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/Abstract

cents.

audio-recorded for recall and coded for thematic analysis.

Background: Many adolescents are at risk of dental caries and periodontal disease due to poor tooth brushing and dietary
behavior. However, these oral health problems can be moderated by providing individuals with preventive care and advice.
In New South Wales (NSW) Dental Therapists and Oral Health Therapists (Therapists) working in the public health system
can help this vulnerable group by providing free dental care including advice on preventing dental caries and periodontal
disease. The aim of this study was to identify factors that influence Therapists in the provision of preventive care to adoles-

Method: Sixteen Therapists working in four NSW Local Health Districts (LHDs) participated in three structured two hour
focus group sessions to: identify motivators/enablers to providing oral health care for adolescents in a clinic-based setting;
and to record their solutions and strategies to enhance preventive practice. These discussions were interactively mapped,

Results: The participants identified personal self-health values, altruism, professional career satisfaction, professional clini-
cal ethics, and their ability to relate and engage with adolescents as motivators to provide preventive care. They acknowl-
edged that psychosocial determinants of health factors such as mental health, transient home concerns, knowledge of how
to access timely oral health care, relying on others for transport, oral health literacy and dental phobias all impacted on their
ability to provide effective preventive care to adolescents. These factors were the main reasons why they needed to reach out,
advocate and invest time on preventive care for adolescents.

Conclusion: The Therapists believed in the value of preventive oral health care but reported that there were some over-
whelming challenges that impacted on their ability to offer this service.

Q(ewords: Adolescents; Public oral health preventive care; Constraints; Facilitators; Therapists J
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Background

Oral health is integral to general health, and is essential for
individuals to enable them to communicate effectively, have
a positive quality of life, and maintain self-esteem and social
self-confidence [1]. The oral health of the Australian popula-
tion has improved over the last 30 years, largely due to in-
creased access to water fluoridation and the widespread use
of fluoride toothpaste [2-5]. Despite these positive changes
dental caries in particular remains one of the most common

©2013 The Authors. Published by the JScholar under the terms of the Crea-
tive Commons Attribution License http://creativecommons.org/licenses/
by/3.0/, which permits unrestricted use, provided the original author and
source are credited.

chronic diseases affecting both children and adolescents.

Armfield, et al. [6] reported that over 50% of 12 to 15 year olds
suffered from dental caries in the 2003-2004 National Austral-
ian Child Dental Survey. Skinner, et al. [7] in a New South
Wales (NSW) study found that over 45 per cent of 12 to15 year
olds had dental caries. The latter study showed poorer levels of
dental health among those: (i) from rural and remote regions
(DMFT 2.4 versus State mean of 1.2); (ii) with parents on low
income (DMFT 1.8 versus 0.7); and (iii) with limited access
to fluoride water supplies (DMFT 1.7 versus 1.1 for those in
fluoridated areas).

Adolescent patients are recognized as having distinct needs
because of their tendency to have a higher sugar diet, poor oral
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hygiene, use tobacco, alcohol and other drugs, and unique so-
cial and psychological needs [8-11]. These problems highlight
the importance of offering preventive oral health advice and
care (8, 12-15].

Dental caries and periodontal diseases are largely preventable
and reversible if identified and managed early [16]. Changesin
health behaviour can help prevent oral diseases such as: reduc-
ing the frequency of sugary food and drink intake; brushing
teeth and gums twice a day with fluoride toothpaste; drinking
fluoridated tap water; modifying alcohol consumption; ceas-
ing tobacco use; and attending for regular professional oral
health check-ups [8].

