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Is there scope for providing 
oral cancer health advice in 
dental access centres? 
M. Williams1 and S. Scott2 

VERIFIABLE CPD PAPER 

• Highlights the importance of the 
combination of alcohol and tobacco 
usage as risk factors for oral cancer. 

• Encourages all dentists to ask appropriate 
questions about patients’ smoking and 
drinking habits as part of a minimum data 
set during their examination process. 

• Suggests dental access centres are 
potential locations for primary prevention 
of oral cancer. 

I N  B R I E F  
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Objective  There are more than 3,500 new cases of oral cancer each year in the UK. The purpose of this study was to 
establish the proportion of patients attending a dental access centre that are at risk of developing oral cancer because of 
lifestyle habits, and in turn determine whether access centres are a suitable location for the provision of advice on smoking 
cessation and alcohol consumption. Methods  Data were collected prospectively about the smoking and drinking habits 
of patients attending a dental access centre in Nottingham. Three hundred and fifty-nine patients attended the dental 
access centre during the survey period. Patients were categorised into one of four groups ranging from low risk to high 
risk, according to their smoking history and alcohol intake. Results  More than 50% of patients attending the dental access 
centre were smokers, with almost 40% of the patients in high or very high tobacco and alcohol use groups. The majority 
of attendees were under 45 years of age. Conclusions  Significant numbers of patients attending the dental access centre 
have lifestyle habits that make them vulnerable to oral cancer. Dental access centres could usefully provide opportunistic 
health messages to patients about risk factors in the development of oral cancer. 

INTRODUCTION
 
Oral squamous cell carcinoma (OSCC) 
is among the ten most common cancers 
worldwide.1 The incidence in the UK is 
approximately 3,885 cases per annum, 
with a mortality rate of just over 50% 
despite treatment.2 The detection of 
oral cancer at an early stage is the most 
effective means to improve survival 
and reduce morbidity, with fi ve year 
survival rates increasing to 80% when 
lesions are found and treated early.3 

Given these statistics it is important to 
develop primary and secondary preven
tion strategies to reduce the burden of  
oral cancer. 

OSCC is seen predominantly in males, 
although the male:female differential 
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is decreasing.1 Age, tobacco and alcohol 
dominate the oral cancer landscape, and 
the combination of tobacco and alcohol 
are particularly important aetiological 
factors in the development of OSCC.4,5 

As such, primary prevention initiatives 
(ie smoking cessation, reduction of alco
hol consumption) should be directed at 
those who are under 45 years old, who 
use tobacco and are moderate to heavy 
drinkers. Secondary prevention ini
tiatives (ie promotion of regular self 
or professional examination, prompt 
help-seeking for potentially malignant 
oral symptoms) should be directed at  
those who are over 45 years of age and 
who use tobacco and are moderate to 
heavy drinkers. 

Although it would appear that tobacco 
usage is widely recognised by patients as 
a risk factor for OSCC, the effect of alco
hol is not.6 The dental practice provides 
a potential opportunity to provide oral 
health promotion services. 

Dental access centres were set up as 
a Government initiative following con
cerns about the lack of readily available 
NHS dental treatment for some patient 
groups within the community. Prior 
to April 2006, access centres provided 

NHS dental treatment only for those 
patients who were not already regis
tered with an NHS dentist. Follow
ing contract changes in April 2006 the 
access centres have been available to all 
patients, but obviously attract a differ
ent type of client to a family-orientated 
dental practice. 

The purpose of this paper is to deter
mine if significant numbers of patients 
attending the dental access centre in 
Nottingham have lifestyle habits (smok
ing and alcohol consumption) that make 
them vulnerable to oral cancer, and con
sider whether such access centres may 
be a useful vehicle for the provision of 
opportunistic health messages to high  
risk patients. 

