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services. However, high levels of oral/den-
tal treatment need can produce opportuni-
ties when/if funding becomes available, to 
integrate oral health into general healthcare 
promotion and treatment systems.

In the UK, prison dental services are gen-
erally demand-based and currently some 
establishments are failing to meet prisoners’ 
dental health needs due to long waiting lists 
for treatment. This depends on how den-
tal services are commissioned (contracted 
hours and agreed types of treatment) and 
the normative dental need within the local 
unit. Because of limited resources within 
secure settings and prisoners’ high level of 
oral disease, many prison dentists prioritise 
provision of emergency care rather than 
routine care. This is especially true when 
there is a high turnover of prisoners and 
limitations in the commissioned treatment 
service provision.

Additionally, prison populations are 
mobile, which can lead to discontinuation 
of care and incomplete dental treatments. 
The unpredictable nature of prison life can 
also make the delivery of services difficult. 
Therefore, the current overall aim of the pro-
vision of prison dentistry in the UK, although 
not ideal, is to assess and treat the urgent 
needs of prisoners and also to get sentenced 
prisoners dentally fit before their release.

A closer look at this population in England 
and Wales reveals that many who are impris-
oned are poor, have mental health problems, 
or come from disadvantaged backgrounds.3–6 

INTRODUCTION
The prison population is increasing. There 
were more than 83,637 prisoners in the UK 
in 2013.1 Although the number of older pris-
oners (50+) has increased by 10% between 
2010 and 2011, the prison population is still 
a young population with 78% of the popu-
lation between the ages of 22 to 49.2 Male 
prisoners are less likely than the general 
population to use preventive health services 
(such as screening, immunisation and health 
advice) pre-imprisonment. Both male and 
female prisoners are more likely to prac-
tise health-damaging behaviours involving 
smoking, poor diet and recreational drug and 
alcohol use.2 Moreover, this particular group 
is more likely to commit crime as a conse-
quence of substance use or mental ill-health. 
In addition to higher levels of poor general 
health, they have high levels of unmet nor-
mative and perceived oral health needs. 
This can put pressure on prison healthcare 

This article describes a proposal for the future organisation of the delivery of dental and oral health services for prisoners. 
This vision is based on an analysis of the existing prison dental programmes in England and the United States (Federal Bu-
reau of Prisons, [FBOP]), together with discussions from two key individuals from both countries who championed changes 
to prison dental services and have published in the field of prison dental services. Both countries have similar visions. Some 
of the suggested work has already been addressed in the past (for example, introduction of state of the art dental facilities 
in the UK prison setting), some are in process (for example, electronic patients’ records) and some may be addressed in the 
near future (for example, prisoners’ involvement with the services provided for them). Some of the expressed visions for 
the future in this article are driven by evidence-based literature and dental workforce policy.

In general, prisoners have poor health, with 
main issues being mental health, substance 
abuse and communicable disease.3–5 In 
the USA, reconciling correctional health-
care costs has always been challenging. 
According to Delgado,7 it is difficult to sepa-
rate society’s values as it relates to crime and 
punishment. Therefore, justifying costs may 
not within the grasp of ‘ordinary’ citizens, 
elected officials, and policy makers.7

Prison may be the first time that prisoners 
are provided with healthcare on a regular 
and ongoing basis. This is particularly true 
for prisoners in the US7,8 as healthcare is less 
freely available than in the UK. Yet despite 
the inherent differences in the healthcare 
systems across the two countries, it is clear 
that the oral health needs of both coun-
tries’ prisoners are high. In the UK, this is 
highlighted in the Department of Health’s, 
and Her Majesty Prison Service’s publication 
Strategy for modernising dental services for 
prisoners in England, which was published 
in April 2003.9 Another report also sug-
gested a need for increased dental service 
provision to cope with the increase in the 
prison population.10 The ability to provide 
care for this population presents unique 
challenges requiring a specialised work 
force in both countries, developed through 
strong leadership.

