	
	



[image: image2.png]Brighton and Hove City NHS

Teaching Primary Care Trust




Policy for managing appropriate recall 
and treatment intervals in NHS Dentistry
1.
Background

The NHS Operating Framework identifies increasing access to NHS dentistry as a key priority for PCT's and there is a target that by 31 March 2011 any patient that wants to will be able to access NHS dentistry. Within Brighton and Hove at March 2010 58% of the population accessed NHS dentistry. The PCT has agreed to make additional investment in areas of the City where access rates are lowest and where there is limited NHS dental provision in order to help increase access.  However additional investment on it’s own may not be enough to increase access to new patients seeking NHS dental services. Investment has the potential to increase access for new patients seeking NHS treatment but also increase treatment availability for existing patients. 
Historically, dental patients have been encouraged to attend their dentist every six months.  Those with higher motivation and in general better oral health have come to expect a six monthly service and some attend for reassurance rather than attending after an interval that is based on their oral health needs.  The recently published Independent Review into NHS Dentistry in England (Dental Recall – Recall intervals between routine dental examinations [http://www.nice.org.uk]) has raised concerns about patients being recalled ‘more frequently than would seem justified. 

2. Aims and Objectives
The overall aim of the policy is to improve access to NHS dentistry by: 
· Ensuring dental contractors recall patients in line with NICE guidance

· Ensuring patients are aware that recall is based on their clinical need i.e. not always six monthly 

This policy describes the PCT’s approach to managing appropriate recall and treatment intervals in NHS Dentistry

3.
National Position – Regulations and Guidance & Data  
Both GDS and PDS contractors must provide services in accordance with the NHS (GDS Contracts) & (PDS Contracts) 2005 Regulations;
 These regulations required contractor to work in accordance with NICE guidance. 
NICE guidance recommends for adult patients that they should be recalled between three months and two years dependent on their clinical needs
.  The actual interval should be assessed by the dentist based on the patients needs.  The dentist should discuss the recommended recall interval with the patient and record this interval, and the patients’ agreement/disagreement with it, in the clinical record.  To demonstrate that contractors are fulfilling this requirement, NHS Brighton and Hove recommends that contractors utilise the NICE recall guidelines “Checklist of Modifying Factors” detailed in appendix 2 and retain the information in the patients’ clinical record.
If NICE recall guidance is not being implemented appropriately then there may be implications for the effectiveness of and quality of care delivered to patients. In addition there are implications in terms of inefficiency and potential loss of access. 

Historically dentists used a recall interval of six months for the majority of patients, irrespective of their oral health. National data suggests that many dentists have continued with this practice.  National data from the NHS BSA DSD show that over frequent recalls are occurring for patients being treated under all bands.  However for band 2 and band 3 courses of treatment in particular, treatments following in quick succession may also be an indicator of poor clinical quality, inappropriate clinical care or lack of understanding of the regulations with regard to ‘urgent’ ‘continuation’ and ‘the constitution of a course of treatment’. Evidence from other PCT’s that have started to tackle  clinically inappropriate patterns of treatment can as a side benefit deliver significant access gains.
  To support this policy and clarify for contractors the appropriate claiming under the urgent and continuation categories definitions are attached at Appendix 2.
If NICE guidance on recall were followed more closely then the number of repeat attendances could potentially be reduced and free up more time for more new patients to be seen. 
3.1
Children

The Department of Health (2009) Toolkit - “Delivering Better Oral Health” recommends the application of fluoride varnish to all children and young people twice yearly. Therefore the recall interval for children would on average be expected to be more frequent than for adults in order to meet this requirement. 

4.
Local Approach 
4.1
Data Analysis& Benchmarking 
The PCT will initially analyse the following data for each contractor and compare this to local/regional and national data.  

· Patients who have had a band 1 course of treatment and who return for a further course of treatment within

·  0 – 2 months  

·  3 -5 months 

· and 6 – 8 months

· Patients who have had a band 2 course of treatment and who return for a further course of treatment within 0 – 2 months

· Patients who have had a band 3 course of treatment and who return for a further course of treatment within 0 – 2 months

· Re-attendance intervals at contract level by patients charge band

· Re-attendance intervals by location of previous FP17

Data will be analysed separately for adults and children in order to pick up differential patterns, particularly associated with the application of fluoride varnish which is expected at 6 monthly intervals for children and young people. 