METHOD 
In the period 1-31 May 2006, the records 
of 359 patients seen consecutively at the 
‘Integrated Dental Unit’ (IDU), a den
tal access centre in Nottingham, were 
reviewed. Each patient was seen by one of 
five dentists employed in the centre, and 
as part of the consultation each patient 
completed a medical history question
naire. This routine data collection fol
lowed the IDU’s ethical guidelines. 
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The questionnaire requested informa
tion on smoking and drinking habits 
and asked for an estimate of cigarette 
and alcohol use (cigarettes per day and 
units of alcohol per week). Using this 
information the patients were placed 
in one of four groups, categorised by 
tobacco and alcohol use. This was not 
an attempt to classify the true relative 
risks, but to give an indication of the  
target groups that might benefi t from 
brief public health interventions given 
the limited resources available. The four 
groups were as follows: 
• Low tobacco and alcohol use group: 

non-smokers who either do not drink 
alcohol or drink less than 20 units 
per week 

• Moderate tobacco and alcohol use 
group: smokers who do not drink 
alcohol and who smoke up to 20 ciga
rettes per day 

• High tobacco and alcohol use group: 
smokers who consume up to 20 
cigarettes per day and drink up to 20 
units per week 

• Very high tobacco and alcohol use 
group: smokers using in excess of 20 
cigarettes per day and/or drinking in 
excess of 20 units of alcohol per week. 

RESULTS 
In the study period, a total of 359 patients 
attended for dental care, 24 of whom did 
not respond fully to the questions yet 
were still included in the analysis where 
data was available. The patient charac
teristics are displayed in Table 1 and the 
distribution of patients by their gender 
and tobacco and alcohol use is shown 
in Table 2. 

Fifty-two percent of patients attending 
the IDU were smokers and nearly 40% 
were in the high or very high tobacco  
and alcohol use groups. The low tobacco 
and alcohol use group included 20 
patients under the age of 10 years, who if 
excluded would reduce the low tobacco 
and alcohol use group to only 41% of 
the study sample. Also, 33 patients in 
this ostensibly non-smoking group had 
smoked in the past. 

The age profile of the study popula
tion was shifted to the left, with just 
7% of patients attending the IDU fall
ing into the peak incidence age range 
for oral cancer (over 60 years), whilst 
80% of patients were under the age 
of 45 (see Table 1). In the low tobacco 
and alcohol use group, males and 
females were equally represented, 
whereas males predominated in the 
higher tobacco and alcohol use groups 
(see Table 2). 

DISCUSSION 
Analyses of data provided by patients  
attending the Integrated Dental Unit 
(IDU) in Nottingham showed that over 
50% were smokers, compared to a 
national average of 24%.7 Almost 40% 
of patients smoked up to or more than  
20 cigarettes per day and drank up to or 
more than 20 units of alcohol per week. 
In addition, the majority of patients in 
these groups were male, in a disease 
process where being female is a survival 
characteristic.1 Information provided by 
patients was taken at face value; there 
were no secondary questions to check 
the veracity of the responses, and this 
may be a source of under-reporting.8,9 

Furthermore, the results are based on a 
single dental access centre and as such 
it is questionable as to whether the fi nd
ings are generalisable to dental access 
centres throughout the rest of the United 
Kingdom. Future research should there
fore include multi-centre studies to 
address this limitation. 

Paradoxically, although it appears 
that a significant proportion of patients 
attending the access centre have the risk 
factors for oral cancer, few oral can
cers will present clinically at the IDU 
as patients are predominantly under 45 
years old. Thus the value of oral screen
ing and provision of information about 

Table 1  Patient characteristics 

Variable N % 

Sex 
(n = 354) 

Female 158 45 

Male 196 55 

Age 
(n = 358) 

Mean = 34 yrs 
(SD = 15.2) -

Under 45 yrs 285 80 

45-60 yrs 49 14 

Over 60 yrs 24 7 

Alcohol use 
(n = 342) 

Non-drinker 144 42 

≤20 units / week 176 52 

>20 units / week 22 6 

Tobacco use 
(n = 346) 