Professor Bedi was Chief Dental Officer for 
England (2002 to 2005) and led the prison 
dental service reforms in England. During his 
3 years in post he implemented significant 
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• Highlights the prison population in 
both UK and USA are mostly from 
disadvantaged backgrounds.

• Stresses models of care differ in the 
two countries but share common 
problems with treating this group of 
vulnerable patients.

• Suggests there is a need for further 
research to identify areas to improve care 
provision for this population.
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change programmes in NHS dentistry, in 
particular research into oral health and 
secure provision through £4 million pounds 
in funding.

Dr Makrides is a Commissioned Officer 
in the United States Public Health Service 
and was assigned to the Federal Bureau of 
Prisons (FBOP) as a staff dentist in 1987. 
Over the past 26  years, Dr Makrides has 
worked in various clinical and administra-
tive assignments. In 2001, he was appointed 
the FBOP’s Chief Dentist in Washington DC. 
He is a specialist in dental public health and 
has postgraduate degrees in public health 
and healthcare management. In addition to 
his post as the Chief Dentist, he is a correc-
tional dentistry consultant to the American 
Dental Association and serves on the Board 
of Directors of the National Commission on 
Correctional Health Care.

The purpose of this article is to examine 
visions of modern prison dental services by 
looking at the two countries’ prison dental 
systems and their past and possible future, 
based on the dental leaders’ opinions and the 
available literature.

HEALTHCARE PROVISION  
IN HER MAJESTY’S PRISON 
SERVICES
In England, healthcare provision in prisons has 
historically been organised by Her Majesty’s 
Prison Service (HMPS) that reported to the 
Home Office, a department of central gov-
ernment. In 2002, the Secretary of State for 
Health decided that the funding responsibil-
ity for prison healthcare should transfer from 
the Home Office to the Department of Health 
(DH). In addition, the government announced 
that from April 2006 local health commission-
ers called Primary Care Trusts (PCTs) would 
take responsibility for the commissioning of 
prison health services rather than the Home 
Office. This reorganisation was based on the 
HM Inspectorate of Prisons’ discussion paper 
Patient or prisoner? A new strategy for health-
care in prisons.11 This report highlighted the 
disparity in the quality and range of health-
care services provided by different prison 
establishments. It formed the basis for the 
recommendation to move healthcare provi-
sion to the National Health Service (NHS) and 
was considered by a joint committee made up 
of the Prison Service and the NHS Executive. 
However, with a change of UK government 
in 2009, it was suggested that the commis-
sioning of the services might be transferred 
to primarily commissioning groups led by a 
primary care service provider.12

In 2012, the government decided to trans-
fer responsibilities for commissioning health 
for secure children’s homes in England from 
youth justice to the NHS. However, young 

offender institutions (YOIs) are run partly by 
the National Offender Management Service 
(NOMS).2,13 From April 2013, the commis-
sioning for prisons’ healthcare services 
(including dentistry) and facilities became 
the responsibility of NHS England, which is 
an independent NHS commissioning board.14 
The National Offender Management Service 
and NHS England, with support of Public 
Health England (PHE), are planning to work 
in partnership to co-commission and deliver 
health services.14

PRISON DENTAL SERVICES  
IN ENGLAND
The DH published its paper entitled Strategy 
for modernising dental services for prison-
ers in England in April 2003.9 It estimated 
that the level of untreated dental disease 
among prisoners was four times greater than 
that of the general population from similar 
social backgrounds. It also demonstrated 
that prison dental services vary in quality, 
type and availability of treatment. The vari-
ation in the levels and quality of care before 
the publication was dependant on factors 
such as outdated prison establishments with 
inadequate facilities, and varied service level 
agreements (SLA), which could limit the care 
provided for prisoners. Service agreements 
often varied for each provider and the pro-
viders came from different backgrounds.

