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Introduction

Oral health promotion should occur in 
the early years of a child’s life and tailored 
interventions should be delivered to groups at 
high risk of poor oral health.1 Dental disease 
is the commonest reason for children being 
admitted to hospital,2 and there is an eightfold 
difference between the levels of decay in five-
year-olds in the most and least deprived areas.3 
In addition, socially-deprived children who are 
at the highest risk of dental disease are the most 
common users of general anaesthetic (GA) 

services for tooth extraction.2 Loss of teeth 
early in life affects quality of life, life chances, 
and long-term oral health.4,5,6,7,8 Therefore, 
focusing on eradicating, or at least reducing 
childhood caries, offers a mean of reducing the 
gross inequalities in oral health which exist.

Effective health promotion and disease 
prevention in early life can produce measurable 
benefits in health, and these benefits extend 
to future educational achievement, economic 
productivity and responsible citizenship. An 
initiative which is designed to ensure the future 
wellbeing of vulnerable infants is the Family 
Nurse Partnership (FNP) which offers support 
to infants considered to be at high risk of many 
chronic diseases and social problems.9 FNP 
provides intensive support for vulnerable first-
time young mothers and their families, including 
those from highly disadvantaged areas and 
backgrounds (for example, looked after children 

who are young parents). Young parents are paired 
with a specially-trained family nurse (FN) who 
visits them regularly, from the early stages of 
pregnancy until their child is two years old.

Through a psycho-educational approach 
and a focus on positive behaviour change, FNP 
enables young parents to:
1. Build positive relationships with their baby 

and understand their baby’s needs
2. Make positive lifestyle choices that will give 

their child the best possible start in life
3. Build their self-efficacy
4. Build positive relationships with others, 

modelled by building a positive relationship 
with the family nurse.

This organisation’s model underpinned the 
study described below and, by attaching an oral 
health worker to a family’s FNP nurse, access to 
these ‘hard to reach’ families was achieved. The 
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With a real understanding of the 
context of a family’s life, oral health 
promotion in very early life can be 
highly effective.

Suggests building confidence in young 
parents and supporting their autonomy, 
rather than ‘telling them what to do’ 
is much more likely to be effective in 
producing positive health behaviours.

Suggests if such dental services are 
run by the appropriate personnel, 
they are utilised and appreciated.

Argues the availability of supportive, 
non-judgmental professional dental 
services is highly valued, even by the 
most vulnerable families.

Key points
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aim was to create new knowledge about how 
best to motivate a target population known to 
be at very high risk of oral disease and about 
whom very little is established with regard to 
how to successfully intervene to change the 
behaviours which are conducive to long-term 
oral health.

This two-phase qualitative study was 
informed by: i) Bandura’s self-efficacy theory;10 
ii) motivational interviewing;11 and iii) a 
‘strengths-based’ approach.12 It used an action-
research, client-driven methodology13 to 
delineate the facilitators and barriers to success 
and devise an appropriate intervention, which 
would promote the behaviours which are known 
to support good oral health.14 Ethical approval 
was given by the South-West Central Bristol 
Research Ethics Committee (REC Ref.  16/
SW/0165) and all participants were assured that 
there was no detriment to them if they did not 
join or complete the study.15

Methods

Phase one was an exploratory phase, which 
developed and refined a logic model (Fig. 1)
for promoting positive oral health behaviours 

in families with social difficulties. In phase two, 
the proposed intervention was delivered and 
an embedded process evaluation examined its 
ethical, social and empirical acceptability, and 
identified the competencies and capabilities 
needed to maximise the effectiveness of the 
intervention.

After these initial exploratory phases, if the 
results indicated that the intervention had had 
a positive effect on the children and families, 
a third phase of research, examining the 
effectiveness and efficacy of the intervention, 
would be implemented.

Phase one
An initial logic model was developed to 
inform the data collection in phase one, in 
which eligible clients were identified by their 
family nurse and ten parents were purposively 
sampled. The participants were aged between 
18–21, with babies aged between 21 days and 
23 months. Participants undertook the semi-
structured interviews in their own homes with 
a researcher (JE). The interviews were digitally 
audio-recorded and transcribed verbatim.

