 
healthy eating policies in place.55 In London specifically, the Mayor introduced the award schemes 
Healthy Schools London101 and Healthy Early Years London102. These programmes encourage and 
support education settings to review their current provision, implement targeted health improvement 
measures, and help children, staff and families to make healthier choices. Importantly, this includes 
promoting healthier eating behaviours that are beneficial for oral health.101,102 In Harrow, 57 schools 
have registered with Healthy Schools London, with 42 achieving bronze, 42 silver and 24 gold 
awards. Meanwhile, 90 settings have registered for Healthy Early Years London, with 34 achieving 
bronze, 15 silver and 10 gold awards.   

Six schools and eight Early Years settings in Harrow have dedicated their programme work to oral 
health, with many of these achieving Gold awards. It should be noted though that many other 
education settings engage in work that is also beneficial to oral health, such as healthier eating 
policies, however their objective is not to directly impact upon the oral health of pupils but more 
generally improve health or related conditions such as obesity.  

 



   
 

   
 

14. Policy and Best Practice 
 

14.1. Overarching policies  

As a Local Authority Public Health team, it is our statutory duty to identify and address local health 
inequalities.15 In addition, NICE guidance states that oral health should be a core component of 
Local Authority Joint Strategic Needs Assessments and Health and Wellbeing Strategies.1 This is 
particularly important given the historically high rates of poor oral health in Harrow. Therefore, 
improving oral health is recognised as a priority in the “Healthy People” chapter of the Harrow 
Health and Wellbeing Strategy.103  

Public Health guidance states that addressing the oral health needs of the population should involve 
a combination of upstream, midstream and downstream interventions that follow the principle of 
proportionate universalism. In that sense, interventions to improve oral health should be available to 
the whole population, but with a proportionate and targeted focus on those in greatest need. 
Upstream actions include creating healthier public policies, strengthening community action and 
reorientating health services towards prevention. These should be complemented by downstream 
interventions, such as the delivery of fluoride. Figure 49 represents the cross-section of these 
interventions.104  

 

Figure 49: Upstream and downstream options for oral disease prevention105 

 

As previously discussed in this report, oral health shares risk factors with a number of other non-
communicable diseases. Therefore, adopting a common risk factor approach is important to 
integrating the promotion of good health more generally. This more efficiently and effectively 
improves the health of a population.104  
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An Oral Health Steering Group has operated in Harrow for many years to foster collaboration, 
address inequalities and improve the oral health of the borough by implementing whole-system 
initiatives that adopt these overarching principles. In addition, it is also important to consider 
integration and collaboration with neighbouring boroughs. Public Health guidance recommends that 
commissioning considers financial approaches to maximise the value of investment and return on 
this investment through pooled budgets and collaborative commissioning with services and other 
local authorities.104 The creation of a North-West London oral health working group for local 
authorities is a sign of growing opportunity and appetite to share learning and work collaboratively. 

 

14.2. Oral health promotion  

Local authorities are statutorily required to provide or commission oral health promotion 
programmes.15 Public Health guidance states that children and young people (CYP) and their 
families should be at the heart of commissioning, however provision should take a whole life-course 
approach. It advocates for the support of CYP through their families and carers, as well as early 
years, school and community settings. This guidance states that the delivery of oral health 
promotion activities should adopt the principles of proportionate universalism and that a combination 
of upstream, midstream and downstream interventions should be implemented to address the 
needs of the population.104 

Additional guidance on oral health promotion is provided by NICE. This states that oral health 
promotion services should provide tailored support to populations at high risk of poor oral health. 
For instance, this could include outreach services to vulnerable populations.1 Specifically for 
children, NICE guidance recommends that a “whole-school” approach should be taken to promoting 
oral health. This includes ensuring that school policies and procedures promote and protect oral 
health, plain drinking water is readily available for free and children are encourages to bring 
refillable water bottles to school, sugar-free food and drink choices are provided, evidence-based 
oral health information is given to children, carers and parents and that schools work with oral 
health promotion teams. This is in addition to statutory requirements for Early Years settings to 
engage with oral health promotion activities, introduced in 2021 as part of the Early Years 
foundation stage (EYFS) statutory framework.106  

NICE guidance also states that public sector services should promote oral health in the workplace 
through a variety of strategies. Specifically, this could include raising awareness of good oral health 
behaviours, providing information about how to access local dental care and also ensuring the 
workplace environment promotes oral health through the provision of plain drinking water free of 
charge, providing a choice of sugar-free food, drinks and snacks and encouraging and supporting 
breastfeeding. For health and social care services, oral health promotion should be incorporated 
into existing services for all people at high risk of poor oral health. This guidance also recommends 
that Local Authorities consider how to improve oral health through addressing wider determinants, 
for example local planning decisions for fast-food outlets.1 

When considering oral health promotion and behaviour change for children evidence demonstrates 
the importance of involving parents. Children’s oral health is correlated with the knowledge and 
understanding of their parents, resulting from the influence they have on the behaviours their 
children acquire during infancy and maintain during early childhood. This evidence suggests that 
taking a whole family and community approach to promoting children’s oral health is more effective 
than individual-based interventions.107  

 

14.2.1. Supervised Toothbrushing  

STB is an evidence-based intervention that improves oral health outcomes and reduces 
inequalities. In particular, the Scotland-wide Childsmile programme showed that brushing at school 
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over a 3 year period significantly reduced tooth decay rates in all children but especially those living 
in the most deprived areas, who also saw a reduction in tooth decay rates within 1 year.108  

In addition, STB is highly cost-effective. After 5 years, return on investment (ROI) for targeted STB 
is £3.06 for every £1 spent, which after 10 years increases to £3.66 for every £1 spent. STB has 
also been shown to reduce school absences, with an extra 2,666 school days per 5,000 children 
after 5 years.55 This is visualised in Figure 50, which also contains information about the cost 
effectiveness of other oral health promotion interventions 

 

Figure 50: Return on investment for oral health improvement programmes for 0-5-year-
olds109 

 

OHID provided updated guidance on the commissioning and delivery of STB programmes in April 
2025.110 Alongside this, an STB toolkit for London was produced in May 2025 to support Local 
Authorities in implementing successful STB programmes.  

This was also following an announcement made a month prior that OHID would roll out a national 
STB programme for 3-5-year-olds in Early Years settings in the most deprived areas of England. 
This also included a promise of £11million worth of financial support to Local Authorities to deploy 
the programme, as well as a partnership with Colgate to donate toothbrushes and toothpaste.111 
Specifically, Harrow will receive £17,000 of this funding. 

The OHID STB guidance was updated to ensure programmes are evidence-informed, safe and 
have clear accountability and reporting arrangements to demonstrate impact. Guidance also states 
that STB schemes should align with the aims of local oral health strategies and be coordinated with 
other initiatives and existing services to avoid duplication and maximise use of resources. It also 
specifically outlines that commissioners should use the Oral Health Needs Assessment to identify 
areas where children are at high risk of poor oral health and appropriate for targeted STB 
schemes.110 This is further supported by NICE guidance which recommends STB schemes should 
be implemented in nurseries and primary schools in areas where children are at high risk of poor 
oral health.1 Given the STB programme is Harrow is universal, this is less relevant, although 
consideration must be paid to ensuring that the STB programme continues to cover the areas of 
greatest need.  
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A national survey of STB programmes in England was conducted in 2023 to highlight key barriers 
and facilitators to implementing a successful scheme. Barriers include lack of funding, poor 
communication and engagement between Local Authorities, providers and settings, oral health not 
being considered a priority and little system capacity or other logistical challenges. On the other 
hand, facilitators include integrated and mandated public health approaches with clear guidance, 
good collaboration between Local Authorities, providers and settings, delivery approaches that are 
flexible and empower setting staff to take ownership and adequate availability of resources.112 It is 
crucial that our local STB programme continues to reflect and learn from these experiences.  