Providers could range from independent 
contractors, such as self-employed general 
dental practitioners (General Dental Service 
[GDS] contract) to employed salaried (com-
munity) dental service personnel with differ-
ent experiences and training for provision of 
care for vulnerable people. The Strategy for 
modernising dental services for prisoners in 
England in April 20039 attempted to create a 
more universal approach to service provision 
and suggested that the dental service should:
• Offer a universal service based on 

clinical need
• Provide an appropriate range of dental 

services
• Shape services around the needs of 

patients
• Be responsive to the needs of different 

prison populations
• Continually improve its services
• Support its staff
• Cooperate with others
• Work to reduce health inequalities
• Offer open access to information about 

services and treatments.

Later that year, in the UK, the DH and HM 
Prison Service announced a wish to establish 
a Prison Health Research Network (PHRN) 
to support all clinical aspects of healthcare 
related to imprisonment. In addition, the Chief 

Dental Officer determined to review the prison 
dental health system and compliance with the 
published report. In 2003, he commissioned 
the Office for Public Management (OPM) to 
undertake the review. In 2005 DH published 
their document Reforming the prison dental 
service in England – a guide to good practice, 
which reviewed the progress that had been 
achieved by prison dental services.10

This highlighted and provided evidence 
where possible in areas that were mentioned 
in the 2003 DH9 document. It also showed the 
complex nature of prison dentistry provision. 
Of value to oral healthcare professionals is 
the section on best practice recommendations 
in each of the five categories: health needs 
assessment; oral health promotion and health 
improvement; increasing access to treatment; 
continuity and follow up care; and using con-
tracts and service specifications to improve 
service quality. As previously mentioned, 
service provision can vary dependent on the 
nature of the service level agreement. This, 
combined with the high normative prisoners’ 
need and part time facilities/staff, can dra-
matically increase the time it takes for oral 
healthcare providers to address these needs.

The ‘new’ NHS dental contract by DH in 
April 2006, replaced both GDS (fee-for-ser-
vice payment) and Personal Dental Services 
(PDS) (quasi salary). In the UK remunera-
tion (payments) from the commissioners to 
the majority of service providers changed 
to payment per completed treatment (in 
four different bands, with one being a rou-
tine examination and four being dentistry 
requiring laboratory work). Depending on 
SLA the providers needed to carry out set 
amounts of ‘units of dental activity’ (UDAs) 
within each banded treatment. If the UDAs 
completed were higher or lower than the 
commissioning value (which was an estima-
tion based on previous year’s work) adjust-
ments to contracted payments might occur.

The system did not consider variation in 
dentists’ experience, preference, cost and 
time for provision of care within a prison 
environment. The House of Commons health 
committee in their report in 2007/08,15 high-
lighted that this system failed to improve 
dental services in terms of access and quality 
of care for patients and many prison dental 
providers had difficulty in achieving their 
UDA targets. The report made recommenda-
tions to improve the 2006 dental contract.

Additionally, any prison remuneration 
system also needed to take the 13 privately 
run prisons into consideration.16 Other issues 
to be considered in these prison establish-
ments are safety for prisoners and staff, lack 
of inspection by relevant bodies and cost 
to run the establishments.17 In 2012, it was 
mentioned that commissioning for offenders 
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must include access to comprehensive health 
services equal to the same standard as the 
public.2,13 This responsibility rested with the 
NHS Commissioning Board (NHS CB) in part-
nership with NOMS. NHS England (formally 
known as NHS Commissioning Board) will 
continue to commission care in all prisons 
and ensure that the provided care is consist-
ent in terms of quality, safety, access and 
value for money.14

PRISON DENTAL SERVICES IN  
THE US FEDERAL BUREAU OF 
PRISONS (FBOP)
Unlike European nations that have one cor-
rectional system, the US, with more than 
50 states. There could be a wide variety of 
state jurisdictions. The level of care provided 
within the jurisdictions is not standardised 
across the US. 