The raw numbers will be looked at together with proportions. Where data shows possible concerns (criteria to be agreed with the LDC) this will be considered in context of other data and local knowledge of the profile of each contract such as the Balanced Scorecard for the practice.  For example exception reporting data may explain an otherwise unusual pattern of activity than seen from the data alone. 
The table below summarises what should be normally delivered under each treatment band together with possible reason for repeat attendance within relatively short time intervals. 
	What should be delivered
	Reasons for short recall intervals

	Band 1
	Band 1

	Band 1 courses of treatment (excluding band 1 urgent treatment) include those treatments defined in Schedule 1 of the NHS (Dental Charges) Regulations 2005
	Where a patient attends for repeated band 1 courses of treatment at intervals of between 3 and 6 months this may be justified based on an assessment of their individual risk of or from dental disease.  This should only apply to treatment intervals of three months or more.  Those under 2 months are outside of NICE Guidelines

	These treatments relate to diagnosis, preventative advice and interventions, treatment planning and maintenance and include such items as:
	For example some patients may have physical difficulty in maintaining a satisfactory standard of oral hygiene, or may suffer from medical conditions that increase their risk of developing dental disease.

	 
	 

	* clinical examination
	For most contracts this is only likely to apply to a minority of patients

	* radiographs
	 

	* surface applications of primary preventative interventions
	 

	* dietary and oral hygiene advice
	 

	* scaling and polishing
	 

	 
	 

	Band 2
	Band 2

	Band 2 courses of treatment include those treatments defined in Schedule 2 of the NHS (Dental Charges) Regulations 2005.  These treatments include for example, non surgical treatment of periodontal disease, permanent fillings, root treatments, extractions and additions to existing dentures. An FP17 DC or equivalent should be provided to the patient for any Band 2 course of treatment and a copy should be available as part of the clinical record
	There will be occasions where a patient returns within a short period of time for a further band 2 course of treatment for perfectly valid reasons eg a problem with tooth/teeth that could not have been identified during the previous course of treatment.  Possible examples might be where a filling has fractured or been lost or where an acute apical abscess arises.  It is also possible that a Band 1 urgent course of treatment may be followed by a Band 2 course.

	 
	 

	Band 3
	Band 3

	Band 3 courses of treatment include the provision of appliances defined in Schedule 3 of the NHS (Dental Charges) Regulations 2005.  Appliances provided under Schedule 3 include the provision of porcelain veneers, gold inlays, crowns, bridges and dentures.  Where a Band 3 course of treatment is provided an FP17DC or equivalent should be provided to the patient and a copy should be available as part of the clinical record.
	There may be a small number of occasions where a patient returns for a further Band 3 course of treatment within a relatively short period of time eg as for band 2, a problem with teeth that could not have been identified during the previous course of treatment.  A possible example might be the fracture of a crown following an episode of trauma requiring replacement.


Questions the PCT May Consider
Band 1

· Is the patient base relatively stable or are large numbers of new patients being seen?  This data is available from the Vital Signs reports as the change in patients seen over a 24 month period.

· Review the percentage of same patient IDs seen within three months and 3 – 9 months and consider against figures for contracts for the PCT as a whole

· Review the quarterly PCT General Contract Clinical Data Set report.  Is a high proportion of activity being delivered by Band 1 courses of treatment and is this level high across all patient categories (exempt adults, non exempt adults, children?)

· What is the overall size of the contract and the potential number of UDA's affected

· Do clinical records show evidence that NICE guidance on recall intervals is being applied 

Band 2

· Has the contract appeared in any exception reports?

· Review the percentage of same patient IDs seen within three months and 3 – 9 months and consider against figures for the PCT as a whole

· Is there a high level of continuations?

· Review the Year End Contract Report Summary.  Are relatively high proportions of activity being delivered by Band 2 courses of treatment?  Is this across all patient categories (exempt adults, non exempt adults, children?) Review Band 2 clinical data set information against national averages

· Is any other evidence of clinical concerns available from DRS reports?

· What is the overall size of the contract and the potential number of UDA’s affected
4.2
Information Sharing and Discussion with Contractors
The PCT will discuss the pattern of data listed in 4.1 with all contractors as part of their annual review. If the PCT has any concerns about the pattern of data then the PCT’s dental advisor will be part of the annual review team. 

4.3
Further Investigation

For contractors that demonstrate a frequent re-attendance pattern – (criteria to be agreed with the LDC) the provider will be asked for an explanation i.e. to identify both clinical need and treatment plans to support the pattern of activity.  This may involve a request from the PCT to access clinical records. The PCT expects that with most contractors a clinical discussion based on their data will be sufficient to agree any resolution to the concerns that have been identified. Any actions that have been agreed between the PCT and contractor will be written in the form of an agreed action plan with review dates.

