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Local commissioning of services;

Access to appropriate dental care for everyone who needs it;

A clear definition of treatments available under the health service;
A greater emphasis on disease prevention;

Guaranteed out-of-hours services;

A revised remuneration system, which rewards dentists fairly for

operating the new arrangements.

COST-EFFECTIVE
EVIDENCE-BASED
EQUITABLE ACCESS TO CARE

0  Opportunity to access services defined in the new

contract is available to all

o  Contractor commitment to offer services
SIMPLIFIED SYSTEM OF ADMINISTRATION AND
MONITORING

o Fewer categories/descriptors of treatment

o  Simpler administration and data returns
EASIER FOR PATIENTS TO UNDERSTAND
EQUALITY IMPACT
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This paper considers in further detail how to incorporate quality indicators, for
reporting and remuneration purposes, within a patient assessment, treatment
planning and preventive care framework.

It also further develops a framework for the provision of these dental cares within
the care payment component of the new Primary Dental Care Contract (PDCC).

‘Care Payments’ are proposed as ‘Patient Care Payments’ (PCP’s) for the
registration of patients by means of examination and appraisal with provision of
associated procedures and preventive care; and ‘Quality Care Payments’
(QCP’s), payable to the practice/practitioner by means of defined quality indicator
domains. These care payments would be remunerated on a monthly basis
depending on the level of patient registrations and how the quality indicator
domains are fulfilled. It is proposed that the ‘Care Payments’ will comprise the
greater portion of the ‘Blended System of Remuneration’ alongside ‘ltem of
Service’ (IoS) payments from the ‘Essential Services’ and the ‘Occasional

Services'.

This system should facilitate the cultural leap away from the current, mainly ‘ltem
of Service’ contract, would reduce the “treadmill effect” and in turn could facilitate
a longer-term transition to an enhanced capitation payment system. This
blended system would also recognise quality of output, quality of the practice
environment, and the personal development of practitioners. This will improve
patient experience and reward practitioners. It also enables the provision of

targeted preventive care and fosters longer term patient care planning.

Originally released Document updated and amended
to BDA-DPC for general release
12/06/08 22/01/09



S. Reid pHsspsni CARE PAYMENT Page 4 of 29
& QUALITY INDICATORS DOMAINS

WEB LINKED DOCUMENT

Data returns from practitioners will also enable the commissioners to monitor: the
oral health of the population; whether the new contract and the preventive

element in particular, is having a beneficial effect; service provision and access.

An indirect aim is to improve the quality of record keeping. A reason given for the
sometimes-poor standard of record keeping is that the fee for examination under
GDS is too low to encourage good practice. It would be hoped that grouping the
examination, radiographs, standard preventive care and simple periodontal
treatment within an overall Patient Care Payment fee would therefore encourage
improved standards of record keeping. This should also encourage practitioners
to use a risk-based and evidenced-based approach when prescribing associated

procedures, rather than the current ‘item of service’, “treadmill effect” approach.

Practitioners have complained that the current contract just rewards quantity of
output and that the quality of service provision, in terms of outcome, is not
recognised. It would be hoped that these proposed changes will address this

issue and would be welcomed by GDPs.

The paper on Essential Services Modelling [ALSO AVAILABLE ON DHSSPSNI
WEBSITE] outlines the proposed system with a clearly defined core range of
clinically and cost effective treatments available under the ‘Statement of
Essential Services’ (SES) and a limited range of additional treatments, the
‘Statement of Exceptional Treatments’ (SET) only available under exceptional
circumstances.

These treatments would be claimed in a similar way to the current ‘Item of
Service’ claims. A rationalisation of the range of treatments available should

make this process easier for all to understand, operate and monitor.
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The proposed framework detailed in this paper will integrate with the provision of
the Essential Services. The system of remuneration for these contract
components will complement each other.