Given the diversity of the systems, the 
authors have selected the FBOP, as the rep-
resentative jurisdiction as there are many 
shared similarities. The FBOP is the larg-
est correctional jurisdiction in the United 
States and comprises 119 prisons and more 
than 216,000 prisoners. Prisoners who are 
remanded to the custody of the FBOP have 
committed federal offences (for example, 
fraud, murder, manslaughter, etc). 

The provision of healthcare is the respon-
sibility of the Bureau’s medical director. The 
oral health component is delegated to the 
chief dentist, who is responsible for policy 
development, quality assurance, and pro-
gramme management. Further delegation 
is given to regional chief dentists who are 
assigned to the six  regions of the FBOP. 
The FBOP employs over 150 full time den-
tists to provide oral healthcare to offend-
ers. These providers are federal government 
employees who work as civil servants or as 
commissioned officers in the United States  
public service. 

In the FBOP, healthcare policy is developed 
by the American Correctional Association 
(ACA) and Joint Commission Standards. 
These agencies provide the guidelines that 
serve as a matrix by which policy is devel-
oped. The FBOP strives to incorporate evi-
dence-based practice into the development 
of policy to include guidance from other 
governmental agencies such as the Centres 
for Disease Control (CDC) and the Food and 
Drug Administration (FDA).

Dental care in the FBOP is triaged. Many 
prison establishments in the UK also have 
a triage system in place. Immediate needs 
(pain, swelling, infection) emergency/urgent 
care is given the highest priority. Access to 
this care in the FBOP is initiated by the pris-
oner. Prisoners may request routine care by 
submitting a request and being placed on 

an institutional waiting list. Accessory care 
(implants, fixed prosthetics, and orthodon-
tics) is approved on a case by case basis by 
the regional chief dentists and the chief den-
tist of the FBOP.

FINDINGS
One of the United Nations’ (1990)18 princi-
ples emphasises the rights of prisoners to 
have the same healthcare as everybody else 
in society. Based on that principle the prison 
health services should provide the same 
standard of health services available in the 
wider community. For implementation of 
this principle, there is a need to identify the 
general and oral health status of prisoners, 
by collecting data through epidemiological 
surveys. Identified normative needs can then 
be used to influence service development 
and be brought to the attention of the gov-
ernment, commissioners and other providers.

FACILITIES

Electronic patient  
management systems

Cornford et al.19 mentioned that only 9% of 
prisons said that prisoners’ clinical informa-
tion was entered directly onto a computer 
indicating that information technology (IT) 
use is poor. In 2012, it was mentioned that 
electronic information systems are now avail-
able in most prisons and healthcare should 
integrate with these systems.2 Electronic 
patient data systems can facilitate standard-
ised data collection, and give instant access 
and overview of prisoners’ general and oral 
health status. Such data is easily transferable 
between institutions if standardised software 
programmes are used. This will also have 
an implication on continuation of patients’ 
care as communication between care provid-
ers within and outside prison establishments 
can be established. It is important that any 
electronic dental data system is user friendly. 
Unfortunately, some colleagues working in 
UK prison establishments find the current IT 
systems challenging. 

In the US FBOP, an electronic medical 
record is widely used by all healthcare pro-
viders. It is anticipated that future develop-
ment will provide electronic data sets that 
would integrate medical and dental records 
with research systems. Both leaders agree 
that the implementation of electronic records 
would additionally improve clinical audit20 
and service evaluation. Therefore, the cost of 
well-maintained computer systems should be 
calculated into state of the art dental facilities.

Dental facilities in prisons
Oral healthcare providers should have mod-
ern, functional, safe and sanitary clinics to 

provide care. This serves two purposes. The 
first is to provide prisoners with improved 
access by having dedicated facilities for oral 
healthcare. The second purpose is to pro-
vide dental staff with reliable equipment and 
adequate supplies to provide high quality 
care. It is essential that a work environment 
is fit for purpose. The Department of Health9 

found that many UK prison establishments 
lacked basic facilities and equipment such as 
x-ray machines. 