A range of oral health services are provided through the NSW
public health system. These include dental services to children,
adolescents and eligible adults according to criteria that pri-
oritise emergency situations, those in most need and at high-
est risk of disease, dental education and oral health promotion
services [17]. The NSW Ministry of Health is the purchaser
and system administrator. Local Health Districts (LHDs) are
responsible for providing the funds required to deliver services
to address local needs [17]. The Oral Health Service is an in-
tegral part of the NSW public health system and offers free
oral health care to all individuals under 18 years of age [17].
These services are mainly provided by Dental Therapists and
Oral Health Therapists (Therapists). They have a pivotal role in
the prevention of dental caries and periodontal disease [18-21]
because of their academic training in oral health promotion
and their expertise in providing oral health care to children
and adolescents. They are well placed in public oral health set-
tings to engage and support adolescent’s self- efficacy towards
good oral health. Oral Health 2020: A strategic framework for
dental health in NSW [17] encourages the development of tar-
geted models of care for identified groups that promote client-
centric service provision and prevention, and integration with
other health care and community groups.

Researchers [22-30] recommend the following preventive care
strategies for patients at risk of developing dental disease:

(i) Dietary advice (including drinks)

(ii) Oral hygiene instruction

(iii) Fluoride varnish application

(iv) Fissure sealants to reduce occlusal caries in permanent
teeth

(v) Managed care at appropriate intervals for high risk indi-
viduals

(vi) Follow-up radiographs to monitor the progress of early
caries lesions

(vil)Smoking cessation brief intervention for appropriate pa-
tients

(viii) Utilisation of Motivational Interviewing (MI)

These recommendations have been integrated into the NSW
Ministry of Health policy for providing preventive care to chil-
dren under 18 years targeting those most at risk of dental dis-
ease [31-33]. The Information System for Oral Health (ISOH:
Information System for Oral Health: a NSW State-wide Pub-
lic Oral Health Service centralised repository for patient data
information) is used to determine what activity is conducted
across the state by clinician’s to align with the policy as identi-

fied by dental treatment item numbers based on the Austral-
ian national dental schedule [34]. The suite of preventive care
activities used for individual clinician performance appraisal
and LHD service agreement performance are categorised in
Table 1.

Personalised preventive care offered:
Radiographs (Bitewings and Periapical)
Dietary advice

Oral Hygiene Instruction

Remineralising agents (Professional fluoride applications, casein phospho-
peptide with amorphous fluoride phosphates (CPP-ACFP)

Fissure sealants
Prophylaxis (scaling and cleaning)
Smoking cessation

Recommendation (issue) of appropriate oral health products for home
care use: discosing tablets, tooth brush, fluroide tooth paste, CPP-ACFP
paste, floss

Issue of age appropriate oral health education literature

Utilise Motivational Interviewing and coaching techniques
Table 1: Preventive care activities for adolescents attending NSW Public Oral
Health Service
There appears to be variation of how this policy is imple-
mented across the State. Therefore, this study was undertaken
to identify: (i) influencing factors to providing clinic-based
oral health care to adolescents and (ii) to record the strategies
which therapists believed could enhance their preventive clini-
cal practice.

Method

Qualitative methodology was used to investigate the two study
aims. Focus groups were used as they can be both explorato-
ry and descriptive. Participants were recruited by purposive
sampling, selecting participants from rural and metropolitan
locations to answer the research questions [35]. Three focus
groups were arranged with staff from four NSW Local Health
Districts (LHDs): Murrumbidgee and Southern NSW LHDs
were combined to represent rural and remote, South Eastern
Sydney LHD represented metropolitan and Hunter New
England LHD was a rural area in close proximity to a large city
population.

To ensure scientific rigor and reliability of research data col-
lected for the group sessions, the principles of Community
Participatory Action Research (PAR) [36] were adopted,
namely, equitably involving all the participants in the research
process and acknowledging the unique strengths that each one
brings to the session.

The focus group discussion was on a topic central to the Ther-
apists’ daily lives [36], therefore pre-planning for structuring
the focus group sessions was essential and included:

o A facilitation process: the participants were requested to
write down their answers to what they perceived as motiva-
tors/enablers, constraints and proposed solutions for them to
provide preventive care to adolescents on paper prior to shar-
ing with the group,

« Capturing the data: Al postie posters were used to capture
discussion themes,
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o All discussions were recorded to assist recall and help with
the identification of topics

« The group discussion was summarized by a facilitator and
participants were asked to confirm the points noted at the con-
clusion of the session.