 

14.2.2. Provision of toothbrushes/toothpaste  

The targeted provision of free toothbrushes and toothpaste can encourage parents to adopt good 
oral health practices and start brushing their child’s teeth when it first.55 Guidance recommends 
delivery is designed to minimise uptake issues and therefore maximising the impact on reducing 
inequalities. When provision of brushing packs is conducted using a combination of postal delivery 
and via health visitors, this increases the cost-effectiveness of such a scheme. In this instance, ROI 
for every £1 spend is £4.89 after 5 years, and £7.34 after 10 years, as shown in Figure 50.55 
Integrating oral health into the work of Health Visitors is an effective downstream intervention that 
Harrow currently adopts, as covered earlier in this report.104 

 

14.2.3. Community fluoride varnish programmes  

There is strong evidence to show that targeted community fluoride varnish programmes are an 
effective intervention to improve oral health outcomes. This approach involves the application of 
fluoride varnish to children’s teeth by trained professionals in community settings. When targeted at 
high-risk populations, fluoride varnish programmes have been shown to reduce oral health 
inequalities.55 Although such programmes have a positive ROI (£2.29 for every £1 spend after 5 
years, £2.74 after 10 years),55 recent evidence shows that in some instances they have limited cost-
effectiveness which does not meet NICE recommended thresholds.113 This is largely due to their 
significant cost to implement. Successful delivery also depends on children having varnish 
applications at least twice a year.55 

 

14.2.4. Water Fluoridation  

Around 10% of England’s population currently have a fluoridated water supply, with no fluoridation 
schemes in London.57 Evidence shows that it is a highly effective and safe approach to improving 
oral health outcomes, for instance reducing dental caries rates and oral health related hospital 
admissions.55 Decisions regarding water fluoridation lie with the Secretary of State for Health,114 and 
plans are in process to expand water fluoridation in the North-East of England.115 Despite calls to 
fluoridate water in London,116 there is no indication of a move to implement this and our Oral Health 
Needs Assessment has very limited influence on these decisions.  

 

14.2.5. Breastfeeding  

Breastfed babies experience less tooth decay in addition to being provided with the best nutrition for 
their general health. There is strong evidence to suggest that mothers should be supported to 
breastfeed exclusively for the first 6 months of a baby’s life and continue doing so while introducing 
solids from 6 months onwards. Amongst other guidance, it is also important to note that sugar 
should not be added to food or drinks given to babies or toddlers.57 
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14.2.6. Smoking and tobacco 

The Harrow Public Health team recently completed a Tobacco Control Health Needs Assessment,62 
which identified key areas of action based on evidence, policy and local intelligence. This included 
the need to enhance provision of local Stop Smoking Services and establish partnership working 
across the whole health and care system to create a cohesive, effective and sustainable approach 
to reducing tobacco use. Alongside this, guidance states that dentists should refer patients to local 
Stop Smoking Services.57 Together this presents an opportunity to provide support for patients at 
high risk of poor oral health outcomes, particularly oral cancer.  

 

14.2.7. Healthy eating environments 

Public Health and NICE guidance highlight the importance of making healthier choices the easier 
choices for individuals. As such, it advises that healthier eating policies are introduced in schools 
and early years settings as an upstream intervention.1,104 This is supported by UK Government 
guidance for Schools and Early Years settings, which promote availability of healthy food options 
and a balanced diet on school menus.117,118 All these guidelines take a common risk factor 
approach, with benefits including but ultimately much broader than oral health, for instance tackling 
obesity. 

In London, the Mayor continues to promote Healthy Schools London and Healthy Early Years 
London to make schools healthier environments for children.101,102 These programmes offer 
flexibility to schools to choose their areas of focus depending on the needs of their pupils, their 
priorities and capabilities. Nevertheless, much of the guidance focusses on interventions that 
promote good oral health such as healthier eating practices. As part of Healthy Schools London, the 
Mayor is also encouraging schools to become water only. This means that water and milk are the 
only drinks available in schools.119  

National UK Government guidance outlines how Local Authorities can shape their planning policies 
to promote health food environments. In particular it highlights key areas to consider: proximity to 
locations where children and young people congregate such as schools or community centres, 
areas with poor health outcomes and inequalities and over-concentration of certain uses within a 
specific area.120 However, the London Borough of Harrow’s policies do not mention creating 
healthier food environments for local communities. The most recent Local Plan for Harrow was 
produced by the Council in 2012,121 and although promoting healthy communities and reducing 
health inequalities are a key objective in the Sustainability Proposal, there is no mention of the food 
environment of fast-food outlets.122 The Council is currently producing a new Local Plan which 
should be finalised by the start of 2026, however this has already been through the consultation 
phase.123 

It is also worth noting that policies exist on a national scale that have important local impacts. This 
includes the Sugar Reduction Programme and Soft Drink Industry Levy introduced in 2016, which 
has had mixed success in reducing the purchases of food and drink high in sugar.124  

 

14.2.8. Oral health training  

Delivering oral health training to care providers has been shown to improve oral health outcomes 
and reduce inequalities. This includes the professional workforce, such as healthcare and Early 
Years staff, as well as formal and informal carers. As a result, oral health training is a recommended 
midstream intervention. NICE guidance specifically states that frontline health and social care staff 
should receive training in promoting oral health, including advice on good oral health behaviours 
and signposting to advice on local dental services.1 As a key part of Public Health guidance towards 
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sustaining and developing the workforce, MECC is highlighted as an excellent approach to provide 
advice to local people across the whole life course.104 

 

14.3. NHS Dental Care  

The structure of NHS dentistry is still governed by the 2006 contract changes, with some recent 
reforms.125 In this system, dentists are self-employed under two main contract types: General Dental 
Services (GDS) and Personal Dental Services (PDS). Other NHS dental services such as urgent, 
community and secondary dental care may be commissioned differently, for instance by NHS 
Trusts.88 Patients no longer register with a dentist and only have a formal relationship with a dental 
care provider when undergoing a course of treatment. Most patients must pay to receive NHS 
dental care according to the band of treatment as outlined earlier in this report. However, NHS 
dental services are free for some patients, specifically those who are:126 

• Under 18, or under 19 and in full-time education  
• Pregnant or have had a baby in the last 12 months  
• Being treated in an NHS hospital and treatment is being carried out by a hospital dentist 
• Receiving low-income benefits, or under 20 and a dependant of someone receiving low-

income benefits  

 

The commissioning of NHS dental services was devolved from NHS England to ICBs in April 2023. 
This move was intended to promote provision of dental care to better meet the needs of the local 
population and reduce local oral health inequalities, guided by the CORE20PLUS5 approach.127 A 
children and young people’s version of CORE20PLUS5 was introduced in 2022 and includes oral 
health as one of the five focus areas.128 This specifically identifies tooth extractions due to dental 
decay as the outcome of concern, but as has already been highlighted in this report, this stems from 
the wider determinants of oral health. The North-west London ICB is committed to addressing 
inequalities and dental service pilots are being proposed to do this.  