Data were analysed using thematic 
analysis, which allowed commonalities and 

divergences across interviews to be explored, 
silences identified, and themes which had not 
formed part of the initial thinking to emerge. 
Data collection and analysis were carried out 
contiguously to allow for insights from the 
ongoing analysis to identify themes to explore 
in future interviews. Codes were built into 
cross-cutting themes in order to summarise 
the data and these were used to develop an 
understanding of how the intervention would 
work and how it would best be delivered.

Intervention delivery
In phase two, an intervention was delivered 
to 15  FNP mothers by a researcher acting 
as, and exploring the role of, an oral health 
worker. Parents who had infants of an 
appropriate age were visited up to three times 
(additional support was available if desired 
and required). The first visit was intended 
to take place before the eruption of the first 
tooth, so contact was made when the infants 
were four months old. The oral health worker/
researcher was introduced by the family 
nurse and prioritised building a supportive 
relationship with the family. A motivational 
interviewing, non-directive, style was adopted 

Inputs and Resources

Practitioner Participant

Peers

Prev. experiences

Living conditions

Support networks

Confidence

SKILLS:
•  Able to tailor information to individual needs and interests.
•  Able to build a relationship with participants before doing anything else.

KNOWLEDGE:
•  Learn the evidence base for the target behaviours from ‘Delivering Better Oral Health’.
•  Enough dental knowledge to be able to support participants to make connections
    between the target behaviours and desired outcomes.

TRAINING:
•  Build the practitioner’s own 3Cs.
•  Learn how to tie oral hygiene into a good baby care, love and care routine.

SUPERVISION:
•  You are doing a great job, let’s see if we can improve it approach.
•  Support and develop ongoing skills in 3Cs.

Behaviour change techniques

Setting SMART goals Action planning Sign posting

3Cs. Competence, Control, Connectedness.

Building competence in one behaviour builds competence for all.

Target
Behaviours

1. Tooth brushing
with appropriatey
fluoride toothpaste.

2. Not using
sugared drinks
in bottle.

3. Not putting to
bed with a bottle.

4. Early progression
from bottle to cup.

5. Positive attitudes
to oral health and
dental visiting.

Outcomes

Short term:

Participants carry
out target behaviours
with infants.

Medium term:

Reduction in
dental disease
and tooth
extraction under
general anaesthetic

Long term:

Improved oral
health and
associated
health benefits

Fig. 1  Infant dental logic model
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to build participants’ sense of competence, 
control and connectedness. Visits occurred 
when the participant families requested one, 
at a time and place which they chose, although 
the research oral health worker (AG) kept in 
regular contact with the family throughout.

Phase two: data collection and analysis
An embedded formative process evaluation 
of the intervention delivery consisted of 
reflective field notes made after each visit with 
participants and semi-structured interviews 
with ten of the intervention participants (JE). 
These explored their experience of a visit, what 
was thought useful, and if anything different 
was needed. Interviews were digitally audio-
recorded and transcribed verbatim. Framework 
analysis explored how the components of the 
intervention worked. The final framework and 
summaries were reviewed and their meaning 
discussed by the study team.15

Results

Phase one
The analysis produced seven key themes which 
influenced parents’ ability and willingness 
to accept and interact with an oral health 
intervention aimed at their infants. There 
were some overlaps between themes which 
reflected how these issues interacted within 
the participants’ lives.

Personal experiences
The young parents spoke about their own 
experiences of oral health when talking about 
whether good oral health was important for 
their infants and their ability to achieve that. 
These experiences included peoples’ reaction 
to those with poor oral health, previous visits 
to dentists, and their own parents’ approaches 
to oral health.