The qualitative data analysis continued after the focus group
sessions using the Thematic Analysis inductive approach [37].
Systematic steps pertaining to Thematic Analysis [37] were
followed: (i) familiarisation with data by synthesising all data
from focus groups onto a framework matrix using Microsoft
Excel (ii) creating codes that identified unique features of the
data relevant to answer the research questions (iii) review and
further development of themes as dictated by the collected
data (iv) comprehensive, inclusive and thorough examina-
tion of the codes to identify patterns of meaning (generating
themes) (v) data analysed, interpreted and a narrative com-
posed of key themes and (vi) verification of processes by aca-
demic principal investigators.

Ethics approval was obtained from lead Health and Re-
search Ethics Committee Hunter New England LHD No.
LNR/11HNE/495, Southern NSW LHD No. LNRSSA/12/
GSAHS/30, Murrumbidgee LHD No. LNRSSA/12/GSAHS/31
and South Eastern Sydney LHD No. LNRSSA/12/STG/65

Results

Sixteen Therapists (thirteen females and three males) partici-
pated in the three two hour focus groups. The year of gradu-
ation ranged from 1972 to 2011, and they worked across ten
dental clinics within the four LHDs in NSW. Participant’s
described their perceptions of being employed by the NSW
Health public oral health system to providing preventive ser-
vices to adolescents. The overall theme identified from this
study was ‘Facilitating Preventive Oral Health Care for Ado-
lescents. The key theme is supported by subthemes described
in the following sections and illustrated in Figure 1.

Professional ethics and personal self-health pre-
ventive values

Personal and professional values motivated and enabled the
participants to facilitate the provision of preventive care and
ensure quality health care was provided for their patients. They
made reference to the importance of maintaining registration
and their professional commitment to ensure they keep abreast
with current clinical oral health approaches for the provision
of patient quality care.

“Preventive care compliments the restorative treatment or after
relief of pain emergency appointments. It is our duty to encour-
age them to return for preventive care” (FG2).

The majority of participants referred frequently to the im-
portance of self-health and professional values. They wanted
to contribute and participate in maintaining a healthy com-
munity and this motivated them to provide preventive care
for patients. To work with challenging cases, recognising the
importance of supporting vulnerable adolescents specifically
those with psychosocial issues, was also a main motivator.
“We are getting quite a few 16 and 17 year olds coming in. They
are wondering why they've got sensitive teeth, why the illicit
drugs actually cause them to grind, clench [their teeth]. We can

at least try to get them to start thinking about this, what they are
doing now, [how it is]having an impact long term” (FG1).

Most participants reported providing preventive care to pa-
tients was an essential component of their clinical professional
ethical duty.

“Preventive care, it’s doing the right thing; its our duty of care,
that’s what we are here for, isn't it?” (FG2).

Adolescents’ who valued oral health, and achieved good oral
health outcomes was professionally rewarding and satisfying
for all the participants. Those working in rural settings report-
ed adolescents re-presenting until they exited the programs
upon turning 18 years of age.

“We have lovely patients; I am motivated by their smiles after I
have completed all their work, and their mouths are free of pain.
They have managed to maintain good tooth brushing habits,
which really motivate me” (FG1).

Where adolescent’s displayed lack of concern for their oral
health, participants stated at times affected their motivation
levels.

“You treat everyone the same, get job satisfaction. Sometimes it
is very challenging, I have a patient that gets all the support but
keeps presenting with yet another cavity, that can demotivate
me” (FG2).

Academic training

The public oral health setting provided opportunities to apply
knowledge and skills from academic education was a major
motivator/enabler for most participants.