It may be desirable however to change this proposed blended payment system to
a mainly or wholly capitation payment system in time (through evolutionary rather
than revolutionary change). A decision on when, or whether, to change the blend
will only be considered after an evaluation and consultation with the profession.
The domains for the quality indicator payments are ‘Patient Care Payment’ and
‘Quality Care Payment’ with the latter being assessed at practitioner and practice

environment level.
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Care pathways are used extensively throughout the NHS where they act as
templates for care, “guiding each patient towards a desired objective while
ensuring that any specific intervention is delivered at the right time, in the
right way by the right team member responsible for care” ).

A care pathway should not be seen as an attempt to diminish the
importance of clinical judgement but, rather to provide a structured algorithm
to facilitate a more uniform, quality process of care X',

Within the new PDCC this care pathway allows access to and integration
with the other components of the contract. As such it would be expected
that most patients would avail of primary dental care through this pathway.
Subsequent recalls, patient reviews and risk-based re-appraisals of oral
health, form the basis of a continuing patient care cycle and long term
dental care planning.

Such a pathway would have to balance theoretical aspirations with the

reality of a busy general practice.

Originally released Document updated and amended
to BDA-DPC for general release
12/06/08 22/01/09



S. Reid pHsspsni CARE PAYMENT Page 7 of 29
& QUALITY INDICATORS DOMAINS

WEB LINKED DOCUMENT

A minimum set of expectations would be included within the regulations in
regard to the patient examination. Dentists should be aware of the
standards expected by the GDC, their clinical responsibilities, the FGDP
guidelines on record keeping and their medico-legal responsibilities as
required by their professional indemnifiers. The new PDCC regulations
should highlight these expectations and dentists would self-declare that
when a patient has been accepted for care that appropriate records have
been kept. Data reporting which is “correct and complete” (current HS45) at
this higher level would be expected from professionals and electronic
submissions would be made on this basis. This high-trust reporting process
would negate the need for more complicated, time-consuming data returns.
Patient records, including details of the examination, may however be
accessed for checking to enable verification for general or targeted
purposes.

A defined minimum data set will need to be developed and agreed with the
BDA but would be likely to include:

Extra-Oral Examination
Intra-Oral Examination
Dental Charting
Periodontal Charting

Radiographs (if indicated)

[PLEASE REFER TO THE PRIMARY DENTAL CARE CONTRACT D ATA
SET PAPER ALSO AVAILABLE ON THE DHSSPSNI WEBSITE]

Originally released Document updated and amended
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The NICE guidelines developed “a formal risk-based procedure for
determining recall intervals for individual patients at a specific point in
time”.

Whilst following evidence-based scientific principles it acknowledges the
clinical judgement and expertise within the dental team and also respects
patients’ expectations and choice.

A risk based approach to the frequency of recall is economically better
value and allows the provision of 1° and 2° preventive care at the most
appropriate time.

Caries risk status may change over time so the risk assessment should be
a rolling process. It can be affected by medical, dental, social, dietary and
oral hygiene factors. These are considered within the ‘Checklist of
Modifying Factors’ ). (SEE COPY IN APPENDIX page 25)

The shortest interval between health care reviews is 3 months.

The intervals for those under 18 years old should be 3, 6, 9 or a maximum
of 12 months.

The intervals for those over 18 years old should be 3, 6, 9, 12, 15, 18, 21

or a maximum of 24 months.

Such a risk-based patient appraisal of Oral Health can be used in other

ways in addition to informing the recall interval. It could also be used within

the care process to:

o] Review changes in the Oral Health of the Individual
0  Assess risk to determine preventive services (relevant advice and
interventions).
o Allow the dentists to consider appropriate care and treatment planning,
both within the initial care pathway and also within the ‘Essential
Originally released Document updated and amended
to BDA-DPC for general release
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Services’, where the over-riding principle is to provide, “the most
clinically effective and cost effective care in relation to the patients oral
health needs”.

o  Survey/Monitor changes in the Oral Health of the Population or sub-
groups thereof.

o0 Encourage patients to take responsibility for their oral health and

become actively involved in their long-term care planning.