The previous Conservative government implemented a “Plan to Recover and Reform NHS 
Dentistry” in February 2024, which involved incentivising dentists to see new NHS patients and work 
in areas with low dental service provision, make NHS dental work more attractive by increasing the 
UDA rate, prevent poor oral health in children through a “Smile for Life” programme, undertake a 
consultation on water fluoridation and increase dental workforce capacity.129 However this was 
criticised by dentists for not addressing the dental contract as the fundamental cause of the issues 
facing NHS dentistry and an absence of additional funding to pay for these changes.86 

The current Labour government followed up on their manifesto pledge to tackle issues facing NHS 
Dentistry130 with the chapter “Fixing the Foundations in Dentistry” as part of the 10 Year Health 
Plan, published in July 2025.131 This included prioritisation of urgent care with a promise to create 
capacity for 700,000 additional urgent dental appointments, alongside action to prevent poor oral 
health such as expanding the use of fluoride varnish and fissure sealants in addition to the national 
STB programme. The Plan also includes a requirement for all newly qualified dentists to practice in 
the NHS for a minimum of 3 years, and a promise to work with dentists to achieve beneficial dental 
contract reform.131  

In addition, the fundamental role which dentists play in the prevention of oral disease and promotion 
of good oral health is already laid out in various guidance and legal acts, which dentists and dental 
services must follow.  
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14.3.1. Providing preventive dental care 

NICE guidance states that dentists should provide oral health prevention advice to patients at every 
opportunity.132 This includes information on oral hygiene, diet, smoking and alcohol which is tailored 
to individual needs. Dentists should also identify patients at higher risk of poor oral health and 
provide additional preventive care.57 Specifically, dentists should ask every patient if they use 
tobacco, then provide brief advice and refer to stop smoking services if necessary. They should also 
consider asking patients about their alcohol use.132  

In addition, guidance recommends that children above the age of 3 should have fluoride varnish 
applied twice a year by a dentist. This can also be considered for adults and children aged under 3 
years if the dentist is concerned about their teeth.133  

 

14.3.2. Dental service design 

Dental service design that caters for the needs of the local population is delivered at both individual 
practice and wider system levels. Dental services must be designed to deliver care and cater for all 
patient needs. It is a legal obligation for dental services to make reasonable adjustments when 
caring for their patients under the Equality Act 2010,14 for example those with learning disabilities.35 
This might include practical adjustments to the physical environment or changes to service 
processes, such as providing greater appointment flexibility. 

To optimise the delivery of dental services it is also important to highlight good practice. This 
supports learning and promotes continuous improvement of care. The CQC produced a useful 
resource to share such learning. One example was a dentist-led oral health promotion programmes 
targeted at the local community to prevent dental decay linked with high sugar diets, particularly 
around religious festivals and celebrations. Another dental practice provided more accessible care 
by keeping same-day appointments available for all urgent needs, regardless of whether the patient 
was already registered with the practice.134  

At a population level, guidance states that local systems must consider how to use available 
resources most effectively to deliver care that improves oral health across their population. The 
current dental contract framework enables ICBs to procure additional or further services to meet 
local population needs. This involves additional or reallocated investment into new or existing 
contracts and services.135  

In addition, ICBs also have the opportunity to commission Inclusion Health dental services. These 
services cater for people who are socially excluded and often experience poor health. They 
frequently face barriers to accessing healthcare services due to their design, and these poor 
experiences alongside an intersecting array of factors such as stigma, discrimination, poverty and 
trauma lead to a perpetuating cycle of individuals not seeking healthcare despite their high needs. 
Ultimately this results in poor outcomes and significant health inequalities. There are a number of 
Inclusion Health groups, which include people experiencing homelessness, vulnerable migrants and 
refugees and other marginalised groups. NHS England is calling for action on promoting Inclusion 
Health and alongside OHID, UKHSA and VCS partners, has laid out a framework for services and 
systems to support implementation. They advise that action on Inclusion Health should be aligned 
to CORE20PLUS5, with the “PLUS” including these vulnerable groups who should be a priority for 
reducing health inequalities as is the ICBs legal duty. The NHS England guidance outlines the 
benefits Inclusion Health has in improving health outcomes and reducing inequalities. The roles and 
responsibilities of each partner organisation are outlined in Figure 51.136 

 



   
 

  Oral Health Needs Assessment 2025 73 

Figure 51: An overview of roles and responsibilities in relation to Inclusion Health136 

 

It is also important to highlight the importance of incorporating learning and patient experiences into 
the shaping of system-level dental service design. An organisation that is fundamental for this is 
Healthwatch, whose purpose is to act as an independent body that utilises patient experiences of 
health and social care to influence policy and practice. Healthwatch published their position on NHS 
Dentistry in July 2024. This included the need to establish greater involvement of Healthwatch and 
communities in shaping local NHS dental services and fundamental reform on NHS Dentistry, as 
well as specific recommendations to create more joined-up schemes between dental practices and 
settings such as GP practices and schools, ensuring NHS dental budgets are ring-fenced by the 
ICB, greater promotion of NHS dental charge exemptions and ensuring dental practices comply with 
their contractual duty to update their NHS appointment availability.137  

 

14.4. Reducing inequalities  

Much of the policy and best practice guidance that has been outlined in this section of our report 
aims to reduce oral health inequalities. In addition, specific guidance is provided for certain 
vulnerable groups.  
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14.4.1. Children and adults with SEND  

“Oral care and people with learning disabilities” provides up-to-date guidance on improving the oral 
health of some people with SEND and reducing oral health inequalities that they experience.35 This 
includes individual and service level interventions to tackle barriers to receiving dental care and 
improve oral hygiene. Individual level strategies include dental practices (including General Dental 
Practices) making reasonable adjustments, reducing fear of accessing dental care and the 
importance of good communication by clinical staff. At a service level, support and training on oral 
health for carers, as well as learning disability training for dental staff are key. Furthermore, 
providing information in an accessible format is important to ensuring education on good oral 
hygiene is effective.35 

Starting this year (2025), all CYP with SEND in residential special schools and colleges across 
England will be offered free NHS dental checks, as well as eyesight and hearing tests. The aim of 
this programme is to ensure dental issues are identified promptly, and to support CYP with SEND to 
get the right care and follow-up support as quickly as possible.138   

 

14.4.2. Refugees and asylum seekers  

Asylum seekers mostly receive Section 95 (Immigration and Asylum Act 1999)139 support which 
entitles them to free NHS dental care, which they must access using a HC2 Certificate. If an asylum 
seeker is not receiving Section 95 support then they can still apply to get free NHS dental care. All 
asylum seeker children are able to access NHS dental care for free as any child would in the UK.140 

Guidance was published in 2021 on the “Model of oral healthcare for asylum seekers and refugees” 
by Public Health England and the NHS.141 It was designed to provide guidance to local dental 
systems, including local authorities and VCS organisations, to assist asylum seekers and refugees 
in accessing NHS dental care. It aims to address the barriers this group faces, such as low health 
literacy and structural obstacles to accessing care. The model outlines a 7-step process to improve 
access and includes information on rights, entitlements and how to find NHS dentists. It emphasises 
the importance of tailored support from local authorities and community services to ensure culturally 
appropriate oral health promotion and ultimately help to reduce health inequalities.  