“My University training and education: a lot of depth or focus
on prevention, which helps my current practice in public health”
(FG3)

These participants reported that the ability to practice evidence
based principles of Minimal Intervention Dentistry (MID) to
treat caries and concentrate on addressing lifestyle determi-
nants of oral health was a ‘big enabler’ for them. However,
some participants reported variations in clinician preventive
care approaches.

“What separates the way we practice, there is a difference in phi-
losophy, [...] tends to be treating the lesions, rather than treating
the lifestyle disease, that’s a big difference” (FG3).

Historically, some participants stated their training on chil-
dren under 12 years of age, then the client groups expanded
to 14 year olds, and finally all children under the age of 18
years. A number of participants commented that they lacked
confidence to work with adolescents, and preferred to work
with younger patients.

“Much prefer working with younger ones, I have more confi-
dence addressing their needs more than teenage dental prob-
lems” (FG1).

Professional development strategies including the enhance-
ment of clinical learning environments to foster professional
team mentorship and support were suggested by participants.

“Creating clinical learning environments where we are encour-
aged to share clinical case studies” (FG2).
Professional development

The majority of participants reported valuing continuing pro-
fessional development and stated it was a key enabler for pro-

JScholar Publishers

] Dent Oral Health 2014 | Vol 2: 204


https://www.jscholaronline.org/

CONSTRAINTS

Policy & Priority Relief of Pain access focused
Lack of adolescents’ and families awareness of eligibility to access
free dental care
Adolescents’ psychosocial challenges
Clinics overwhelmed with patients in pain
Management do not class preventive appointment rostering as priority
Oral health team need behaviour management training
Lack of resources for chairside preventive care strategies
Limited Clinical Leadership support for preventive care

ENABLERS
Credentialed Workforce
Clinical Ethics and Governance
Government Benefit Scheme
Resourcing chairside preventive care strategies
Clinical Leadership provide direction
Professional Development support
Create clinical learning environment
Shift culture to preventive care philosophy at multiple levels

—)
—---

FACILITATING
PREVENTIVE
ORAL HEALTH CARE
FOR
ADOLESCENTS

Figure 1: Factors influencing the provision of preventive care by Therapists to adolescents accessing NSW Public Oral Health Services.

viding current preventive care by keeping abreast with new
dental materials, through workshops provided by corporate
companies, and contemporary oral health promotion and
communication strategies provided by LHD conferences and
professional associations. The training included management
of dental caries, periodontal disease and Motivational Inter-
viewing.

“Most adolescents present with complex dental issues, white spot
lesions that require high fluoride toothpaste or... [use of enamel
remineralising agents] for stabilisation, get that going before ad-
dressing the restorative work, yes, that’s an enabler” (FG3).

“It was helpful to use skills such as Motivational Interviewing
with adolescents...” (FG1).

Conversely, not all participants had received training in MI
techniques. Most participants thought more training and de-
velopment in behaviour management and counselling skills
would enhance their effectiveness in delivering oral health
education to patients.

Up skilling to work effectively with adolescents, ‘what is the teen-
ager’s motivator’, the psychology behind it all” (FGI).

Educational chairside tools and resources

The majority of participants suggested using the patients pre-
senting oral health status as a starting point to provide pre-
ventive care at the chairside. Most reported using the Tri- dis-
closing solution as an educational tool to encourage behaviour

change.
“Being able to show the plaque with disclosing solutions gives
them a visual presentation” (FG3).

Another participant used a different technique to illustrate the
dental issues of their patients.

“I don’t disclose, but I do scrape the plaque off their teeth and
show them.” (FG1).

Therapists who had access to digital cameras took intra oral
photographs of the patient’s mouths. They reported this made
providing advice more personally relevant and important to
their patients. It also helped with follow-up to determine if be-
haviour had changed.

The scope to apply different communication and coaching
strategies to reach patients and families was a motivator for
others. Trialling and using different approaches with adoles-
cents and gaining positive results provided them with confi-
dence.

.. if you can educate the eldest child then they become the role
model for others and makes your work much easier” (FG3).

