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Guidance notes for referrals for adult restorative dental care in Tameside and Glossop

General

Referrals must be legible and clear.  Illegible or incoherent referrals will be returned.  If a request has been made for a second opinion or  treatment plan then these cases will not be accepted for treatment.  If a referrer subsequently wishes to refer for treatment then a new referral should be made.

Which patients ?

· This service is for adult patients and the required care must be beyond that normally provided by a primary dental care practitioner.

· Patients who are referred for restorative dental care must have dental caries under control and demonstrate good oral hygiene.

· Referrals cannot be accepted on economic grounds

· Referrals cannot be accepted as a result of a breakdown of the dentist-patient relationship.  The service exists to treat difficult dental problems but not difficult patients.

· Anxious patients should be referred to the Community Dental Service or a practice holding a sedation contract.

What sort of care ?

· The proposed outcome will be consistent with a functional dentition.  One way of assessing this is to apply the principles of the shortened dental arch and satisfaction with oral function.  ‘Many studies demonstrate that shortened dental arches comprising the anterior and premolar regions can meet the requirements of a functional dentition’
. In addition the restoration of molars will be considered in limited circumstances.  There is further detail in these guidelines. (See appendix 1)

· The aim of referral should be to meet a patients’ health needs.  Referrals on cosmetic grounds alone cannot be accepted.

Supporting information

· Supporting radiographs must be of good quality and demonstrate clearly the condition to be treated.  They should be prescribed according to the FGDP(UK) guidelines.  Referrals with supporting radiographs of poor diagnostic quality will be returned.  (See appendix 2)

· Study casts must be of good quality, demonstrate the patient’s problem and include a record of the interocclusal relationship.


· 
· 

· 
· 
Aggressive periodontal disease

· These patients will normally be under 35 years of age and have loss of attachment leading to probing depths of at least 5.5mm in some areas.  It must be demonstrated that the patient has good oral hygiene and that conventional root surface debridement therapy has failed.  Referrals must be accompanied by appropriate radiographs and a periodontal chart with full mouth pocket depths, recession and mobility.

· Referrals will also be accepted where periodontal surgery is anticipated.  Examples are crown lengthening surgery and gingival grafts

Endodontics

· The restoration of teeth must be consistent with the requirements of a functional dentition.  On way to assess this is to apply the principles of the shortened dental arch and satisfaction with oral function.  This means that endodontic treatment of molar teeth will not normally be accepted unless the tooth is considered of strategic importance.  An example would be the endodontic treatment of a molar tooth which supports a bridge.  Another example would be a first molar for a young adult with good oral care and an otherwise intact dental arch.

· No cases will be accepted where the endodontic treatment is considered to be within that normally provided by a primary dental care practitioner.  Examples of endodontic treatment beyond that normally provided are difficult re-treatments, apical surgery, separated instruments, inaccessible canals and unusual canal morphology.

· Referrals must be accompanied by a good quality radiograph of the tooth.

Replacement of missing teeth

· Referrals for replacement of missing teeth will normally only be accepted when such teeth are essential to a functional dentition.

· Cases accepted for treatment will normally be those where it can be demonstrated that conventional treatment such as removable partial dentures or bridgework has failed.  Cases where there is complex breakdown of existing bridgework will also be accepted.

· Referrals must be accompanied by radiographs prescribed according to the FGDP(UK) guidelines and good quality study casts.

Complete denture problems

· It must be demonstrated that conventional treatment has failed.  There should also be an explanation of the specific difficulty which has led to the failure of conventional treatment.
· It must be shown that there is a deleterious effect on general health as a result of an anatomical difficulty, a neuro-muscular problem or other pathology.

Dental Implants



· Referrals for dental implants will only be accepted under the following circumstances:

· As part of reconstructive treatment following surgery for the treatment of malignant or other disease.

· As part of oral and facial reconstructive treatment following severe facial trauma involving two or more teeth.

· For rehabilitation of patients with congenital defects, for example cleft palate, or multiple congenitally missing teeth.