 

14.4.3. Older adults in care and nursing homes 

NICE provide a comprehensive set of guidelines on oral health for adults in care homes.78 This 
guidance sets out clear recommendations for a range of individual roles and services involved in the 
care of adults in care homes. Specifically, it covers the need for care home policies on oral health 
and support with access to dental services, that staff conduct assessments of oral health needs and 
that residents are supported with their daily mouth care as set out in their personal care plan. Mouth 
care should follow appropriate guidance to ensure residents receive evidence-based support.57 To 
support this, an oral health toolkit has been developed for care homes. This contains training 
materials for staff, information to provide to residents, their families and carers and documents for 
care home managers. It also contains valuable information for care home commissioners, such as 
key performance indicators (KPIs) to include in care home contracts which support good oral 
health.25 

This NICE guidance also states that oral health promotion teams should develop and provide care 
homes with oral health education materials, support and training to help them meet the needs of all 
their residents, particularly those with complex needs. They should also help care home managers 
to source local oral health services and create links to local general dental practices and CDS.78 
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Furthermore, Public Health guidance recommends that Local Authorities consider whether specific 
targeted oral health improvement programmes are implemented for vulnerable older adults. These 
include high fluoride toothpastes, fluoride varnish programmes, supporting people and their carers 
with oral hygiene, oral health training for care staff and carers, and ensuring oral care policies are 
implemented and followed in care settings.142 

 

14.4.4. Children Looked After 

Local Authorities have a statutory duty to promote the welfare of CLA. CLA must have an initial 
health assessment within 28 days of entering care, followed by assessments at least annually 
thereafter. These must include dental checks by a dentist.89 There is otherwise no specific guidance 
on oral health or dental care for CLA. 

 

14.4.5. Rough sleepers  

There is also no specific guidance on oral health or dental care for rough sleepers. General health 
guidance on homelessness does exist and highlights the duty of healthcare professionals and 
services to support their needs. This includes individual-level actions such as providing greater 
flexibility and holistic care, to shaping system-level service design and commissioning.143,144



   
 

   
 

15. Key Findings  
 

This section provides an overview of the key findings from this Oral Health Needs Assessment. 
Details relating to these findings can be found throughout this report.  

 

Population level overview of oral health in Harrow  

• Oral health in Harrow appears to be improving, but prevalence is still high: In children, 
rates of tooth decay, hospital admissions and tooth extractions are falling although remain 
above national averages. For adults there is less data available, however hospital 
admissions are falling while oral cancer rates are stagnant. It is important to caveat the 
hospital-related data, as the reduction in admissions and extractions will be contributed to by 
increased community capacity, however the extent of this is unclear. Nevertheless, our 
findings indicate that the evidence-based population-level interventions implemented in 
Harrow since 2018 are having a positive effect and improving oral health.  

• Oral health inequalities exist in Harrow: Data shows that significant oral health 
inequalities exist in Harrow. For children, deprivation was associated with higher rates of 
hospital admission due to tooth decay. In addition for adults, oral cancer mortality was higher 
amongst those of male sex. While our survey cannot be used to explicitly identify local 
inequalities, our findings indicate that children and adults with SEND, Children Looked After, 
rough sleepers, refugees and asylum seekers and older adults in care homes may 
experience unmet oral health needs. It is important to note that Public Health and dental 
care guidance is clear regarding our duty to address inequalities, with specific interventions 
recommended to do so.  

 

Reasons for poor oral health  

• There is variation in how Harrow residents engage with good oral health behaviours: 
Although much of the data in this Needs Assessment suggests that many people in Harrow 
display good oral health behaviours, this is variable. Results show that many people, 
including children, do not engage with such practices. Barriers at a structural and personal 
level creates challenges with engaging with these behaviours, and these particularly affect 
vulnerable population groups.  

• Risk factors for oral cancer are prevalent in Harrow: Smoking rates in Harrow are higher 
and HPV vaccination uptake lower than the national average. In addition, alcohol-related 
harm has not declined in recent years. Tackling these risk factors would help to reduce oral 
cancer rates, with referral services already available to support residents.  

• Unhealthy diets and food environments: There are pockets of unhealthy food 
environments within Harrow. These promote greater availability and affordability of foods 
which harm oral health, as well as other non-communicable diseases such as obesity, 
cardiovascular disease and diabetes. Within Harrow there is an association between 
unhealthy food environments and deprivation, although it is a weak connection. Harrow 
Council do not have any policies in place to promote healthier food environments in the 
borough, although the Public Health team have been successfully engaging settings to take 
part in the Healthy Schools London and Healthy Early Years London schemes.  
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• Harrow is a diverse borough: Harrow is a very culturally diverse area with many spoken 
languages. Some cultural practices are linked to poor oral health, such as betel nut chewing, 
and language can act as a barrier to accessing dental care.  

• Exclusive breastfeeding is declining: Although overall breastfeeding rates in Harrow are 
unchanged in the last decade, fewer mothers are exclusively breastfeeding. Evidence 
demonstrates the benefit exclusive breastfeeding has on oral health 

• The wider determinants of oral health exert influence in Harrow: This key finding 
overlaps with many of the others, however it is important to specifically highlight the 
influence that the wider determinants of oral health display in Harrow. This includes 
structural barriers such as the affordability and availability of healthy foods and toothbrushing 
equipment, cultural and social norms and barriers to accessing and receiving dental care 
amongst many others.  

 

NHS dental care  

• Access rates for NHS dental services are variable within Harrow: Although overall NHS 
dental care access rates in Harrow are high amongst other North-West London boroughs, 
they vary by age and location with no clear link to deprivation. Access rates are particularly 
low for children below the age of 5-years-old and adults aged 18-64. This also ties in with 
findings from the QMUL report and our Needs Assessment survey that most children are 
taken to the dentist for the first time later than is recommended (when the first tooth appears 
or at least by their first birthday).  

• Accessing NHS dental care can be challenging: Findings from the QMUL report and our 
Needs Assessment survey found that although many people found it easy to access NHS 
dental care, experiences were variable. Some people find it hard to find a dentist accepting 
NHS patients, and our mapping of NHS dental services in the borough also revealed that 
most practices were not seeing NHS patients and availability by location varied. Vulnerable 
at-risk groups frequently find it hard to access NHS dental care which can compound unmet 
oral health needs.  

• UDAs have recovered to pre-Covid levels, however many dental practices do not use 
their allocated UDAs: The number of UDAs delivered per person in Harrow has recovered 
to pre-Covid levels, however this has reduced since the last financial year. Overall, 93.5% of 
UDAs commissioned in Harrow were delivered in 2024/25 and 72% of NHS dental practices 
did not reach the expected UDA delivery threshold. 

• Experiences of receiving dental care in Harrow are generally positive, but variable: 
Findings from the QMUL report and our Needs Assessment survey showed that most people 
had a good experience receiving dental care in Harrow. However, many did not and faced 
specific issues including practices and dentists not accommodating for complex needs. 
Language barriers and a lack of interpreter services were also highlighted and affects dental 
care quality. Furthermore, only a third of young children received twice yearly fluoride 
varnish applications and this varied by location in Harrow.   