However, resourcing of preventive care strategies was incon-
sistent across the LHDs and within local clinics. They stated
that the lack of age appropriate oral health education materials
needed to be addressed. Participants also wanted consistency
around the distribution of fluoride toothpaste, toothbrushes
and remineralising agents for adolescents within LHDs.
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“You need to make access to preventive products easier, tooth-
brushes, fluoride toothpaste like Neutra-Fluor 5000, Tooth
Mousse, floss etc.” (FGI).

“We need phone based APPs for today’s teenagers, how to brush
teeth, fun and attractive to this age group” (FG1).

Although policys existed to direct provision of preventive
care, participants indicated that there was a need for LHDs
to provide specific adolescent evidence-based guidelines with
clinical presentations for use at chairside. This strategy could
encourage consistent preventive care offered to adolescents
by clinicians across the LHDs, with opportunities for unusual
case study discussions.

“There is a need for shifting of policy and work place culture to
continuing education to include evidenced-based preventive phi-
losophy” (FG3).

Psychosocial factors

Engaging and creating a respectful working relationship with
adolescent patients was paramount for all participants. They
referred to their ability to recognise psychosocial problems
such as depression taking medication and fear of dentistry as
an impetus for them to reach out to vulnerable adolescent’s
and invest clinical time to provide preventive care.

‘T use the patient’s social and medical histories to inform my
clinical practice and decision-making” (FG1).

Most participants referred to adolescents’ poor oral health,
health literacy, and lifestyle factors, such as smoking, use of
social drugs, binge drinking and high consumption of sweet
drinks, and the long-term impact as triggers or motivators for
them to offer preventive care.

.. adolescents don’t realise that what they are doing [energy
drinks, smoking, alcohol, drugs] will have an impact on them
later.... Huge problem. I try to get them to brush a bit more
regularly, modify what they are doing now.”(FG1I).

“You start to relate to them, like young adults. [You ask them]
to start thinking about long term economic value. I always point
out to them if their teeth have to be fixed, they are going to be
fixed again. It doesn't matter whether its five to ten years down
the track, it will cost money unless they do something about it.
That's money that can be put towards a car. At least they get
that” (FG2).

Vulnerable adolescents had other distinctive social needs such
as transient family structures, family dynamics, failure to at-
tend appointments and relying on others for transport that
required attention and support to ensure uptake of consistent
health messages impacted on provision of preventive care.
“Changes in family structure, family dynamics, demands chang-
ing all the time, parents leaving children for longer periods. It
does impact on their access to services, keeping their appoint-
ments and their ability to improve their toothbrushing or diet
habits” (FG1).

Working in collaboration with other allied health agencies for
example dieticians and NSW population health agencies was
suggested as a strategy to increase the oral health promotion
support network for Therapists and adolescents.

“Improved referral pathways to dieticians, health promotion
school programs and local city council youth programs are po-
tential support networks” (FG1).

This strategy was already used in some LHDs, however, was

not sustainable and supported by all participants team mem-
bers.

“We have done a lot of work to break down those barriers. |[...]
does a lot of community education, and it involves dental assis-
tants, but still some dental assistants don’t want to get involved.
One of the key reasons we are able to provide preventive care is
because it’s supported by oral health promotion activities” (FG2).

Government Policies

Despite their ethical inclination and best efforts to provide
preventive care, most participants indicated the strong empha-
sis of the NSW Health triage system and policies to prioritise
emergency situations, provide relief of pain and restorative
treatment impacted on the ability to provide preventive care.
“It’s a Relief of Pain Driven service, that’s the priority” (FGI,
FG2, FG3)

There was inconsistency in the responses to ‘sufficient time’ for
providing preventive care. Management restriction of follow-
up appointments and recall systems in some local settings for
monitoring patients was a constraint for some participants.
“We are not allowed to have recall systems, and appointment
sessions are prioritised for Call Centre use” (FG1 and FG2).
Further, the majority of Therapists reported that their appoint-
ment sessions were too short to deliver effective preventive
care. The use of MI was seen as a potentially valuable tool to
enhance behaviour change but only a few participants had suf-
ficient time allocated to provide this more in-depth preventive
care.