US FBOP clinics are standardised and are 
required to have equipment replacement 
plans. In 2012, all of the FBOP dental clinics 
had converted from cellulose-based films to 
digital radiography. New builds have ergo-
nomic work space/plans to include ample 
space for sterilisation and storage. There 
is concurrence by both leaders that func-
tional and modern equipment provides a less 
stressful environment for the clinicians.

RESEARCH
Collecting and analysing valuable data ena-
bles programme managers or commission-
ers to understand the population needs for 
appropriate funding allocation, guideline and 
policy development. However, conducting 
research in a prison setting can be difficult. 
The majority of healthcare providers within 
prison settings are clinical staff and not 
trained researchers. To incorporate research 
into clinical activity would require either 
researchers employed or research trained 
healthcare providers. Prisoners are considered 
a vulnerable group in terms of research gov-
ernance, and therefore ethical approvals for 
research can take longer. This, together with 
confidentiality fears and restricted access 
to prisons to carry out research can make 
research difficult to achieve.

The need for research to be carried out 
in prison dentistry for evidence-based prac-
tise is obvious and specific prison focused 
evidence-based practise guidelines are lack-
ing. Good research can help to address this. 
The World Health Organisation’s report18 
states that its ‘purpose of the publication of 
WHO Health in Prisons, was to highlight the 
similar public health issues that most of its 
Member States have and to share the devel-
opments in dealing with these issues’. There 
will be a new edition of the WHO report due 
in spring 2014.

In order to maintain a high standard of 
care a quality assurance system of policies 
and practises is needed. Electronically col-
lected data can assist the assessment of current 
practices and needs of the prisoners. This view 
is consistent with the OPM’s report Reforming 
prison dental services in England - a guide to 
good practice.10 This has been highlighted by 
the DH and PHE in order for prisons to collect 
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evidence to support prison health outcome 
framework indicators (PHPQIs).20

DENTAL WORKFORCE

Recruitment and retention  
of the dental workforce

Several countries in Europe and the United 
States are experiencing difficulties in recruit-
ing professional prison staff.

Issues affecting recruitment and retention 
of staff range are:
• Many dentists are retirement eligible 

(FBOP)
• Private sectors offer higher income
• Lack of prestige
• Limited training and career opportunities
• Higher stress levels dealing with a 

challenging patient group (people 
who have mental health problems and 
learning difficulties)

• Skill atrophy, there are very few 
opportunities to provide advanced 
treatments to patients. The primary goal 
is the provision of ‘basic’ dentistry

• In some prison establishments, poor 
integration with other health services 
in order to provide care and prevention 
programmes.

In the United States the recruitment and 
retention of staff has been improved by 
inducements such as training and monetary 
encouragements in the form of bonuses or 
higher salaries. The FBOP provides annual 
refresher training (ART) to all employees, on 
wide variety of topics that relate to correc-
tional management and techniques. 

Moreover, the FBOP recognises that work-
ing in a correctional environment can be 
stressful to staff and provides counselling 
and support services. An employee assistance 
programme is offered to all employees. This 
is particularly important as Rose and Cleary22 
found that care staff, in contact with people 
with learning disabilities and a forensic his-
tory, were fearful of work-related violence 
due to patients’ challenging behaviour. Some 
prison establishments in the UK offer train-
ing in recognition of early signs of violence 
and mental illness, in self-defence and crisis 
management. This may help employees to 
feel prepared and more confident. The ulti-
mate responsibility for providing this should 
lie with the management.

Prison environments and prisoners chal-
lenge oral healthcare providers in many 
ways. Firstly, prisoners may demonstrate 
anti-social behaviours,7 which are not 
commonly seen in the wider community. 
This challenge requires training of prison 
dentists to deal with prisoners’ behaviour. 
Prisons can also support its new staff with 

‘an effective induction programme’,10 which 
includes all aspects of prison safety man-
agement, social and healthcare systems and 
emergency procedures.