 

The wider oral care system  

• Carers receive little support and training on oral health: There are a significant number 
of carers in Harrow, both paid and informal. Our survey findings demonstrate that carers for 
vulnerable populations at risk of oral health inequalities feel inadequately supported to 
provide oral care or advice. They have received little training which would empower and 
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enable them to better support the people they care for with their oral health. The benefit of 
this is strongly supported by guidance and evidence.  

• Residents and carers receive inconsistent advice: Findings from the QMUL report and 
our Needs Assessment survey showed that many residents and carers receive inconsistent 
messages about oral health across the health and care system. This makes it difficult for 
people to know what behaviours they should be engaging with to improve their oral health. 
Our survey showed that there is support from dentists, carers and residents to act upon this. 

• Harrow has an ageing population: Harrow has a slowly growing and ageing population. 
Data suggests that Harrow may have a high domiciliary care need, and there are a 
considerable number of older adults in care homes. Meeting the oral health needs of older 
dependent adults will help to improve general health and reduce demand on social care.  

• Integration, collaboration and focus: Public Health guidance and evidence demonstrate 
the need to take a whole life-course approach to oral health promotion, centred on children, 
their families and carers as well as vulnerable population groups. This should be achieved 
through collaborative and integrated working with settings and services. Local data and 
insights support this approach.  

 

Limitations  

• Local insight was not gathered on all vulnerable population groups: This Oral Health 
Needs Assessment provided a substantially more comprehensive insight into local 
experiences of certain vulnerable population groups than most. However, due to capacity 
constraints, we were not able to gather insight into all groups who may experience oral 
health inequalities. This includes people with severe and complex mental and physical 
health conditions, people with alcohol or drug dependence, prisoners and sex workers.   

• Some data should be interpreted with caution: Throughout this report have paid close 
attention to stipulating which data has significant limitations and lacks generalisability. This 
includes many of the NDEP surveys, particularly for adults. In addition, although the Needs 
Assessment survey provides useful insight, responses from the target population groups 
were low which limits generalisability of results.  

• This Needs Assessment is unable to influence change beyond its scope: Dental reform 
and water fluoridation are both crucial to improving oral health in Harrow, however this 
Needs Assessment does not have the capability to influence either of these.  

 

 

 

 

 



   
 

   
 

16. Recommendations 
 

This Oral Health Needs Assessment has identified unmet oral health needs and inequalities which it 
is our statutory duty to address.15 Nonetheless, poor oral health affects people throughout the 
population of Harrow. Therefore, a proportionate universalism approach should be taken. Taking 
this approach will ensure that interventions to improve the oral health of Harrow residents are 
universal, but proportionate to need therefore tackling inequalities, and targeted according to who 
needs what. For oral health work specifically related to children, this will also enable us to give every 
child the best possible start in life.45   

The recommendations of this Needs Assessment have been designed to align with these 
fundamental public health principles, as well as support enhanced focus on preventing poor oral 
health, reduce pressure on dental services and ultimately improve oral health outcomes across the 
borough. Many of these outcomes depend upon behaviour changes that benefit oral health. To truly 
enable and empower such change, we must also consider a behavioural science approach that 
gives people the capability, opportunity and motivation to engage.145 

The recommendations of this Needs Assessment are designed to address local oral health issues 
however are confined to the responsibilities and capabilities of those operating at a local level. 
There are many policies devised at a national government or NHS level which, despite this Needs 
Assessment raising the need to redesign them, it is limited to influence. The recommendations of 
this Needs Assessment have therefore been designed to align with the current wider regional and 
national policy context so that we can make best of the circumstances and deliver achievable 
improvements to oral health in Harrow. Specifically, local action in Harrow will need to react to and 
accommodate change resulting from the 10 Year Health Plan.131  

In order to have a true and meaningful impact on improving Harrow’s oral health, a sustainable, 
collaborative, whole-system approach must be taken that intervenes at upstream, midstream and 
downstream levels. The recommendations outlined in this report consider who holds responsibility 
for certain actions given their position within the oral health system.  

 

Recommendation area 1: Enhance integration and collaboration  

At a local level:  

1.1 Policy makers, services, providers and representative groups should work more closely 
together to ensure that the right approaches are being delivered, frontline staff are 
supported, and settings are encouraged and enabled to implement oral health 
improvement action. This should be led and coordinated through the Harrow Oral Health 
Steering Group. Integrated Neighbourhood Teams (INTs) could also play a key role in 
facilitating this connectivity.  

1.2 Invites to the Oral Health Steering Group should be extended to reflect the findings of this 
Needs Assessment and the action taken at a Harrow level. Suggestions include VCS 
representatives for vulnerable population groups such as rough sleepers, and 
commissioning teams for key services like social care, particularly care homes. 

 

At a regional level: 
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1.3 The Harrow Public Health team should continue to strengthen collaboration with other 
Local Authorities to share learning and consider the prospect of pooled budgets, 
collaborative commissioning and advocating for regional services to improve oral health. 

 

Recommendation area 2: Address and overcome risk factors and the wider determinants of oral 
health  

2.1 Address the structural determinants of health: Harrow Oral Health Steering Group 
partners should consider how they can influence policy that addresses the structural 
determinants of health, particularly for vulnerable population groups. This ranges from 
upstream policy interventions, such as housing policies to tackle homelessness and 
address child poverty to give every child the best start in life, to downstream approaches to 
provide accessible health services that cater for the needs of these population groups. 
Specifically, the Oral Health Steering Group should support the recommendations of the 
borough Homeless Health Needs Assessment, which is due to be completed soon. 

2.2 Address the unhealthy food environment in Harrow: The Harrow Public Health team 
should work to support the Local Authority to implement planning policies that promote 
healthier eating environments as per UK Government guidance “Health and Safe 
Communities”. This will be further bolstered by the upcoming Healthy Weight Plan, due to 
be written later in 2025, that will enable a common risk factor approach.  

2.3 Promote healthy food and drink in schools: The Harrow Public Health team should 
continue to encourage local schools to engage with the Healthy Schools London and 
Healthy Early Years London schemes, as well as promoting water-only schools. Education 
setting menus should continue to be reviewed to ensure they meet the School and Early 
Years national food and drink standards.  

2.4 Promote the Healthy Start scheme: The Harrow Public Health team should continue to 
work with frontline services (such as Maternity, Health Visiting, and Early Years) to promote 
the Healthy Start scheme, supporting disadvantaged families to eat healthily.  

2.5 Support UNICEF Baby Friendly in Harrow: The Oral Health Steering Group should 
support the work to get Harrow’s Family Hubs and Health Visiting service to obtain the full 
UNICEF Baby Friendly accreditation.  

2.6 Support the recommendations of the Harrow Tobacco Health Needs Assessment: 
The Oral Health Steering Group should support the recommendations of the Harrow 
Tobacco Health Needs Assessment, particularly that the stop smoking service want to work 
more closely with a range of partners including dentists 

2.7 Maximise uptake of HPV vaccinations: The Harrow Public Health team should work with 
schools and immunisation partners to increase uptake of HPV vaccinations locally  

 

Recommendation area 3: Extend the Harrow Oral Health Promotion offer 

3.1 Continue Supervised Toothbrushing and Health Visitor brushing pack Programmes: 
The Harrow STB and brushing pack programmes should be continued as per guidance and 
evidence, utilising the new London STB toolkit and financial support available from national 
government. Consideration must be paid to ensuring ongoing coverage of the areas of 
greatest need, particularly given the turnover of Early Years settings.  