It was important to participants that their 
teeth were healthy, looked good and did not 
cause any pain. Participants believed that 
people ridicule and make negative judgements 
about those with ‘bad’ teeth. Participants spoke 
about their own and friends’ experiences of 
the way bad teeth affected self-confidence, 
happiness and social life. They were motivated 
to protect their infants from this:

‘To me they’re really important because I used 
to have really wonky teeth that used to really 
knock down my self-confidence cos [sic] I never 
used to smile because I used to feel that some 
people would pick on you and some people 
did. And it’s just… I  think a smile can make 

you more confident so I think teeth are actually 
really important in how someone feels about 
themselves and their confidence and everything’ 
(P1:2);

‘Yeah yeah my mum, my partner’s friend’s 
girlfriend she ended up losing all her teeth quite 
young and she, this year she’s had them all 
replaced and had false teeth put in. She’s very 
happy with it now and she’s very confident with 
herself now because before she had all the gaps 
and stuff and it was all in the front as well so, 
so it’s not like it was hidden. And she was quite 
self-conscious about it and obviously it would 
get her down a lot but she’s had it all sorted now 
and she’s, she’s out quite a lot more and she’s a 
lot happier now’ (P1:1).

Participants’ descriptions of their own 
teeth ranged from ‘good’ to ‘awful’ and their 
experiences with dentists were mixed. For 
some the experience had been fine and even 
‘fun’. For others it had been very negative 
and had had a lasting effect on their attitudes 
towards dental care. It was acknowledged 
that early negative experiences could set up a 
negative cycle:

‘Yeah I think it’s a giant circle isn’t it… once 
you um, start not to like it [the dentist], once 
you’ve had one thing done you start to not to like 
it and then because you don’t like it you start to 
miss it and then you get having to have more 
done and it’s just like a big terrible circle’ (P1:5);

‘So when I was going to the dentist it was 
always bad, it was always fillings or numb [sic] 
and you know, just set up for a bad vibe’ (P1:4).

Participants acknowledged the important 
role which their own parents played in 
establishing good dental care when they were 
children. They recognised the long-term 
effects of their parents’ behaviours on their 
own attitudes towards tooth care and dental 
professionals. Participants spoke about the 
importance of seeing their own parents 
being role models for toothbrushing, and 
participants who had had problems with their 
teeth blamed their parents for not insisting on 
them brushing their teeth and for not being 
persistent in their efforts to get their children 
to care for their teeth.

‘No umm, yeah obviously they brought 
toothbrushes and whatnot, we always had it 
there but it was never, like with [the baby] at 
the moment it needs to be a game for him to 
enjoy it and it was never introduced at a young 
age for us to enjoy it when we got older and it 
never become a routine whereas I really want 
it to be a routine for [the baby] so he gets used 
to it’ (P1:4).

Oral health knowledge
The level of knowledge about how to maintain 
oral health in their baby varied widely and was 
not high in the participants’ priorities. There 
was some awareness about the importance 
of avoiding sugared drinks in bottles and 
not putting their baby to bed with a bottle. 
Similarly, there was a general awareness of the 
need for their baby to progress from bottle to 
cup, but there was a lack of clarity over when, 
why and which type of cup to use. Mothers 
knew that they should brush their baby’s 
teeth but they were very unclear at what age 
to start, knew very little about the benefits 
of fluoride toothpaste and were worried that 
the toothpaste would be ‘too strong’ for their 
baby’s sensitive mouth. There were interesting 
attitudes and opinions about which foods were 
good or bad for their baby’s teeth:

‘Yeah no [sic] I’d rather her have little 
sweets like that than something like chocolate 
because I  think chocolate… chocolate makes 
her constipated for some reason and I  think 
chocolate there’s more like sugar and crap in that 
than like something that’s got a like little coated 
bit of sugar on like fruit pastilles or something 
like that’ (partner of P1:9).

Visiting dental services
All the participants expressed the desire for 
their children to have a positive experience 
when seeing a dentist and the choice of 
dentist was important to them. Most of the 
participants emphasised the importance of 
having a kind, child-friendly dentist and of 
their baby going to see the dentist while they 
were still very young. They suggested ways in 
which the dentist could make the experience 
positive for their child; for example, allowing 
the baby to accompany the mother to a dentist 
visit so that it could share the experience of a 
check-up:

‘No umm, I need to go for a check-up soon 
so I’m going to take him with me and just like 
even if he just sits in the chair or something just 
to like ease him into it even if they don’t like 
look at it just to get him familiar with where 
it is and what it is… so yeah but I’m awful 
with the dentist I need to man up and do it 
anyway’ (P1:6).