The appraisal process should be an easily scored and easy to understand
point of reference, determined from the clinical examination and some form
of simple template, algorithm or list of considerations. Such a list has been
developed from that offered in the NICE guidelines, the “Checklist of
Modifying Factors” . (SEE COPY IN APPENDIX page 25 for background
reference purposes ).

Our proposed model that has been developed is the ‘Risk Appraisal
Template’ and is a much more simplified appraisal tool (SEE COPY IN
APPENDIX page 26).

The proposed banded approach (Low, Medium & High risk to Oral Health),
should enable easy appraisal, reporting and planning of patient care. It
should also be easily understood by patients.

Originally released Document updated and amended
to BDA-DPC for general release
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Research suggests that a structured template for care is the best format for the
decision-making / treatment planning process and would also lead to a more
uniform examination process and an improved quality of record keeping . The
DHRSU Oral Health Assessment Pathway ¥ with its ‘Oral Health Assessment’
(OHA) and ‘Oral Health Review’ processes was admirable in concept, but is
viewed by some practitioners as unwieldy in general practice due to the length
and complexity of the format. [It is an 18 page document and the average time
taken to fill in a paper OHA was 14 minutes for the patient and 32 minutes for the

dental team]

A realistic and workable format must be developed that will be acceptable to
practitioners, but will still enable effective, quality patient care to be delivered via
the new contract structure.

Such a care template to assess new patients within the new contract would have

the following proposed components:

A clinical examination as per current best practice

Integrating associated diagnostic procedures as indicated (e.g.
radiographs)

Improved quality record keeping within a robust but not
procedurally burdensome format

Risk-based patient appraisal and determination of ‘Oral Health
Rating’

Determine the appropriate risk-based recall period for subsequent
re-examination, review and re-evaluation of ‘Oral Health Rating’
A shorter term treatment plan for current needs with the option to
review the risk-based recall interval at the end of that treatment

phase

Originally released Document updated and amended
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A longer term care plan for the patient promoting preventive
elements
Progression to provision of other services available within the main
contract, the parallel-running care streams and also onward referral
when appropriate
The challenge will be to balance the type, scale and complexity of
the data reporting process, in electronic format, whilst keeping it
simple for the dental team and administrators to operate. The
appropriate data set reporting should be robust enough to allow;

Remuneration of Care Payments and 10S payments

Patient historical data storage

Individual practice profile reporting

Assurance of care

Monitoring of output and outcome

Assessment of access to care and practitioner commitment

Population, audit/survey/trend-analyses capabilities for the

commissioners
The data set should be developed bearing in mind the lessons
learned from the English/Welsh experience where the data set was
greatly reduced compared to the old contract and subsequently
required further enhancement
Simple for the patient to understand and take ownership,
encouraging patients to ‘buy in’ to improving and maintaining their
Oral Health

Our challenge will be to develop a system that is not procedurally burdensome. It
should be simple enough for the easy submission of data returns from individual
practices. This should similarly facilitate the data extraction, analysis and
remuneration mechanisms to be carried out by the commissioners. Reporting

should be simple, yet robust, using ‘higher level’ indicators of process. This will

Originally released Document updated and amended
to BDA-DPC for general release
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facilitate the data return and reporting process; and notwithstanding the
practitioners’ responsibility to maintain accurate, clear and contemporaneous
records; will allow them to use their professional judgement and have the clinical
freedom to do so without having to complete unnecessarily lengthy templates.
Assurance and probity checks would still be possible at a practice and
practitioner level by the inspection of clinical records by routine and targeted

means.

One advantage we have is that there already exists a ready made guidelines
model prepared by an expert panel that would be very easy to operationalise.
(NICE guidelines) 1.

A diagram showing the PDCC Care Pathway is shown below.