3.2 Broaden to a family focus: Oral health promotion activities in Harrow should look to 
extend to a family focus, targeting parents as well as children to improve oral health 
awareness, behaviours and outcomes across the whole family. This should be targeted 
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primarily at the families of children who are at increased risk of poor oral health, such as 
those from more deprived areas, refugees and asylum seekers and children with SEND.  

3.3 Expand Oral Health Promotion work with vulnerable population groups: The Harrow 
Oral Health Promotion team should look to expand their work with the vulnerable 
population groups outlined in this Needs Assessment and use best practice guidance to do 
so, for instance considering outreach activities – providing education and resources directly 
to vulnerable groups in their community (for example, at VCS hubs). This will involve 
ensuring that the team is enabled to undertake this task with sufficient funding and 
resources, and utilise established and newly formed VCS connection to deliver this.  

3.4 Enhance integration of oral health promotion into services: Harrow Oral Health 
Steering Group members should work with services and settings to boost oral health 
promotion practices. This will involve engagement with settings and services as well as 
empowering and enabling them to provide clear and consistent oral health messages 
through appropriate training, as outlined below. Particular settings and services of interest 
are Early Years, Social Care and VCS organisations supporting vulnerable population 
groups. Deployment should provide a broad coverage across services and prioritised to 
reduce oral health inequalities 

3.5 Increase and embed oral health training for the wider health, education and social 
workforce: This should be jointly delivered and coordinated between the Healthy Harrow 
MECC programme and Oral Health Promotion team to ensure that messaging is aligned 
and targeted at the right level for frontline staff and carers. Key roles that should be 
targeted by this training are frontline staff and carers for children and vulnerable population 
groups, and will promote clear and consistent oral health messages across the borough. 
This should also include consideration of embedding oral health promotion and MECC into 
the general training of these roles. In addition, the Oral Health Promotion team and 
Voluntary Action Harrow should continue to develop informative evidence-based oral health 
promotion resources that frontline staff can utilise and share with residents on oral health 
behaviours, support and accessing NHS dental services.  

3.6 Increase and support School Nursing and Family Hub oral health sessions: The 
Harrow Public Health team should work with School Nurses, Schools and Family Hubs to 
encourage and support more sessions on oral health, including promoting these sessions 
to parents. This should form part of an increased family focus delivered via key settings 
and services, in addition to targeting by area of greatest need such as schools with children 
from more disadvantaged or vulnerable backgrounds.  

3.7 Increase promotion and education on oral cancer: Oral Health Promotion activity and 
training should include more information on oral cancer, including cultural practices such as 
betel quid and areca nut chewing and Shisha smoking. This should be targeted at higher 
risk groups through partnership with local VCS and health services.  

3.8 Increase promotion of early and regular dentist visits: Oral Health promotion activity 
and training should aim to increase the number of children being taken to the dentist 
regularly and earlier than currently practiced in Harrow (when teeth first appear or at least 
by their first birthday). This must be done in conjunction with optimising access to NHS 
dentistry.  

3.9 Align oral health promotion with economic, workforce and workplace strategies: The 
Harrow Public Health team is exploring an economic strategy that focuses on workforce 
health. This should include promotion of good oral health behaviours and advocacy for 
policies that are beneficial for oral health, particularly for those who are unemployed or 
working in manual jobs who experience oral health inequalities. This should also include 
advocacy of integrating oral health with frontline services exposed to these groups, such as 
employment services, who could deploy MECC interventions.  
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Recommendation area 4: Improve NHS Dentistry access  

4.1 Utilise commissioning options: The North-West London ICB should continue to consider 
how UDA allocation in Harrow could best address the needs of the population. This 
includes utilising targeted commissioning to procure additional or further services in places 
with limited access to dental care or services that cater for vulnerable population groups. 
Decisions at a Harrow-level should involve the local LDC, the heads of key local dental 
services and Dental Public Health professionals as stated in commissioning guidance.135 In 
addition, other members of the Harrow Oral Health Steering Group should support the ICB 
by providing intelligence and conducting community engagement to raise awareness of 
additional or further services.   

4.2 Advocate for Inclusion Health initiatives: The North-West London ICB should continue 
to consider how Inclusion Health initiatives could be commissioned in Harrow. If introduced, 
other members of the Harrow Oral Health Steering Group should support the ICB by raising 
awareness of availability to eligible individuals.  

4.3 Support free NHS dental checks in SEND schools: Members of the Harrow Oral Health 
Steering Group should work to support the awareness and delivery of the national initiative 
to provide free NHS dental checks in SEND schools. 

4.4 Continue provision of Children Looked After dental checks: The Oral Health Steering 
Group should work with Local Authority teams, foster carers, CLA and dental services to 
continue to ensure that a high proportion of CLA receive annual dental checks  

4.5 Create opportunities to support a dental workforce for the future: Members of the 
Harrow Oral Health Steering Group, particularly the ICB and LDC, should look to support 
investment in the local dental workforce. This should consider the need for delivering 
neighbourhood services via INTs and explore opportunities for dental workforce training, 
particularly to provide care to vulnerable population groups. For example, this could include 
Dental Specialty Training such as Paediatric Dentistry and Special Care Dentistry 
positions, or any other NHS programmes that are available.  

4.6 Provide up-to-date information on NHS dentist availability: The Harrow Oral Health 
Steering Group should work with dental practices to ensure that up-to-date information 
about whether they are accepting NHS patients is available to the public, either via the 
NHS website, or creating a separate contemporaneous list that is cascaded to the public 
regularly. 

4.7 Streamline referral processes: NHS dental services should look to streamline and solidify 
referral processes to increase accessibility of services to vulnerable populations, so that 
VCS organisations are aware and enabled to make appropriate referrals to dental services 
such as CDS.  

4.8 Align dental practices to settings: Harrow Oral Health Steering Group members should 
continue to consider how NHS dental practices could be aligned with certain key settings 
(for example schools, care homes or Family Hubs). Consideration should be made of 
prioritising settings that cater for populations at greater risk of poor oral health (such as 
children with SEND) or where there is a need to increase dental access rates (for example, 
children under the age of 5-years-old). This should help to streamline referral processes to 
NHS dental care for frontline staff. The ICB would be responsible for the commissioning of 
such services, supported by other Steering Group members to promote and raise 
awareness of their availability.  

4.9 Alleviate unnecessary pressure on Community Dental Services: Aside from the 
recommendations of this Needs Assessment, the Oral Health Steering Group should work 
to determine how pressures on the CDS can be alleviated. This will enable the CDS to 
provide the special care that is vital to cater for particularly vulnerable patients.  
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4.10 Consider domiciliary and complex care need: Dental services in Harrow must keep 
pace with our ageing population to ensure domiciliary and/or complex care needs are 
catered for. This includes people in care homes and other dependent adults living at home. 
This will play an important role in improving dependent adults’ general health and 
subsequently helping to reduce demand on social care.  