Timing
There was a range of views on when an oral 
health promotion intervention should begin. 
Some felt weaning was the most appropriate 
time and some thought 2–3 months of age 
was the time when support would be most 
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acceptable and most appreciated. But the 
strongest feelings were in the participants 
who felt the best time for the intervention to 
start was around the time when their baby 
started teething. Teething was considered to 
be an exciting developmental milestone when 
parents started to think about dental health:

‘Yeah, umm, it was a bit of a, it was a 
milestone wasn’t it, I took a couple of pictures 
of his teeth but he, umm, he’s always dealt well 
with his teething so I was just happy that he had 
them’ (P1:5).

Teething was also described as being the 
cause of some anxiety and of people drawing 
comparisons with other children. It was also 
thought to be a time when they would have 
questions which they would like to be answered 
(was the tooth coming through normally? 
Are the teeth developing correctly? What is 
the normal growing pattern? Why is my baby 
taking longer than other babies?).

What was wanted?
Participants actively wanted support and advice 
with brushing and how to establish it as routine 
early on with their children. They were also 
interested in receiving advice on their child’s 
dental development and most participants also 
said they would welcome support in finding a 
‘good’ child-friendly NHS dentist with whom 
they felt confident and comfortable.

Changing established behaviours was 
perceived as more difficult than starting new 
ones and some changes were considered to 
be particularly challenging for parents. For 
example, stopping putting the baby to bed 
with a bottle was considered to be extremely 
difficult. This was an established behaviour 
which mothers believed was necessary for the 
baby to sleep and they believed that stopping 
this would mean that the baby would not settle, 
leading to lost sleep for the parent(s) and other 
members of the household:

‘Yeah she always has her bottle when she 
goes to bed cos [sic] she can’t get off without it. 
[The FNP nurse] has said about not giving her 
a bottle in bed but if she don’t [sic], if she don’t 
have it then she makes a right fuss. [The FNP 
nurse] said just water down her milk bit by bit 
but I...’ (P1:3).

Family norms
The difficulty of changing established 
behaviours also related to whether these new 
behaviours challenged the norms of family 
and peers. Toothbrushing was a behaviour 
that was accepted as a social norm. Having 

a clean healthy mouth was universally seen 
as a desirable thing and establishing good 
dental hygiene was unequivocally accepted 
as the ‘right thing to do’. In contrast, attitudes 
towards sugar were much more ambiguous 
and variable. There was an awareness among 
participants that too much sugar is bad for 
teeth and that sweet drinks and sugary foods 
should be avoided. A number of participants 
also explicitly attributed their own poor dental 
health to their consumption of sweets and 
sugary foods. However, some parents felt it 
was that it was acceptable and even necessary 
to give babies sweet things. Some parents gave 
their babies juice, due to their belief that sugar 
was a necessity in the baby’s diet:

‘He’s still having sugar, he’s still having juice, 
you can’t avoid sugar completely cos else [sic] 
they won’t eat would they?’ (P1:6).

Attitudes towards sugar were complex and 
sugary foods were linked with celebration, 
treats and nurturing. Indeed, one participant 
spoke explicitly of how her mother tried to 
‘buy’ her baby’s love with sugar:

‘Maybe they think he’ll love them more if they 
give him sugary sweets. But no, it’s not the case 
it just makes him poorly’ (P1:1).

The importance of a trusted relationship
Universally, the participants spoke positively 
about their relationships with their family 
nurse. They found the relationship with her 
profoundly helpful and held it in very high 
regard. Typifying this are the following quotes:

‘It was mainly [FNP nurses] I turned to and 
then things were… Like my experiences I just 
I didn’t want them to be similar to what [the 
baby] gets, do you know what I mean… She 
stands by me and she will guide me through until 
I  feel confident to be able take that next step 
umm cos [sic] I’m always thinking that I don’t 
do good enough for [the baby]. When you’re a 
young parent and you’re sort of on your own and 
been through a harsh time like I have, having 
someone that helps you to make sure that the 
child walks, not the same path but further than 
what you could ever walk is like nice to know… 
It’s been a lifesaver really’ (P1:4);

‘An’ no she’s so good with [the baby] and she 
she’s just really umm what’s the word, I’m not 
very good with words today [J laughs] she like 
she she [sic] just eggs you on like she always 
makes you feel like you’re doing a good job. Even 
when you feel like you’re not, even when you in 
the deepest darkest moment of motherhood she 
feels like you’re doing an amazing job so yeah 
she is amazing and I love her’ (P1:6).