Non-smoker 166 48 

≤20 cigarettes / day 165 48 

>20 cigarettes / day 15 4 

Table 2  Distribution of patients’ age, gender, tobacco and alcohol use 

Tobacco and alcohol use 

Low Moderate High Very high 

N (%) N (%) N (%) N (%) 

Under 45 yrs Male 56 (17.1) 15 (4.6) 47 (14.3) 18 (5.5) 

Female 61 (18.6) 22 (6.7) 35 (10.7) 6 (1.8) 

Total 117 (35.7) 37 (11.3) 82 (25.0) 24 (7.3) 

45-60 yrs Male 12 (3.7) 4 (1.2) 6 (1.8) 7 (2.1) 

Female 9 (2.7) 3 (0.9) 3 (0.9) 0 (0.0) 

Total 21 (6.4) 7 (2.1) 9 (2.7) 7 (2.1) 

Over 60 yrs Male 8 (2.4) 1 (0.3) 2 (0.6) 2 (0.6) 

Female  9  (2.7)  2  (0.6)  0  (0.0)  0  (0)  

Total 17 (5.2) 3 (0.9) 2 (0.6) 2 (0.6) 

TOTAL* 157 (47.1) 48 (14.4) 95 (28.5) 33 (9.9) 

*Total N may be higher than sum of sub categories due to missing data in the combined matrix. 
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increasing prevalence of oral cancer in  
younger patients continues). Of much 
greater importance is advice about risk 
factors, as it is likely that in due course, 
some of these young patients with 
adverse lifestyle habits will develop oral 
cancer in later life. 

A 1970s UK government report10 

emphasised the role of the dental pro
fession in the early recognition of oral 
cancer via opportunistic oral mucosal 
screening. This was based on the premise 
that dentists had an in-depth knowledge 
and ready access to the oral cavity. How
ever, the reality is that those most at risk 
of developing oral cancer are the least  
likely to visit a dentist regularly.11,12 Even 
so, a recent study investigating the cost
effectiveness of screening for oral cancer 
concluded that opportunistic screening 
of high-risk groups in the general den
tal practice may be cost effective, par
ticularly if targeted towards 40-60 year 
olds.13 Thus, dental access centres could 
incorporate opportunistic oral mucosal 
screening into their practice. 

Patient information leafl ets have been 
shown to be effective in increasing 
knowledge, awareness and perceived risk 
of oral cancer.14-16 Furthermore, although 
there has been minimal research on 
the effectiveness of brief public health 
interventions carried out in general den
tal practice, those carried out in other 
primary healthcare settings have dem
onstrated signifi cant effects.17 

This study indicates that signifi cant 
numbers of patients attending the IDU 
have lifestyle habits that make them 
vulnerable to oral cancer. Dental access 
centres appear well placed to play a role 
in the primary prevention of oral can
cer. An opportunity exists for access 
centres to provide opportunistic infor
mation about the risks of smoking and 

of developing oral cancer. However, it 
should be remembered that these patients 
are invariably in considerable pain when 
they attend, and may be disinterested in 
less immediate health issues. Effective
ness will also depend on overcoming  
reported barriers to preventive health 
services in dentistry, such as cost, time, 
lack of adequate incentives (eg Govern
ment targets or fi nancial initiatives) and 
lack of routine enquiry into the smok
ing and drinking habits of patients. It 
has been reported that GDPs rarely ask 
about alcohol use and many feel uncom
fortable doing so.18 However, a recent 
survey of dental patients indicated that 
they were supportive of dentists provid
ing them with advice regarding alcohol 
use19 and as such, dental practices should 
be encouraged to do so. 

SUMMARY 
The Government is committed to reduc
ing the overall numbers of smokers.20 

This study indicates that dental access 
centres are able to identify target groups 
as part of their routine triaging proc
esses. If effective information pro
grammes could be designed, it would 
be possible to use dental access centres 
as an effective way to selectively target 
risk group individuals. Commissioning 
bodies should consider investing in the 
provision of such healthcare messages in 
dental access centres. 
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