 

Recommendation area 5: Optimise delivery of NHS Dentistry  

5.1 Reduce variability of experiences: Harrow Oral Health Steering Group partners should 
work with local dentists to reduce the variability of service experience and inconsistency of 
advice provided, sharing information and highlighting good practice such as appointment 
text reminders to patients. Another important area is ensuring that NHS dental practices 
make reasonable adjustments for those with additional needs  

5.2 Overcome language barriers: Harrow Oral Health Steering Group partners should work 
to support local dental practices to overcome language barriers by increasing the 
availability and use of interpreter services  

5.3 Increase fluoride varnish applications: The 33.9% of 3-5-year-old children in Harrow 
receiving twice-yearly fluoride varnish applications is largely contributed to by the fact that 
less than half of children of this age access a dentist. Nevertheless, increasing the overall 
percentage of fluoride varnish applications would help to improve oral health outcomes. 
This should be done by increasing awareness of accessing dental care regularly amongst 
parents, increasing accessibility of NHS Dentistry and working with local NHS dentists to 
increase the provision of twice-yearly fluoride varnish applications. 

5.4 Increase tobacco and alcohol referrals: Work with local NHS dentists to increase 
awareness of stop smoking and alcohol support services and encourage dentists to utilise 
existing referral pathways 

 

Recommendation area 6: Advance intelligence and research  

6.1 Enhance participation in annual NDEP surveys: The Harrow Public Health team should 
work with relevant partners to increase participation in annual NDEP surveys as is their 
statutory duty. At the very least, this should ensure that minimum uptake thresholds are 
met so that the results of every NDEP survey can be deemed reliable and therefore 
utilised. 

6.2 Improve insight into care home oral health practices: Given the limited information 
gathered by our Needs Assessment survey, there remains a need to engage with local 
care homes with Harrow and gain better insight into oral health practices. This will enable 
the Harrow Oral Health Steering Group to best respond to the 2025 NDEP survey findings 
on older adults in care homes and support care homes to optimise oral health practices.  

6.3 Maximise local intelligence of vulnerable population groups: This Needs Assessment 
was not capable of collecting local data on the oral health of all vulnerable population 
groups who may experience inequalities, such as vulnerable older adults outside of care 
homes and those with mental and physical health conditions. The Oral Health Steering 
Group should consider opportunities to explore the local oral health experiences of these 
groups and how they can be supported to improve their outcomes.   

6.4 Assimilate Healthwatch connections: Community insight and engagement can be 
enhanced through the Harrow Public Health team and LDC connections to Healthwatch. 
This should include inviting Healthwatch to the Oral Health Steering Group 
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6.5 Explore academic research opportunities: The Harrow Public Health team should work 
collaboratively with internal and external colleagues and partners to explore academic 
research opportunities that will increase insight into oral health in Harrow, strengthen 
connections, increase local academic investment, improve health outcomes and reduce 
inequalities.  

6.6 Measure and evaluate impact of interventions: The Oral Health Action Plan which will 
follow this Needs Assessment should consider how the whole-systems approaches 
implemented are monitored and evaluated for their impact with clear outcome measures.  

6.7 Improve or introduce mechanisms to monitor oral health impact: The Oral Health 
Steering Group should consider how partners could improve or introduce methods to 
record the impact poor oral health has on people. For example, the Harrow Public Health 
team should explore whether schools can code school child absence specifically related to 
oral health.  

6.8 Utilise local intelligence and the evidence-base: The Oral Health Steering Group should 
utilise intelligence on local oral health needs in combination with the wider evidence-base 
to ensure the most appropriate oral health interventions are delivered for our population, 
within available capacity.  

 

Recommendation area 7: Advocate for change beyond the scope of this Needs Assessment   

7.1 Support the implementation of Water Fluoridation: All members of the Harrow Oral 
Health Steering Group should advocate and support the implementation of Water 
Fluoridation locally as a safe and effective measure to improve oral health.  

7.2 Support beneficial and meaningful dental reform: The members of the Harrow Oral 
Health Steering Group should advocate for dental reform that benefits patients and NHS 
dentists 
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18. Appendix  
 

18.1. Appendix 1: Food environment and deprivation regression analysis 

The following Appendix section contains both maps of the purchases of products from Tesco across 
the borough and regression analysis conducted to explore the relationship between the food 
environment in Harrow and deprivation,  

 

Figure 52: Map of fraction of sweets in products purchased in Tesco52 
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Figure 53: Regression analysis assessing the relationship between fraction of sweets in 
products purchased in Tesco and deprivation52 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 54: Map of fraction of soft drinks in products purchased in Tesco52 
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Figure 55: Regression analysis assessing the relationship between fraction of soft drinks in 
products purchased in Tesco and deprivation52 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 56: Map of average weight of sugar in products purchased in Tesco52 
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Figure 57: Regression analysis assessing the relationship between weight of sugar in 
products purchased in Tesco and deprivation52 

 

 

Figure 58: Regression analysis assessing the relationship between number of fast-food 
premises and deprivation in Harrow50 
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18.2. Appendix 2: Additional graphs of HAY Harrow results  

The following graphs are stratified results to the question: “How often do you brush your teeth twice 
a day with toothpaste?” 

 

Figure 59: How often do you brush your teeth twice a day with toothpaste? Stratified by 
Asylum Seekers and non-Asylum Seekers (n = 3000, HAY Harrow 2025) 

 

 

Figure 60: How often do you brush your teeth twice a day with toothpaste? Stratified by 
SEND and non-SEND (n = 6805, HAY Harrow 2025) 
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Figure 61: How often do you brush your teeth twice a day with toothpaste? Stratified by 
English as a first language and English not a first language (n = 6745, HAY Harrow 2025) 

 

 

Figure 62: How often do you brush your teeth twice a day with toothpaste? Stratified by 
ethnicity (n = 6595, HAY Harrow 2025) 
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The following are graphs visualising HAY Harrow findings from questions related to dietary habits. 
They are in response to the questions: “How many times a week do you usually eat vegetables?”, 
“How many times a week do you usually drink fizzy drinks or energy drinks?” and “How many times 
a week do you usually eat fast-food or takeaways?”. The findings are stratified into different 
population groups. This includes by school Key Stages, with Key Stage 2 (KS2) representing school 
years 5 and 6, and Key Stage 3 to 5 (KS3-5) years 7 to 13.  

 

Figure 63: How many times a week do you usually eat vegetables? Stratified by school Key 
Stage (total n for Key Stage 2 to college = 7227, HAY Harrow 2025) 

 

48%

34%

14%

4%

52%

35%

9%
4%

0%

10%

20%

30%

40%

50%

60%

Every day Several times a week Once a week or less Never

KS2 KS3 + KS4&5



   
 

  Oral Health Needs Assessment 2025 104 

Figure 64: How many times a week do you usually drink fizzy drinks or energy drinks? 
Stratified by Asylum Seekers and non-Asylum Seekers (n = 3244, HAY Harrow 2025) 

 

 

Figure 65: How many times a week do you usually drink fizzy drinks or energy drinks? 
Stratified by SEND and non-SEND (n = 6695, HAY Harrow 2025) 
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Figure 66: How many times a week do you usually drink fizzy drinks or energy drinks? 
Stratified by English as a first language and English not a first language (n = 7102, HAY 
Harrow 2025) 

 

 

 

Figure 67: How many times a week do you usually drink fizzy drinks or energy drinks? 
Stratified by ethnicity (n = 6940, HAY Harrow 2025) 
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Figure 68: How many times a week do you usually drink fizzy drinks or energy drinks? 
Stratified by school Key Stage (total n for Key Stage 2 to college = 7251, HAY Harrow 2025) 

 

 