Participants particularly valued the 
one-to-one personalised support that they 
received. They spoke particularly about the 
non-judgemental nature of the relationship 
and the fact that the family nurses were 
usually mothers themselves. The FNs helped 
participants with all aspects of their lives 
including accommodation, finance, work and 
relationships. The trust that the participants 
felt for the FNs was very apparent and clearly 
a powerful factor in their making informed 
choices.

The parents (who were all female) who 
participated in the phase one interviews were 
keen to care for their babies’ teeth in the best 
ways they could. They were very positive 
about the proposed oral health intervention, 
particularly about the possibility of having 
a dedicated one-to-one worker who would 
support them to care for their babies’ teeth 
and, although their trust was primarily 
in their family nurse, they felt someone 
specifically dedicated to supporting oral 
health would be a good thing and they were 
happy for the support worker to visit them 
in their homes.

Participants spoke explicitly about the depth 
of the relationship with the FNP nurse being 
at the centre of their trust in the advice given. 
They suggested that the building of a trusted, 
open relationship between an oral health 
worker and the participants should be a key 
aim of the intervention.

Phase two
The framework analysis of phase two data 
produced two crosscutting themes:
1. Barriers and facilitators relating to the five 

target behaviours
2. Issues concerning the delivery of the 

intervention.

These deductively-derived themes were 
informed by inductively emergent codes 
and columns which included the support 
and influence of participants’ own parents, 
their confidence in their ability to parent, the 
stability of living arrangements, the degree 
of power which they were able to enact in 
controlling their living environments, and 
their desire to put their infants’ needs first. 
The intervention was welcomed by most of the 
participants and many commented about and 
were pleased and proud of the changes in their 
behaviours which it had stimulated:

‘It’s gone from having breakfast to now sitting 
down having breakfast, brush her teeth, carry on 
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her day, bedtime milk, brush teeth and then bed 
so obviously the routine changed’ (P2:5).

Even participants whose baby’s teeth had 
not erupted within the project reported a 
perception that they would be able to establish 
a routine when the teeth did erupt.

The provision of toothbrushes, toothpaste 
and timers was greatly appreciated by 
participants. These items were also helpful 
because they gave the opportunity for 
discussions and demonstration. Interestingly 
and importantly, participants found that the 
information about looking after their babies’ 
teeth influenced how they took care of their 
own mouths:

‘Before when I was brushing my teeth every 
morning and every night I  would just give 
them a quick flash over, I didn’t really scrub 
them. Then [the oral health worker] gave me 
a timer. Now… I use it myself every morning 
and every evening, actually stand at the sink for 
two minutes… yeah I was literally, I must have 
been spending about 30 seconds brushing my 
teeth’ (P2:10).

Toothbrushing with an appropriate fluoride 
toothpaste seemed to be the easiest of the target 
behaviours to achieve.

Participants perceived that diet control 
required parental strength, as it required the 
rejection of marketing and societal pressures 
to give babies and children sweet treats and 
drinks. For some, this induced a feeling of guilt 
when they denied their babies sweet treats. 
Furthermore, some felt that sweet treats were a 
way of showing kindness and love and making 
sure their babies did not ‘miss out’. Certain 
sweets were seen as more suitable for babies 
and as potentially causing less harm. White 
chocolate was believed to be less unhealthy 
than milk or dark chocolate. Not putting 
infants to bed with a bottle was particularly 
challenging, particularly for those who did not 
have much control over the noise levels in their 
living environments. Participants generally did 
not know that free-flow cups were desirable 
when progressing from a bottle, and were 
grateful for advice about which types complied 
with health advice.

The opportunity to be referred to a child-
friendly dentist was a highly valued element 
of the intervention, particularly to those 
participants who had specific needs. Feedback 
from attendees was very positive:

‘I was expecting her to go away and say “oh 
they said no”. But to be referred to the dentists 
and that was really good and she was just 
genuinely really friendly’ (P2:13).

A number of participants moved home 
during the course of the study, some 
from living with their parents to living 
independently and vice versa. A move in 
location usually led to disruption of any of the 
above behaviours which had previously been 
established and often resulted in new barriers 
to implementing them.