The prison establishment might retain 
staff and increase quality service provision 
by involvement of staff in decision-making 
processes by encouraging interdisciplinary 
working. Staff retention, continuing educa-
tion and training for prison dental staff can 
be influenced by the provision of high qual-
ity training.

Training and career opportunities  
in prison dentistry
Both respondents felt that recognition of a 
speciality worldwide where prison dentistry 
plays an important role would improve 
the quality of care and perhaps enhance 
its attractiveness to clinicians. Dentists 
should have ‘appropriate qualifications and 
work within a clinical quality assurance 
framework’.23

In both the UK and the US, for many 
years there were no defined professional 
training pathways or a recognised speci-
ality of prison dentistry. Although prison 
dentistry is provided by many dedicated 
general dental practitioners who have in-
depth individual knowledge and insight into 
prisoners’ needs. There is no formal training 
pathway. A training pathway would allow 
formulation and development of generic and 
specific skills required for prison dentistry. 
Skills for prison dentistry were highlighted 
in the dentists with special interests (DwSIs) 
in prison dentistry document.23 In order for 
dentists to promote themselves as a DwSI in 
prison dentistry they should have knowledge 
of several areas specific for the provision of 
care for prisoners. Examples include legal 
and security issues around prisons, blood 
borne infections, mental illnesses, drug use 
and minor oral surgery. In England, support 
from commissioners to appoint or recognise 
DwSIs in prison dentistry has been limited.

In 2008, the UK General Dental Council 
(GDC) approved the speciality in special care 
dentistry (SCD), which can be considered as 
another training pathway. While most prison 
dentists are clinicians some would receive 
training in dental public health and partici-
pate in research and service commissioning.

According to the WHO report18 ‘train-
ing in confidentiality, patient rights and 
human rights, epidemiology, of how diseases 
spread and of how lifestyle and socioeco-
nomic backgrounds can influence ill health… 
potential threats to health and to detect early 
signs of mental health problems’ is impor-
tant.18 We would add training in patients 
with complex health needs and multidis-
ciplinary working. Formal training can be 

supported by informal mentoring to provide 
adequate support for dentists wishing to pur-
sue careers in prison dentistry.

In the UK, the National Association for 
Prison Dentistry (NAPDUK), which was 
established in 2007, organises a national 
study day annually.24 The organisation also 
offers support and information to members 
and government bodies when consulted. 
Recently, NAPDUK has been in discussions 
with PHE, NOMS and DH to improve dental 
health service provision by looking at the 
current situation. It conducted a nation-
wide survey in 2013  and surveyed oral 
health kits within prison establishments. 
Committee members in each of the four divi-
sions (London, South, North, Midlands) also 
organise regional study days. 

The reasons for recruitment difficulties 
are multi-factorial and not simply a training 
issue. It might relate to the complexity of the 
patient group, high level of normative needs, 
high turnover of prisoners (particularly in 
remand centres),25 limitations in provision 
of care, working in a prison environment, 
security issues, additional skills that are 
required from the dentist and dental team 
and in some cases long waiting lists.

SPECIALISATION WITHIN THE 
PRISON DENTAL SERVICES
Special care dentistry (SCD) in the UK has 
been described as ‘the improvement in oral 
health of individuals and groups in society, 
who have a physical, sensory, intellectual, 
mental, medical, emotional or social impair-
ment or disability or, more often, a combi-
nation of a number of these factors’.26 SCD 
caters for diverse client groups such as peo-
ple living at home, in long stay residential 
care and secure units as well as homeless 
people.27 So it seems logical that prisoner 
groups should be included and come under 
the remit of SCD. SCD also provides services 
for people with a range of health conditions 
that may result in their oral health being 
compromised directly through the condition 
itself, indirectly through medications/treat-
ment or simply because they find access to 
care difficult because of their impairment. 

In the US, the FBOP conducts national 
meetings for dentists and their staff on a 
biennial basis. Internet meetings using 
broadband technology (CENTRA) are com-
mon. Besides acquiring postgraduate train-
ing in prison dentistry opportunities are 
available to train as part of the prison man-
agement team. FBOP clinical providers can 
opt for career paths specialising in correc-
tional management or administration. 