“Adolescents need lots of appointments, longer appointments.
The confidence and ability to provide treatment followed by pre-

ventive care, or combined, is professionally satisfying... ” (FG3).

These participants understood the importance for multiple
and longer follow-up appointments to address vulnerable ado-
lescents’ complex dental needs. Although time consuming,
when the participants achieved positive results from challeng-
ing patients they reported it was professionally rewarding and
built their confidence in managing adolescents with diverse
needs.

“Sometimes using preventive care appointments can build my
patients confidence, before, in-between or after doing any ex-
tensive treatment. They gain confidence to improve, in turn it
builds my own confidence in my clinical approach” (FG3).

However, only a few participants stated they had sufficient
time for this more in-depth level of care as follow-up appoint-
ments and duration of sessions were restricted and limited for
others.

Dental Benefits Schemes

The Australian Commonwealth Government Medicare Teen
Dental Program provided disadvantaged adolescents (at risk
of dental disease) whose families are eligible for Family Tax
A, a preventive voucher that could be used in private and pub-
lic dental services [38]. The voucher in some LHDs enabled
participants to fast track adolescents to dental care. Some
participants reported that it funded extra clinical sessions for
adolescents.

“Team Leaders manage adolescent waiting lists, create rosters,
tag appointments, homing into preventive care sessions for
Therapists. Managers approve this as they are monitoring lists
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effectively and raising revenue from the Government voucher
scheme” (FG1).

Local team leaders taking charge of improving adolescents ac-
cess to preventive services was perceived as an enabler. The
generation of revenue swayed some managers to give approval.
Participants suggested these funds could assist the purchase of
preventive care resources such as high fluoride toothpaste for
their adolescent patients with active dental caries. However,
the majority of participants were unsure of the funding and
accountability processes within their LHDs to purchase these
resources for patients with active decay.

Professional Leadership and Teamwork

Some participants, new to the public health system, stated
that working alongside experienced clinicians was valued be-
cause the latter provided them with practical knowledge on
the management of adolescents” oral health problems. A few
participants reported that the clinical graduate programs to
support the application of academic knowledge and skills in
the workplace were an enabler to maintain the quality of clini-
cal practice.

“Once every 6 months we have a peer review with our profes-
sional leader, present different cases, and make sure that you're
doing alright”. (FG3)

Most participants stated that team collaboration with a seam-
less link to management was important for fostering clinical
learning environments ensuring continuous quality care for
patients.

“There are opportunities for teams to make a difference at mul-
tiple levels within public health, creating learning environments
in the workplace” (FG2).

The majority of participants commented on the importance of
management support and approval for allocated time for team
building activities, such as clinical forums, clinician reflec-
tion time, and opportunities for clinical case study discussions
as essential enablers to embed preventive care philosophies.
However, such activities are rare and somewhat ad hoc; with
some reporting that it was leadership personality-type driven.
“We should all be involved to be informed, new materials and
approaches to preventive care. Clinical Director, managers and
clinicians should have regular clinical forums, we used to have
them and they were very motivating, but, that Senior Dental Of-
ficer left..” (FG2).

Discussion

This qualitative study used a focus group design to engage and
explore in-depth viewpoints of Therapists in four LHDs in
NSW on the factors influencing them to offer preventive care
to adolescents. Caution should be used in the interpretation of
these data as the sample cannot be considered representative
of all Therapists employed throughout NSW. Nonetheless, the
influencing factors reported in this study provides a range of
valuable topics that should be used to inform the development
of models of care for health service improvement [17].