Originally released Document updated and amended
to BDA-DPC for general release
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Essential
Services

Incorporating
Exceptional Treatments

~ See Template page 26

~ Follow BASCD Toolkit — See summary page 28

Originally released
to BDA-DPC

12/06/08

Document updated and amended
for general release
22/01/09



S. Reid pHsspsni CARE PAYMENT Page 14 of 29
& QUALITY INDICATORS DOMAINS

WEB LINKED DOCUMENT

+  $%"1$/"&2 38(($/ 4/)% 5%$)%(5 44%-"(, 0

Again this guidelines model has already been prepared by
an expert panel and would appear to be very easy to
operationalise.

These guidelines set out the range of evidence-based
preventive advice and interventions.

This toolkit has been developed for use in 1° Care and is
very simple to use.

The Dental Team can deliver advice and interventions.

An A4 Summary has been developed that should facilitate
use of the toolkit principles in practice

(SEE APPENDIX pages 28-29)

It would be proposed to incorporate this service provision within the ‘Patient

Care Payment .

Originally released Document updated and amended
to BDA-DPC for general release
12/06/08 22/01/09



S. Reid pHsspsni CARE PAYMENT Page 15 of 29
& QUALITY INDICATORS DOMAINS

WEB LINKED DOCUMENT

The key components and themes described in the previous chapter are now
integrated into the two domains of Patient Care Payments and Quality Care

Payments .

This relates to the registration of patients by examination, associated
procedures, patient appraisal, preventive services and simple
periodontal care within the ‘PDCC Care Pathway’. This model
therefore incorporates the advices and interventions as defined in the
BASCD toolkit !,

The principle is not to directly measure the ‘quality of provision’ of

service within these components but rather to reward the provision of

an overall quality pathway focussed on ‘quality of outcome’ with

appropriate standards of patient care and template considerations. The
Patient Care Payment therefore allows a payment for the provision of
quality patient care within this pathway for each patient.

The format of the BASCD toolkit, with its age and risk-based
categories, details a defined range of advices and interventions
meaning that preventive care can be readily factored in to service
provision.
As has been previously commented, it is proposed to change the type
and level of reporting of the process of dental care with the priorities of
the system being:
o Not procedurally burdensome
Originally released Document updated and amended

to BDA-DPC for general release
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o Simple data submission at the practice level
Simple data extraction, analysis and remuneration by the
commissioner/administrator
Simple yet robust reporting
Allow for accurate and timely remuneration

Allow for assurance and monitoring

Therefore for easier reporting it is proposed not to submit individual
risk reports for each patient. Information in relation to risk will be
recorded in the patient record. This will also lead to an easier system
of administration, rather than paying a fee per intervention for
individual patients which is not in the spirit of a block payment type

system.

We are currently developing a system that will calculate the ‘Patient
Care Payment’ based on patient postcode (because caries risk maps
to social deprivation) and age (because this impacts on the relative
workload of treatment). This will be presented to the BDA for

consideration in due course.

6 7

PAYMENT PER PATIENT WITHIN CARE PATHWAY
The PCP fee within this domain covers the taking patient through the
PDCC Care Pathway (i.e. Histories; Examination; Risk-based Patient
Appraisal; Preventive Services as per BASCD toolkit; procedures to assist
diagnosis and treatment planning; and basic periodontal care) and for
maintaining them as ‘registered’ patients (with associated obligations
Originally released Document updated and amended

to BDA-DPC for general release
12/06/08 22/01/09
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within the PDCC Care Pathway and the Essential Services) awaiting
appropriate recall.

Maximum ‘registration’ time span is two years but process can be re-
commenced with actual patient re-registration and re-entry to the PDCC
Care Pathway (i.e. not a ‘paperwork re-registration’).

Ideally ‘Registration’ would be ‘real-time’ and would stop if patient
registers elsewhere.

‘Registration’ and the PCP fee also ceases if a patient moves, or is
moved, to an Occasional Services treatment basis.

This ‘registers’ patients to a practitioner/practice.

A yearly ‘Patient Care Payment’, paid monthly is proposed.

An adult ‘Patient Care Payment’ and a child ‘Patient Care Payment’ is
proposed.