These post-intervention interviews provided 
important insights into the challenges 
participants faced. Autonomy and their 
degree of control over the stability of their 
environment were issues that were particularly 
problematic. These were significant barriers 
to achieving behaviour changes, particularly 
those relating to foods and feeding. The 
parents were motivated to do their best for 
their infants, including their oral health, even 
though they did not always prioritise this. Lack 
of knowledge and conflicting information 
(particularly that coming from other family 
members) was problematic. The FNP nurse, 
and potentially an oral health worker, 
were recognised as trustworthy sources of 
knowledge.

A motivational interviewing style, 
person-centred approach, and establishing a 
supportive relationship before starting to give 
advice is clearly essential to any intervention 
with vulnerable participants. Giving advice, as 
and when the participant requested it, rather 
than giving advice that the oral health worker 
thought they needed to hear, enhanced the 
effectiveness of the intervention. Working in 
this way required thorough initial training and 
ongoing reflective support and development.

The initial introduction of the project 
by the family nurses, who the participants 
trusted, was vital. The best form of initial 
contact was found to be when the oral 
health worker visited with the family 
nurse. Participants also valued flexibility in 
ongoing contact. Some participants felt that 
they had all the information they needed 
at the first visit. Others, particularly those 
facing more challenging social situations, 
required several visits and ongoing telephone 
support. Proactive and ongoing contact was 
particularly valued. Participants said that 
being visited in their own homes was very 
important and made them much more likely 
to take part. Flexibility in the content of 
what was delivered, based on the parents’ 
information needs was also highly valued, 
as was being able to concentrate on oral 
health rather than the wider issues that they 
discussed with their family nurses.

Conclusions

Given the ‘Dental Check by One’ initiative, the 
results of this study are important. It is possible 
to motivate the most vulnerable families to 
establish behaviours which are conducive 
to the family’s oral health.16 However, it is 
important to recognise that intervention is 
feasible, acceptable and appropriate only if the 
following are taken into careful consideration:
1. The approach taken is one of equality and 

acceptance of the families’ norms by the 
oral health worker

2. Development of trust between those people 
supporting vulnerable families and the 
families themselves is an essential component 
of efforts to promote positive behaviour 
change. The deep trust in which the 
participants in this study had in their family 
nurse was axiomatic to the acceptability and 
feasibility of this intervention

3. Giving participants control and 
autonomy influenced the acceptability 
of, and receptivity to, the intervention. In 
particular, families controlling the timing of 
the visits, rather than the intervention being 
imposed on them, promoted the feasibility 
of the intervention

4. The nature of the relationship between 
oral health worker and client is more 
important to the success of an intervention 
that the oral health worker’s knowledge 
levels. Therefore, the selection of staff is as 
important to its success as the content

5. Although it is day-to-day behaviours in the 
home which dictate oral health, rather than 
dental visiting, the provision of access to 
dental personnel who are experienced and 
well trained in working with vulnerable 
families is considered hugely beneficial and 
was greatly appreciated

6. Dietary practices were much more dictated 
by family and peer norms than brushing. 
Because brushing is a social norm it is much 
easier to establish than diet control

7. Times of heightened stress and disruption 
in the families, such as a change in living 
quarters, were times when support was 
particularly needed in order to maintain 
positive behaviours.

The limitations of this research are the 
relatively short time period over which data 
was collected, and the consequent fact that it 
was not possible to measure the intervention’s 
effect on long-term health and wellbeing 
outcomes. However, having established that it 
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is feasible to deliver an acceptable intervention 
and to collect research data from participants, 
future stages of this work will include delivery 
of the intervention at more than one site and 
evaluation of its efficacy in a trial of sufficient 
size and over a time period which would 
allow evaluation of the interventions effect on 
extraction rates and quality of life.

Very few previous studies have identified 
appropriate methodologies for improving oral 
health behaviours within vulnerable families 
from the start of a baby’s life; the majority of 
interventions having focused on prevention 
of decay when the child has reached school 
years.16 As both habitual behaviours and the 
primary dentition are established long before 
this time, despite its limitations, the findings 
of this study are of significance.
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