· Where there are severe eating or speaking disorders or severe psychological problems arising from the inability to wear a conventional dental prosthesis (Referral on psychological grounds must be supported by an appropriate medical assessment)

Wear cases

· There must be wear which is inconsistent with that expected for the patient’s age.  A problem of function or stability must be demonstrated and the anticipated care must be beyond that normally provided by a primary dental care practitioner.

· Referrals should be accompanied by study casts and appropriate radiographs.

Appeals



Where a referring dentist or patient wishes to appeal against a decision to not accept a patient for secondary care, please write to:

Dr Anne Rothery

Medical Director

Tameside and Glossop PCT

New Century House

Progress Way

Denton


M34 2GP

Appendix 1

Abstracts from articles about the shortened dental arch and satisfaction with oral function

Community Dent Oral Epidemiol. 1999 Aug;27(4):249-58 The shortened dental arch concept and its implications for oral health care. Witter DJ, van Palenstein Helderman WH, Creugers NH, Käyser AF
The minimum number of teeth needed to satisfy functional demands has been the subject of several studies. However, since functional demands--and consequently the number of teeth needed--can vary from individual to individual, this minimum number cannot be defined exactly. In general, occlusion of a complete dental arch is preferable. However, this goal might be neither attainable, for general, dental or financial reasons, nor necessary. Many studies demonstrate that shortened dental arches comprising the anterior and premolar regions can meet the requirements of a functional dentition. Consequently, when priorities have to be set, restorative therapy should be aimed at preserving the most strategic parts of the dental arch: the anterior and premolar regions. This also implies that in cases of a shortened dental arch, the prompt replacement of absent posterior molars by free-end removable partial dentures leads to overtreatment and discomfort. The shortened dental arch concept is based on circumstantial evidence: it does not contradict current theories of occlusion and fits well with a problem-solving approach. The concept offers some important advantages and may be considered a strategy to reduce the need for complex restorative treatment in the posterior regions of the mouth.

J Oral Rehabil. 2006 Nov;33(11):850-62 A review of the shortened dental arch concept focusing on the work by the Käyser/Nijmegen group. Kanno T, Carlsson GE.

The aims of this paper were to review the literature on shortened dental arches with special focus on publications of the Käyser/Nijmegen group, and to evaluate the discussions on the shortened dental arch concept found in the literature. A MEDLINE search was conducted for articles in English published in the dental literature from 1966 to November 2005. The search revealed epidemiological, cross-sectional and longitudinal clinical studies as well as opinion papers, the majority of which were published by the Dutch group. The studies found in general no clinically significant differences between subjects with shortened dental arches of three to five occlusal units and complete dental arches regarding variables such as masticatory ability, signs and symptoms of temporomandibular disorders, migration of remaining teeth, periodontal support, and oral comfort. The findings from cross-sectional studies were corroborated longitudinally. No systematic clinical study with conflicting results was found. The shortened dental arch concept was accepted by a great majority of dentists but not widely practised. The studies reviewed showed that shortened dental arches comprising anterior and premolar teeth in general fulfil the requirements of a functional dentition. It may therefore be concluded that the concept deserves serious consideration in treatment planning for partially edentulous patients. However, with ongoing changes, e.g. in dental health and economy, the concept requires continuing research, evaluation and discussion. Patients' needs and demands vary much and should be individually assessed but the shortened dental arch concept deserves to be included in all treatment planning for partially edentulous patients

Community Dent Oral Epidemiol. 1997 Apr;25(2):143-9. Clinical factors related to reported satisfaction with oral function amongst dentate older adults in England. Steele JG, Ayatollahi SM, Walls AW, Murray JJ.

Department of Restorative Dentistry, Dental School, Newcastle upon Tyne, UK.