The strong preventive focus of participants in this study sug-
gests that there has been a shift towards less interventionist
dental care. Participants endeavoured to maintain balance be-
tween their professional ethos to meet the high demand for

the relief of pain, provide prescribed scientific based preven-
tive care [4, 24, 26, 29, 39] whilst adhering to various arms of
NSW Health Policies [40]. Researchers have employed various
approaches to improve clinical practice including professional
education and development, audits and feedbacks, evidence-
based guidelines, total quality management, economic incen-
tives and organisational changes [41,42]. Cabana et al [43]
review of public health services identified barriers to physi-
cian’s adherence to practice guidelines and at least one barrier
to compliance to clinical practice, clinical policies or national
strategies; for example physicians exhibited various levels of
awareness of the asthma guidelines or measles immunisation
guidelines. However, studies on enhancing physician compli-
ance may not be generalizable as obstacles identified in one
setting may not exist in another [42, 43].

Satur, et al. [20] reported that due to greater demand in ru-
ral areas for urgent dental treatment including emergencies,
less preventive care was being offered to patients. The authors
found that irrespective of where Therapists practiced: 76.3%
regularly provided preventive care and dental health educa-
tion; 74.6% dietary counselling; prophylaxis 69.5%; scaling
67.8%; and more than half of the participants were offering
pit and fissure sealants. Whilst our study did not record data
in this detail, all the participants were providing these items of
preventive care.

Moynihan and Kelly’s [14] review reiterated that dental car-
ies progresses with age and the effects of sugars on the denti-
tion are lifelong, indicating the importance of offering dietary
advice throughout a patient’s life course. This is particularly
critical during the adolescent developmental life phase. Par-
ticipants in this study adopted scientific approaches for the
management of their patients; however constraints beyond
their control like system administration factors, impacted on
their ability to provide appropriate levels of preventive care for
patients.

The Australian Institute of Health and Welfare [44] report
Australia’s Health 2014, indicated oral disease as one of the
four most expensive preventable chronic diseases to manage
($8.3 billion), which accounted for 6.3% of health spending.
Furthermore, the NSW Health Centre for Epidemiology and
Evidence [45] reported that dental disease was the fourth
condition where hospitalization (16, 426 patients) could have
been avoided for the years 2012 to 2013. Dental disease lead-
ing to hospitalization may have been avoided if appropriate
preventive care and early disease management was provided
through primary health care settings [45]. Despite challenges
within the health system, participants in this study strongly
advocated for a major shift towards a preventive care philoso-
phy; balancing limited resources to address relief of pain type
services. Creating a culture of ‘learning’ among professional
team members at multiple levels, inclusive of LHD oral health
executive members to address high demands for dental care
for long term health outcomes was suggested by participants.
Chen et al [46] highlighted health workers steadfast motiva-
tion and dedication to social commitment to overcome global
health crisis, despite hardships, negative economic and system
reforms further supporting the notion that human force drives
health-system performance. Our study, although on a much
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smaller scale, found that public oral health clinicians’ profes-
sional ethos enabled them to make concerted efforts to combat
dental disease for disadvantaged patients whilst trying to ad-
here to National and State oral health promotion and preven-
tive strategies [13,17].

This study found that community oral health promotion strat-
egies underpinned by preventive care in clinical settings was
a strategy used to address barriers for adolescents oral health
behaviours. These efforts are aligned with NSW State healthy
weight initiatives, tobacco control and diabetes interventions
[17]. However, health service management approval and team
support was essential. We found that where team leaders took
charge of administrating appointment rosters inclusive of pre-
ventive sessions, participants were able to execute preventive
strategies more readily for their patients. This issue has been
noted in other health disciplines, for example Marshall and
Altpeter [47] reported that social work education for the aged
needed to be underpinned with leadership training for inter-
ested individuals to enhance their roles in health promotion.
Although not directly suggested by participants in this study,
cultivation of oral health professionals to provide local leader-
ship in clinical preventive and oral health promotion strategies
may be an incentive and enabler to improve provision of pre-
ventive care to patients.