Where agreement can not be reached with the contractors, the PCT may request the Dental Reference Services (DRS) to undertake a clinical review or advice on other monitoring 

4.4
Ongoing Education and Awareness

As part of the process of addressing frequent re-attendance the PCT will provide a programme of training, education and awareness to ensure all contractors are aware of this policy as well as the NICE recall guidance. 

4.5
Patient and Public Awareness

· Ensure patients and public are aware or what NICE guidelines mean for them

· Ensure messages to patients/public about recall intervals and access/availability of NHS dental services are included within the communications strategy
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Checklist of modifying factors

Name: Date of birth:

Oral health review date:

Medical history Yes No | Yes No | Yes No
Conditions where dental disease could put the patient's general health at increased

risk (such as cardiovascular disease, bleeding disorders, immunosuppression) 0a oo oo
Conditions that increase a patient’ risk of developing dental disease (such as aal aal oo

diabetes, xerostomia)
Conditions that may complicate dental treatment or the patient's ability to maintain

their oral health (such as special needs, anxious/nervous/phobic conditions) 0o oo oo
Social history

High caries in mother and siblings 0o LINC u (m
Tobacco use (m | oad m
Excessive alcohol use (m | (mim] oo
Family history of chronic or aggressive (early onset/juvenile) periodontitis LIS LI (] =]

Dietary habits
High andor frequentsugar intake
High and/or frequentdietary acid intake

ao
-m.
oo
oo
oo
oo

Exposure to fluoride

Use of fluoride toothpaste (m | (] (m] (] [m]
Other sources of fluoride (for example, the patient lives in awater-fluoridated area) 0o LI oo
Clinical evidence and dental history

Recent and previous caries experience

New lesions since lastcheck-up w W
Anterior caries or restorations LIl oo LINL
Premature extractions because of caries 0o (W] oo
Past root cariesor large number of exposed roats LRI TR 8T
Heavily restored dentition m m || EE ||
Recent and previous periodontal disease experience

Previous history of periodontal disease 0o CINC oo
Evidence of gingivitis m ] oa )
Presence of periodontal pockets (BPE code 3 or4) and/or bleeding on probing 0g oo ] [m]
Presence of furcation involvements or advanced attachment loss (8PE code *) oag oo oo

Mucosallesions
Mucosal lesion present

LI
-
(m]
.
m|
a

Plague
Poor level of oral hygiene 0o 0| o
Plaque-retaining factors (such as orthodontic appliances) 0o ) W oo
saliva

Low saliva flow rate. oo oo (mim
Erosion and tooth surface loss

Clinical evidence of tooth wear (mm] oo oo
Recommended recall interval for next oral health review: months|  months|  months
Daes patient agree with recommended interval? Yes No | Yes No | Yes No

If ‘No', record reason for disagreement in notes

BPE code * is used when attachment lossis =7mm and/or furcation involvements are present





Appendix 2
Urgent, Continuation and Course of Treatment Definitions 
When claiming for treatment it is important that the provider/performer apply the regulations and guidance to each individual case.

1.
Dental Urgent Care 
The urgent treatment arrangements are intended to provide patients with any immediately necessary treatment to address severe pain or prevent significant deterioration in oral health. 
1.1
‘Urgent treatment’: definitions and legislation 
For the purposes of new GDS contracts and PDS agreements, ‘urgent treatment’ means one or more of the treatments listed in Schedule 4 to the National Health Service (Dental Charges) Regulations 2005 provided to a patient in circumstances where: 

· prompt care and treatment is provided because, in the opinion of the dental practitioner, the person’s oral health is likely to deteriorate significantly, or the person is in severe pain by reason of his or her oral condition; and. 

· care and treatment is provided only to the extent that is necessary to prevent that deterioration in oral health or address that severe pain. 

Where both these conditions apply, one or more of the treatments listed in Schedule 4 of the Regulations may be provided, i.e.: 

· examination, assessment and advice 

· radiographic examination and radiological report 

· dressing of teeth and palliative treatment 

· pulpectomy or vital pulpotomy 

· re-implantation of a luxated or subluxated permanent tooth following trauma including any necessary endodontic treatment 

· repair and refixing of inlays and crowns 

· refixing a bridge 

· temporary bridges 

· extraction of not more than two teeth 

· provision of post-operative care including treatment of infected sockets 

· adjustment and alteration of dentures or orthodontic appliances 

· urgent treatment for acute conditions of the gingivae or oral mucosa, including treatment for pericoronitis or for ulcers and herpetic lesions, and any necessary oral hygiene instruction in connection with such treatment 

· treatment of sensitive cementum or dentine 

· incising an abscess 

· other treatment immediately necessary as a result of trauma 

· not more than one permanent filling in amalgam, composite resin, synthetic resin, glass ionomer, compomers, silicate or silico-phosphate including acid etch retention. 