An “at risk” special category would be proposed in a similar way to the
current item 41(b) claim under GDS, for special needs (currently defined
as “severe mental or physical handicap or severe learning difficulties”) and
could attract an enhanced Patient Care Payment. Consideration could be
given to include within this category “exceptional medical or dental
conditions”, as is currently used in connection with SDR item 1461. These
would be clearly defined, could be monitored and could require ‘approval’
if necessary. Additional interventions are therefore targeted as appropriate
and equality impact assessment needs are met.

It is proposed that the system we are currently developing will calculate
the ‘Patient Care Payment’ for patients registered to the
practitioner/practice based on patient postcodes (because caries risk
maps to social deprivation) and age (because this impacts on the relative
workload of treatment).

The electoral wards system as determined by home postcode is currently
used to attempt to map increased treatment need by areas of increased
surveyed dmf scores, but is not so precise. This is in current use within

Originally released Document updated and amended
to BDA-DPC for general release
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items 41(c), (d), (e) and 45(c), the ‘Early years targeted registration
initiative’ and the enhanced Continuing Care payment of the SDR.

The new formula should be more patient specific and accurate. Again this
is targeting resources appropriately on health need and will increase the
provision of preventive care to those living in those most socially-
disadvantaged areas. This should therefore help to address current health
inequalities in the Oral Health of our population.

o These will be divided into sub-categories relating to the practice
environment and to the practitioner.

o  The practice environment could be assessed by direct practice
visits/appraisals similar to those presently carried out by the Boards.

o The following non-contentious indicators are initially proposed. It is

also hoped to develop further indicators for consideration.

Originally released Document updated and amended
to BDA-DPC for general release
12/06/08 22/01/09



S. Reid pHsspsni CARE PAYMENT Page 19 of 29
& QUALITY INDICATORS DOMAINS

WEB LINKED DOCUMENT

3.2.2.1 PRACTICE ENVIRONMENT INDICATORS

It is proposed that these components of QCP’s would be made to the
practice principal or lead clinician.

PRACTICE INSPECTION

One such system would encourage and reward improvement in the
practice environment. The default category of payment would be to
meet all criteria for a successful appraisal. For those practitioners
found to be below the expected standards the default payment would
only be paid once the practice had reached the desired standard.
Pastoral advice would be offered to help the practitioner reach this
required standard.

RECOGNISED CHARTERMARK

This has been introduced within the new Vocational Training payments
to trainers. In that scheme the possession of an accredited charter
mark attracts an extra yearly payment of £1000.

Originally released Document updated and amended
to BDA-DPC for general release
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3.2.2.2 PRACTITIONER INDICATORS

PEER REVIEW / CLINICAL AUDIT PARTICIPATION
Encourages peer communication and comparison. This would simplify
the administration of the existing process, could be paid on trust but

would be monitored and participation reviewed.

HIGHER QUALIFICATION
This has been introduced within the new Vocational Training payments
to trainers. In that scheme a postgraduate qualification attracts an

extra yearly payment of £1000.

Originally released Document updated and amended
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These will need to be developed and agreed

The use of a defined PDCC Care Pathway will facilitate the provision of evidence
and guidelines based care, which is both clinically and cost effective. The focus
will be on assessing the Oral Health of the individual, using a recognised risk-
based approach to recall planning and to developing a longer term care plan.
Patients will be encouraged to become involved in improving and then
maintaining their Oral Health. Preventive care will become a major factor within
the new contract and should lead to improvements in the Oral Health of the
population as a whole. Service provision will be targeted at the ‘at risk’ special
needs and socially-disadvantaged categories of patient by means of enhanced
payments. Immediate restorative needs can also be met via the pathway, by

accessing the Essential Services component of the PDCC.

For practitioners the ‘treadmill-effect’ is reduced; reporting and remuneration
processes are simplified; regular care payments are available; the quality of
outcome of care is recognised; team-based preventive care is enabled; and
longer term care planning for patients is possible. Significantly, this is not a target
based system.