This paper aims to identify the features of a natural dentition, specifically the number and distribution of teeth, which are important for oral satisfaction and freedom from eating problems in the elderly. Data were gathered on the dental condition, satisfaction and function of 1211 dentate adults aged 60 years or over, randomly sampled from three areas in England. Multiple logistic regression was used to identify the clinical factors which contribute to satisfaction with aesthetics and the ability to bite and chew. Satisfaction with biting and chewing was influenced by specific reported eating problems, dry month and increasing age. The presence of these eating problems was related to a complex series of factors describing the number and distribution of teeth and dentures, and some variables describing symptoms and disease. Having 21 or more natural teeth and no removable partial dentures (odds ratio 3.2), 2 or more posterior contacting pairs of teeth (odds ratio 1.7), and few anterior spaces were important factors related to the absence of eating problems. Unfilled anterior spaces (odds ratio 3.9), and widespread caries and periodontal disease were associated with aesthetic dissatisfaction. Many of the principles of shortened dental arch are consistent with good function and satisfaction in the elderly.

Appendix 2

Summary of the FGDP(UK) guidelines on prescription of radiographs.  Taken from Selection criteria for dental radiography Faculty of General Dental Practitioners (UK) The Royal College of Surgeons of England

There has always been confusion and disagreement about the which views should be taken in dental radiography, when or how often these should be taken and the associated risks to our patients.  Much of this confusion was resolved by the publication of “ Selection Criteria in Dental Radiography”  by the Faculty of General Dental Practitioners in 1998.  This invaluable document brought together the best available evidence and for the first time gave us comprehensive guidelines in the prescription of dental radiographs.

Radiographs in the Restored Dentition

Panoral radiography is often used to give an overall view of the mouth where the teeth have been extensively restored.  However this does not represent current opinion.

The superior image quality of intra oral films is considered to outweigh the benefits of the reduced radiation dose from a panoral radiograph.  False negative and false positive findings are common in panoral radiographs and the poor quality image does not allow detection of early interstitial caries or periapical changes.  Bitewing radiography followed by selected periapical views will often be the appropriate prescription for a patient with restorative problems.  The flow diagram below shows a suggested prescription of radiographs for the typical dentate or partially dentate patient based on the recommendations in the “Selection Criteria”.

Initial radiographic examination for a typical dentate

or partially dentate patient.


(

(                                 (
less than 5mm               greater than 5mm


(                                 (
Periapical radiographs of selected teeth if:


This flowchart will not apply in every case.  For example the patient who has few remaining teeth due to advanced periodontal disease may not need a radiographic examination to plan treatment.  The history and examination is therefore crucial and prescription of radiographs should be planned on this basis.

Referring dentist





Name  …………..…………………………..





Address  ……………..……………………..





……………………………..………………...





…………………………………..……………





Telephone number  ……………..…………








Date of referral  ……………………………





For treatment	(


For a second opinion only	(


For treatment planning only	(


(tick one box only)











Patient details





Name  ………………………………………………………Date of Birth ............………………..





Address  ………………………………………….…………………………………………………..





……………………………………………………….………………………………………………...





Telephone numbers  …………………………………….………………………………………..…





Name and address of patient’s GP  …………………………………………………………..…..





…………………………………………………………………………………………………………











Patient’s principal complaint……………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





History of treatment already provided for this complaint…………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………











Why do you feel that this patient requires care which is beyond that normally provided by a primary dental care practitioner ?





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………





……………………………………………………………………………………………………………








Enclosures





(	Bitewing radiographs


(	Periapical radiographs of the following teeth       -------------------------/-----------------------


(	Panoramic radiograph


(	Periodontal chart with full mouth pocket depths, recession and mobility


(	Study casts


(	Photographs


(	Other (please specify)











Referrer’s Signature





I have read and understood the guidance notes








Signed ………………………………………………………………..   Date ………………………





Please note that referrals will not be accepted unless they are made in accordance with the guidance notes





Relevant medical history …………………..………………………………………………





…………………………………………………………………………………………………………..





History and Examination





Pocket Probing Depths





Posterior bitewings





Vertical posterior bitewings





Symptoms


Signs


Evidence of gross caries


Previous endodontic treatment


Crowned teeth


Bridge abutments
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