The charge for an urgent course of treatment (if the patient is liable to pay NHS charges) is £16.50. An urgent course of treatment attracts 1.2 Units of Dental Activity (UDAs). 

These arrangements do not apply where a dentist assesses a patient and this leads to the issue of a prescription, but no other treatment (beyond the assessment and the prescription) is given. In these circumstances, which are likely to be rare, the patient does not pay a charge and the dentist is credited with 0.75 UDAs. 

1.2
Further guidance 
The regulations do not provide rigid rules to cover all eventualities. There are two scenarios, in particular, where dentists need to apply their judgement but where it is recommended they follow the guidance in this document. 

In the first scenario, the patient is already undergoing a course of treatment and presents with a problem that requires urgent treatment. In these circumstances, the additional treatment should normally be provided as part of the existing course of treatment, as a variation of the treatment plan. In exceptional cases, for example a patient suffers intra-oral trauma as a result of an accident, an urgent course of treatment may be claimed. 

In the second scenario, the dentist provides some initial treatment to stabilise a condition that requires urgent treatment, for instance by issuing a prescription, and the patient makes a subsequent visit (e.g. on the following day) to have the tooth extracted (or receive another of the treatments listed above. If the treatment provided on this subsequent visit (or visits) is part of the treatment needed to prevent significant deterioration in oral health or address severe pain, then the two (or more) visits should be counted as a single course of urgent treatment attracting 1.2 UDAs and (if applicable) a patient charge of £16.50. 

Where a patient has completed urgent treatment and then begins other (non-urgent) treatment, the new course of treatment will attract the appropriate Units of Dental Activity (e.g. three UDAs for a Band 2 course of treatment) and the appropriate patient charge. 

So whether an Urgent claim is appropriate will depend on several factors. For example:

· is the treatment related to a recent course of treatment? – if so it may be considered part of that course of treatment;

· patient presents for an extraction or repair of a restoration and explicitly states  that they do not wish to have any other treatment other than treatment to their presenting problem;

· the patient is not a patient of the practice or who is from outside of the area and presents for an extraction/dressing/filling would also be treated under the urgent band; and

· Non –urgent extirpation of a  pulp, i.e. first stage endodontic treatment when another appointment is arranged for completion of the endodontic treatment will come under banded treatment and not separate claims for urgent and band 2.

 
2.
Continuation Treatment 
Where a provider of primary dental services has completed a course of treatment other than an urgent course of treatment but within 2 months of that course of treatment being completed, a patient requires, and is provided with, further treatment which falls within the same or lower charging band as the previous treatment by the same provider, no charge may be made or recovered in respect of that further treatment.

Where a provider of primary dental services has completed a course of treatment other than an urgent course of treatment but within 2 months of that course of treatment being completed, a patient requires, and is provided with, further treatment which falls at a higher charging band as the previous treatment by the same provider, this will constitute a new course of treatment at the higher band and the patient will pay the appropriate patients charge for that band. In cases where the patient has failed to attend a continuation of the course of treatment will not apply.

Examples

· If a patient has attended a performer and completed a band 1 course of treatment then the claim would be sent off. 

· If the patient then returns with a fractured tooth/filling then the dentist needs to assess the situation and decide whether it’s urgent treatment in which case they can claim under band 1 urgent/occasional or whether they should carry out the filling under band 2. 

2.1
Definition: A Course of Treatment
If a claim is submitted under band 2 then it must fulfill the criteria for a band 2 course of treatment by examining the patient and offering all necessary treatment appropriate to band 2 that the patient agrees to undergo. 
All courses of treatment will include:
· the taking of or updating a medical history

· the issuing to the patient of a treatment plan (FP17DC)

· a new recall interval determined by applying the NICE guidelines 

It is also advised that the taking of STE/BPE is also included for each course of treatment. The clinical notes must support/justify the treatment carried out and the claim made.
A patient that has finished a banded course of treatment be it band 1, 2 or 3 will have been signed off as treatment completed and an appropriate recall interval determined using the NICE guidelines. However there may be occasions for patients to return for further treatment prior to their recall appointment. 
� The National Health Services (General Dental Services Contracts) Regulations 2005; The National Health Services (Personal Dental Services) Regulations 2005 


� NICE CG 10, Dental recall – recall interval between routine dental examinations, NICE � HYPERLINK "http://guidance.nice.org.uk/CG19" ��http://guidance.nice.org.uk/CG19�





� Department of Health (2010) Dental Contract Management Handbook 


� See appendix for clinical records evidence
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