Leadership in organisations has been recognised as significant
in influencing practitioner’s perceptions, reactions and accept-
ance to enhancements in evidence-based practices [48]. Ac-
cording to Aarons [48], there is a link between organisational
characteristics, individual differences and attitudes toward
work, alluded to in this study. Brocklehurst, et al. [49] discussed
the importance of transformational leadership in dentistry as
a process to improve service delivery and provision of quality
health care for patients. The recent NSW Health reforms saw
the installation of the Agency of Clinical Innovation (ACI) and
strengthening of the Clinical Excellence Commission (CEC)
and Health and Education Training Institute (HETI). These
three ‘pillars’ are to assist LHDs build local clinical leadership
capacity thus enabling them collaborate effectively with clini-
cal teams to provide improved models of health care [17].

Participants in our study mostly suggested professional devel-
opment as a strategy to address a number of identified varia-
tions in the provision of preventive care by clinicians. Camp-
bell and Tickle [50] don’t disagree, rather, they suggested a
multifaceted approach with a focus on quality improvement
at macro, meso and micro levels of service delivery. They de-
lineated the notion of quality of care in dentistry and provided
two methods to quality improvement, one which is the Plan,
Do, Study, Act (PDSA), a method also adopted by the CEC
[17]. Marguolis et al's [51] randomised study of private paedi-
atric and family practices across two regions in North Carolina
combined continuing medical education and the PDSA cycle
methodology to improve office administration processes for
delivery of preventive care (immunisation and screening for
tuberculosis, anaemia and lead). After thirty months there

was noticeable increase in the proportion of children up to
date with preventive services in intervention compared with
control groups (screening for tuberculosis 54% v 32%, lead
68% v 30%, and anaemia 79% v 71%). This suggests that LHDs

oral health key stakeholders should encompass State Health
integral pillars: ACI, CEC and HETI as fundamental mecha-
nisms towards clinical quality improvement. Furthermore, the
strategies should be inserted in oral health core business and
made transparent to oral health teams.

Considering the psychosocial factors of patients and families,
participants in this study expressed a need for two main areas
of professional development, first psychology and behaviour
management of adolescents and second health counselling
for parents/carers during clinical sessions to support them
towards self-efficacy. Furthermore, oral health teams may
benefit from in-services on adolescents health literacy as con-
sumers of health care systems as reported by Massey et al [52].
This is aligned with Wallerstein [53] advocacy for community
empowerment for youth towards health improvement. There-
fore it would be prudent for LHD health service managers to
approve and empower clinical staff to access HETI MI on-line
module during clinical time as a commitment to National and
State oral health promotion and preventive care strategies [17].

The Government Preventive Scheme [38] for eligible dis-
advantaged adolescents and families enabled some LHDs to
provide extra rostered preventive sessions and appointments
for participants. This addressed some of the clinical time con-
straints for participants to access adolescents and provide pre-
ventive care. Researchers [54] have suggested collaboration
and strengthening of relationships between physicians and
non-clinicians to provide ‘illness care’ and ‘wellness care’ Our
study found utilisation of Dental Assistants and working in
collaboration with community and allied health profession-
als adopting Common Risk Factor approaches for smoking
cessation, obesity and chronic disease as positive strategies to
increase preventive and health promotion activities in LHDs.

With improved LHD local processes, it appears that partici-
pants may capitalise on Government Benefit funds to purchase
much needed resources such as fluoride toothpaste of differ-
ent strengths and remineralising agents to assist adolescents
towards oral health self- efficacy as supported by Bardal et al’s
[55] study with adolescents undergoing orthodontic treat-
ment.

Conclusion

Therapists endeavour to facilitate provision of preventive care
and advice for adolescents accessing the public health system,
but reported overwhelming factors that impact on performing
these services. A multifaceted approach for directors and man-
agers to assist Therapists offer timely and appropriate preven-
tive care to adolescents’ accessing public oral health services
are therefore suggested.
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