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22.1 million
NHS dental patient contacts in England (2022–23)



Challenge 2: Oral health inequalities
· Tooth decay is much more common in people who live in the poorest parts of England than in people living in the most advantaged areas.
· Children from low‑income communities are more than twice as likely to have had dental decay as children from better‑off communities.
· Adults living in poorer areas are more likely to have serious dental problems and toothache. Their oral health has a bigger impact on everyday activities, and they are less likely to attend routine dental appointments than adults in better‑off areas.
· These patterns show that poor oral health and limited access to dental care are closely linked to poverty and disadvantage (Office for Health Improvement and Disparities, 2021).




[image: ]History
1948 – NHS starts and dental care is free for everyone.
1951 – Patient charges are brought in for some dental treatments.
1956 – The General Dental Council (GDC) is created to regulate dentists and protect patients.
1948–1990 – Dentists are paid per item of treatment, which is criticised as a “treadmill” system.
1990 – Contract changes place more focus on prevention and patient registration.
2006 – A new contract in England introduces Units of Dental Activity (UDAs) and three charge bands.
2020s – Further reforms aim to improve access to NHS dentists and the quality of care (NCBI, 2016).

Tunbridge Wells Dental Care (no date)


	5.6 million adults tried but could not get an NHS dental appointment in the last two years.
Around 22–27% of 5‑year‑olds in England have tooth decay in at least one tooth.
Conclusion

NHS dentistry provides essential treatment but is under serious strain. Access is poor for many adults, and children in deprived areas still have much worse oral health than those in better‑off areas, so there is a clear need for better access, more prevention, and fairer services (British Dental Association, 2024)


C0MMUNITY DISABILITY SERVICES
Community disability services in the United Kingdom have developed from long-stay institutional care to person-centred support in ordinary community settings. This change reflects a broader shift in health and social care thinking, shaped by the social model of disability and the independent living movement. Rather than viewing disabled people as passive recipients of care, these approaches argue that services should promote choice, control, and participation in everyday life (Glasby, 2026, pp. 95–99).
During the twentieth century, individuals with learning disabilities were cared for in large hospitals and segregated settings under a medical and custodial approach. This meant that many people were separated from family life, local communities, and opportunities for independence. From the 1970s onwards, this model was increasingly criticised, and there was a gradual movement towards normalisation and community living. The NHS and Community Care Act 1990 supported this shift by promoting local services, care management and more personalised support packages. These changes helped create the basis for community learning disability teams, supported housing and more flexible forms of care (Department of Health, 2001; Glasby, 2026).

Later policy developments strengthened this direction. Valuing People and Valuing People Now placed greater emphasis on rights, independence, choice, and inclusion for people with learning disabilities (Department of Health, 2001; Department of Health, 2009). Glasby argues that this policy shift reflects the social model of disability because it focuses on removing barriers and supporting independent living rather than assuming that disabled people are naturally dependent on services (Glasby, 2026, pp. 95–99). This is important because it explains why community disability services were developed not only to replace institutions, but also to improve equality and social participation.
Today, community disability services for adults with learning disabilities are usually delivered through integrated health and social care arrangements. Support is commonly provided in people’s own homes, supported living schemes and other local settings rather than institutions. In practice, this often involves multidisciplinary teams made up of social workers, community nurses, occupational therapists, psychologists, and voluntary-sector providers. Their role is to address health needs, practical support, daily living skills, and wider social wellbeing (Glasby, 2026). Salt argues that services aiming to be outstanding must be safe, effective, caring, responsive, and well led. This suggests that community disability services should not be judged only on whether support exists, but on the quality, consistency, and person-centred nature of that support (Salt, 2021).
However, community disability services also face important challenges. Glasby and Dickinson (2014, pp. 56–57) argue that partnership working and integrated structures do not automatically lead to better outcomes. Their research into learning disability services shows that difficulties with coordination, accountability and inappropriate placements can continue even when partnership systems are formally in place. Towers (2023) also points out that people described as vulnerable may distrust services because of stigma and unequal power relations. This means that effective community disability services depend not only on systems and structures, but also on trust, listening, and respectful relationships.

The significance of community disability services lies in their potential to improve quality of life. When support is properly resourced and person-centred, it can increase opportunities for choice, social contact, meaningful activity, and greater independence (Glasby, 2026). Good engagement can also help service users feel valued and more involved in decisions about their lives, which may improve wellbeing and confidence (Towers, 2023). Overall, the move from institutional care to integrated community-based support has improved outcomes for many individuals with learning disabilities. Nevertheless, the literature suggests that continued attention to service quality, leadership and genuine co-production is still needed if community disability services are to fully meet their aims (Glasby, 2026; Glasby and Dickinson, 2014).
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Registration 

Patient registers with an NHS dental practice


Dentist assesses clinical need and urgency


Triage and Assessment 

Treatment Plan 


Treament Delivered


Treatment placed into Band 1, 2, or 3


Review and Recall


Care given; patient pays the fixed band charge


Recall set by individual risk level (1–24 months)



Number of adults	Adults with unmet need	Adults without unmet need	13	33	



Tooth Decay in 5 year olds by Deprivation ( England) 

Tooth Decay in 5 year olds by Deprivation ( England) 	Most Deprived 	2nd Most Deprived 	Middle 	2nd Least Deprived	Least Deprived 	35	26	22	14	3	
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