This will require a significant change in the philosophy and processes currently
used in general dental practice but it is hoped that these proposed changes will
be embraced as being necessary for a modern and effective health service

system delivering quality dental care and treatment.

Originally released Document updated and amended
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How the PDCC Care Pathway fits in the context of the Primary Dental Care
Contract:

A ‘STAND-ALONE’ N. IRELAND CONTRACT (PDCC)

I. Patient Care & Preventive Services — the PDCC Pathway
[I.  Essential Services
[ll.  Occasional Services
IV.  Primary Care Specialist Services
V.  Out of hours

VI.  Locally Appropriate Services

[Summary continues next page]
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CARE PAYMENT for Quality Indicator Domains [Fixed Budget]
By Regular monthly payments

0 Histories, Examination, Risk-based Patient Appraisal,
associated procedures, BASCD Toolkit preventive

Advices/Interventions

o Practice environment

o0 Practitioner

ITEM OF SERVICE PAYMENTS [Demand-Led]

ESSENTIAL SERVICES (including Exceptional treatments)
OCCASIONAL SERVICES

Originally released Document updated and amended
to BDA-DPC for general release
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[1] DHRSU Oral Health Assessment Pathway
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publications
PolicyAndGuidance/DH 4134370
[last accessed 22/01/09]

[2] “Checklist of modifying factors” (NICE Guidelines Dental Recall)
see APPENDIX G (page 10)
http://www.nice.org.uk/nicemedia/pdf/CG019fullguideline _appendicesFG.pd

f

[last accessed 06/11/08]

[3] Clinical record keeping by general dental practitioners piloting the

Denplan 'Excel' Accreditation Programme
R. S. Ireland, R. V. Harris and R. Pealing
BDJ SEPTEMBER 8 2001, VOLUME 191, NO. 5, PAGES 260-263

[4] NICE Guidelines Dental Recall
http://www.nice.orqg.uk/quidance/index.jsp?action=bylD&0=10952
[last accessed 06/11/08]

[5] BASCD/DH Delivering better oral health Toolkit
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publications
PolicyAndGuidance/DH 078742
[last accessed 06/11/08][

NICE Guidelines — Checklist of Modifying Factors page 25

Risk Appraisal Template page 26

Notes on Risk Appraisal Template page 27

A4 Summary of BASCD Toolkit page 28

Notes on use of BASCD Toolkit page 29
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IS THERE A RISK OF ORAL HEALTH AFFECTING GENERAL HE ALTH?

Y N

IS THERE A MEDICAL CONDITION THAT RISKS DEVELOPING ORAL DISEASE?
Y N

IS THERE A RISK THAT LIFESTYLE CHOICES OR PREVIOUS DENTAL DISEASE
COULD RESULT IN CARIES OR TOOTH SUBSTANCE LOSS?
Y N
Family history of increased caries risk?
Previous caries experience?
Poor oral hygiene?
High and/or frequent sugar intake?
High and/or frequent dietary acid intake?
Is there exposure to Fluoride?
Is there evidence of tooth surface loss?

NogkrwbdrE

IS THERE A RISK THAT LIFESTYLE CHOICES OR PREVIOUS DENTAL DISEASE
COULD RESULT IN PERIODONTAL DISEASE?

Y N
Family history of early onset/juvenile periodontitis?
Previous periodontal disease?
Signs of gingivitis?
Periodontal pockets BPE 3, 4, or *?

PONPE

IS THERE A RISK THAT LIFESTYLE CHOICES OR PREVIOUS DENTAL DISEASE
COULD RESULT IN ORAL CANCER?

Y N

1. Tobacco use?

2. Excessive alcohol use?

3. Mucosal precursor lesion?

Low Med High
(MONTHS)

(CHILD 3-12) 8 9 0 : (ADULT 3-24)
Originally released Document updated and amended
to BDA-DPC for general release
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This Risk Appraisal Template is an aid to assessing and recording patient
risk and patient progression along the PDCC Care Pathway.