Figure 69: How many times a week do you usually eat fast-food or takeaways? Stratified by 
Asylum Seekers and non-Asylum Seekers (n = 3250, HAY Harrow 2025) 
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Figure 70: How many times a week do you usually eat fast-food or takeaways? Stratified by 
SEND and non-SEND (n = 6696, HAY Harrow 2025) 

 

 

Figure 71: How many times a week do you usually eat fast-food or takeaways? Stratified by 
English as a first language and English not as a first language (n = 7096, HAY Harrow 2025) 
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Figure 72: How many times a week do you usually eat fast-food or takeaways? Stratified by 
ethnicity (n = 6938, HAY Harrow 2025) 

 

 

Figure 73: How many times a week do you usually eat fast-food or takeaways? Stratified by 
school Key Stage (total n for Key Stage 2 to college = 7247, HAY Harrow 2025) 
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Figure 74: In the last 12 months, have you visited a dentist? Stratified by Asylum Seekers 
and non-Asylum Seekers (n = 2914, HAY Harrow 2025) 

 

 

Figure 75: In the last 12 months, have you visited a dentist? Stratified by SEND and non-
SEND (n = 6577, HAY Harrow 2025) 
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Figure 76: In the last 12 months, have you visited a dentist? Stratified by English as a first 
language and English not as a first language (n = 6516, HAY Harrow 2025) 

 

 

Figure 77: In the last 12 months, have you visited a dentist? Stratified by ethnicity (n = 6360, 
HAY Harrow 2025) 
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18.3. Appendix 3:  Summary of additional oral health outcomes in 5-year-old 
children  

 

Table 2: Summary of additional outcomes related to tooth decay in 5-year-old children in 
Harrow, London and England in 20245. The Harrow figures with a statistically significant 
difference have been labelled (*)  

Outcome Harrow London England 

Average number of dentinally decayed (d3), missing 
due to dental decay (m) and filled (f) teeth (t) among 
those with any decay experience 

4.8* 3.7 3.5 

Average number of dentinally decayed teeth among 
those with decay experience 3.6 2.8 2.9 

Average number of missing (extracted due to decay) 
teeth among those with decay experience 0.5 0.3 0.3 

Percentage of children with one or more obvious 
untreated dentinally decayed teeth 23 23.6 19.8 

Average number of dentinally decayed teeth among 
those with untreated decay 4.4* 3.3 3.2 

Percentage of children who have had one or more teeth 
extracted due to dental decay (missing teeth) 2.4 2.4 1.8 

Average number of missing (extracted due to decay) 
teeth among those with missing teeth 5.2 3.1 3.5 

Percentage of children with one or more teeth with 
decay into the pulp or roots only remaining 5.7 3.7 3.7 

Percentage of children with enamel and or dentinal 
decay 31 30 26.9 

Percentage of children with any plaque on the exposed 
labial tooth surfaces of the upper anterior sextant 19.4 23.7 22.1 

Percentage of children with plaque covering more than 
one-third of the exposed labial tooth surfaces of the 
upper anterior sextant 

4.9 4.7 3.3 

Percentage with pufa 0.6 1.5 1.8 
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18.4. Appendix 4: Hospital admissions due to tooth decay by deprivation according 
to age  

 

Figure 78: Hospital admissions (per 100,000 people) related to tooth decay by deprivation 
among those aged 0-5 in Harrow (2022-2024) (WSIC) 

 

 

Figure 79: Hospital admissions (per 100,000) related to tooth decay by deprivation among 
those aged 6-17 in North-West London (2022-24) (WSIC)  
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Figure 80: Hospital admissions (per 100,000 people) related to tooth decay by deprivation 
among those aged 18-64 years in Harrow (2022-2024) (WSIC)  

 

 

Figure 81: Hospital admissions (per 100,000 people) related to tooth decay by deprivation 
among those aged 65 years or older in Harrow (2022-2024) (WSIC)  
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18.5. Appendix 5: NHS Dentist access in Harrow by ward 

 

Table 3: Table of percentage of children and adults seen with in the last 12 and 24 months 
respectively by ward and age group (NHS BSA)  

Harrow ward Percentage of <5-
year-olds seen in 
the last 12 
months 

Percentage of 5–
17-year-olds seen 
in the last 12 
months 

Percentage of 
18–64-year-olds 
seen in the last 
24 months 

Percentage of 65+ 
year olds seen in 
the last 24 
months 

Belmont 32.7% 71.3% 39.5% 46.5% 

Canons 32.2% 68.2% 28.5% 30.6% 

Centenary 31.9% 63.1% 29.6% 41.6% 

Edgware 30.5% 66.2% 31.7% 42.4% 

Greenhill 35.9% 72.4% 32.0% 57.0% 

Harrow on the 
Hill 27.6% 49.3% 31.3% 44.8% 

Harrow Weald 31.4% 65.8% 43.5% 48.6% 

Hatch End 26.0% 64.4% 35.2% 39.2% 

Headstone 36.8% 67.8% 39.1% 49.9% 

Kenton East 37.6% 79.5% 36.0% 51.5% 

Kenton West 37.2% 70.3% 36.3% 48.2% 

Marlborough 31.8% 64.1% 34.9% 48.6% 

North Harrow 37.8% 76.4% 36.5% 52.0% 

Pinner 35.8% 71.0% 40.0% 43.9% 

Pinner South 30.9% 64.9% 37.1% 43.3% 

Rayners Lane 36.2% 71.7% 42.8% 54.1% 

Roxbourne 39.5% 66.4% 44.9% 56.5% 

Roxeth 37.0% 69.5% 38.8% 54.0% 

Stanmore 24.3% 55.4% 30.6% 31.8% 
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Wealdstone 
North 

32.7% 65.6% 42.6% 55.8% 

Wealdstone 
South 

33.0% 60.2% 38.2% 52.2% 

West Harrow 27.1% 62.6% 35.0% 51.6% 

 

 

 

Figure 82: Percentage of <5-year-old children seen by an NHS dentist in the past 12 months 
by Harrow ward (up to March 2025) and mapped to local of available NHS dental practices 
(NHS BSA)  
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Figure 83: Percentage of 5-17-year-old children seen by an NHS dentist in the past 12 months 
by Harrow ward (up to March 2025) and mapped to local of available NHS dental practices 
(NHS BSA)  
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Figure 84: Percentage of 18-64-year-old adults seen by an NHS dentist in the past 24 months 
by Harrow ward (up to March 2025) and mapped to local of available NHS dental practices 
(NHS BSA)  
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Figure 85: Percentage of 65+ year-old adults seen by an NHS dentist in the past 24 months 
by Harrow ward (up to March 2025) and mapped to local of available NHS dental practices 
(NHS BSA)  
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18.6. Appendix 6: FP17s by ethnicity  

 

It is important to note that these findings are extremely limited, as 42% of FP17s did not have a 
recorded ethnicity, largely because patients declined to have their ethnicity recorded. 

Figure 86: FP17s per person by ethnicity in Harrow (2024/25) (NHS BSA)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

0.33

0.29

0.54

0.41

0.31

Asian

Black

Mixed

Other

White



   
 

  Oral Health Needs Assessment 2025 120 

18.7. Appendix 7: Location of Nurseries, Pre-schools and Schools in Harrow 

 

Figure 87: Nurseries, Pre-schools and Schools within the London Borough of Harrow, 
correct as of January 2025 
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