The authors believe that expanding the 
role of health care providers to allow move-
ment to other career paths within prisons 
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may help foster better working relationships 
with healthcare providers and custodial staff. 
It may also improve the oral health carer’s 
negotiation and communication skills, 
which are essential for commissioning ser-
vices and lead to great inter-professional  
working relationships.

Another important relationship to estab-
lish is with prisoners. Their engagement in 
prison healthcare service planning, com-
munity care upon release and rehabilita-
tion would lead to a more targeted patient 
centred care delivery. Their input into care 
provision is valuable and a good relation-
ship with healthcare staff might decrease the 
high level of complaints about the provided 
care and in some cases distrust in prison 
healthcare providers within a prison setting.

CONCLUSION
Dental healthcare provision in prisons will 
face a number of challenges. Solutions to 
these challenges can only take place with 
a full understanding of the complexity of 
the prison setting and care provision for its 
population by task holders in the system. In 
the UK, the majority of prison dentists are 
competent and experienced general dental 
practitioners or community dental offic-
ers. Prison oral healthcare providers often 
require additional special care knowledge, 
skills and training to meet the challenges 
present by oral healthcare provision in pris-
ons. Skills in managing and commissioning 
dental services for vulnerable groups and 
also working in multidisciplinary teams  
are beneficial.

The competency framework23 is appropri-
ate for prison dentists who want to work 
towards DWSI status, but there is a need 
to make commissioners of dental services 
aware of the skills required for prison 
dentists. As the prison population profile 
changes, demands on the prison dental ser-
vice provision must adapt and follow.

The HMPS aim to offer an efficient, 
high quality service that meets prisoners’ 
needs. Prison establishments should regu-
larly monitor their services using appropri-
ate measures of quality in agreement with 
local, national and international healthcare 
standards. This can be achieved if standard-
ised assessment and care plans/protocol for 
some of the common prisoners’ oral health-
care needs are established. 

Prisoners’ records should be readily avail-
able, ideally in electronic form that can be 
transferred between institutions, organisa-
tions and for community care providers as 
required. The service should have feedback 
and involvement of prisoners.28

Providers of services, the management 
team, and prison staff who are involved 

in a multidisciplinary clinical governance 
framework should all work together to iden-
tify where areas of need and service require 
improvement. Providers of the healthcare 
services should communicate regularly with 
commissioners. If the needs are based on evi-
dence, both locally and nationally, then a 
commitment to research may allow inves-
tigation into innovative ways to improve 
services for both prisoners and staff.

Effective, targeted, professional develop-
ment and specialist training courses can 
potentially improve retention of many 
devoted prison dentists. There is also a need 
for increased partnerships with academic 
training institutions. Either to train prison 
healthcare staff in research or for the insti-
tutions to offer researchers who can sup-
port programmes in prison research. Prison 
establishments should encourage research 
and researchers to enter their establishments.

Interprofessional health and social teams 
are very useful and necessary, especially as 
prisoners have complex medical, dental and 
social histories. Professional societies and 
networks (such as NAPDUK) can offer sup-
port to members, information about recent 
research and encourage prison oral health-
care providers to work towards best practise 
and evidence based guidelines.

Prison health is also a public health issue 
and its policy should be part and parcel of 
the broader general health services and an 
integral part of the national health policy 
of both countries. Gatherer et al.29 empha-
sised that a step forward can be taken by 
establishing a group of countries who are 
interested in improving healthcare for pris-
oners, where they can share their experi-
ences and perhaps produce guidance based 
on best practices.

Opinions expressed in this article are those of 
the authors and do not necessarily represent the 
opinions of the Federal Bureau of Prisons or the 
Department of Justice or Department of Health.

Ellie Heidari would like to thank the members of the 
NAPDUK, especially executive committee members, 
for promoting the oral health of UK prisoners.
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