It could also be useful to inform and motivate patients and for longer term

care planning purposes.

When combined with the practitioner’s clinical judgement it should

facilitate a more uniform, quality process of care.

Dentists are free to use an alternative if they wish but this should be
sufficiently robust as to similarly, adequately appraise the risk of Oral
Disease and the potential effects, both to and from, Oral and General
Health.

0 Whatever template is used, the dentist must record and retain this at the
practice within the patient record. This should be available for inspection

and assurance purposes if required.

8 The Oral Health Rating is a subjective measure taking into consideration
the recoded risk-appraisal information and the practitioner’s clinical
judgement. This can be used as an indication of patient risk to General
and Oral Health and will inform patient progression along the PDCC Care

Pathway.

The Recall Interval is similarly determined by a subjective decision on the
basis of the recorded risk appraisal information and the practitioner’s

clinical judgement as per NICE guidelines.
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5"%#/$& < =" - Dietary
- OHI

5"%#/$& > 8=/ - OHI Fluoride varnish (2.2%)
- Dietary twice yearly

5"%#/$& > 8=/ As above +

Additional advice

As above +

Fluoride varnish (2.2%)
1-2 times EXTRA yearly
Fluoride supplement
Reduce Recall Interval
Diet analysis/advice

Use sugar free medicines

=[> = - OHI Fluoride varnish (2.2%) twice yearly
- Dietary OHI
- Prevention Consider predisposing
Periodontal Disease systemic conditions
Brief tobacco interventions
(both Periodontal & Oral Cancer risks)
Dietary analysis/advice
- Prevention Oral cancer Signpost alcohol misuse support
=[> =/ As above + As above +
o Fluoride " Fluoride varnish (2.2%)
mouthrinse 1-2 times EXTRA yearly
(0.05% NaF) Fissure seal permanent Molars
o Consider electric 8+ yrs old & active caries
toothbrush = daily Fluoride rinse
10+ yrs old & active caries
= 2,800 ppm Fluoride toothpaste
16+ yrs & active caries
Consider 5,000 ppm Fluoride
toothpaste
Diet analysis/advice
#19%( - OHI OHI
- Dietary Consider predisposing
- Prevention systemic conditions
Periodontal Disease Brief tobacco interventions
(both Periodontal & Oral Cancer risks)
Dietary analysis/advice
- Prevention Oral cancer Signpost alcohol misuse support
#1%( As above + As above +
o Fluoride " Fluoride varnish (2.2%) twice yearly
Mouthrinse Active coronal/root caries
(0.05% NaF) = daily Fluoride rinse
o Consider electric Active coronal/root decay
toothbrush = 2,800 or 5,000 ppm Fluoride
toothpaste
Diet analysis/advice
to BDA-DPC for general release
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NOTES FOR THE DENTAL TEAM ABOUT USE OF THE TOOLKIT

1. Guiding principle is to change dental care to a more preventive
model rather than the present system which focuses on
restorative care.

2. Dentists have a duty of care to offer preventive advice when
appropriate i.e. when risk assessed as being clinically
indicated.

3. The toolkit offers practical, evidence-based guidance to
promote oral health and prevent oral disease.

4. Patient categories are divided by age and within each age band
is a subset that are classified as ‘giving concern’. All patients
should be offered preventive advice but those who have been
assessed as being at greater risk will require additional advice
and interventions.

5. Such patients may have medical conditions, active oral
disease, special needs or predisposing factors.

6. Advice can be offered by dentists and appropriately trained and
registered DCP’s, acting within their competencies.

7. Interventions can be carried out by dentists and appropriately
trained and registered DCP’s, acting within their competencies,
depending on the exact intervention.

8. For detailed guidance on the specific areas of advice and
interventions please refer to the full document,
“Delivering Better Oral Health: An evidence-based toolkit for
prevention” (2007).
DH/British Association for the Study of Community Dentistry
DH Gateway Reference 8504 [last accessed 06/11/08]
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_078742
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