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Executive Summary

It has been recognised that "tool kits" for PCTs commissioning specialised services are useful in formulating specific standards of care. The British Society of Disability and Oral Health, in its capacity as the specialist society for Special Care Dentistry, secured funding from the Department of Health to develop a tool kit for the Commissioning of Special Care Dentistry.  This document outlines all of the activities necessary for the effective commissioning of Special Care Dentistry and the expected standards and best practice in the United Kingdom. 

This “tool kit” provides clear guidance on a commissioning strategy which has 4 key elements:

1. A patient centred service which aims to provide and maintain optimum oral health.

2. Integrated front line care which is organised around the needs of the vulnerable adult, rather than professional boundaries.

3. A seamless process which leads to effective joint working at a PCT level. 

4. Joint planning and Commissioning at an SHA level.

The document provides outlines of service specification templates, monitoring of standards and outcome measures, and clinical governance arrangements. These will assist in providing quality patient centred care, with delivery of consistently high standards.  Developing this theme, it also addresses the specific requirements of an accredited service provided by definitive specialists compared to provision by Dentists with a Special Interest in Special Care Dentistry. 

A stakeholder event was held on 30th November 2005 in the North West of England. The views of over 200 delegates were sought on the provision of dental care for patients with a variety of special needs.  The delegate list included service users, carers and health care professionals including special care dentists, anaesthetists and researchers. Throughout the day, the stakeholders were asked for their views on various aspects of oral care for vulnerable adults. The data collected has been incorporated within this document and is presented in text boxes in italics.

[image: image6.emf]It is envisaged that this document will provide an over arching and comprehensive resource for the commissioning of Special Care dentistry. 

Vanita Brookes

Chairman of Working Group 

'Whilst this document relates to publications and systems extant in England, and is directed at Primary Care Trusts in England, the concepts and principles are relevant to commissioning bodies in the other countries of the UK and will provide guidance to Local Health Boards in Wales, Health Boards in Scotland and Health and Social Services Boards in Northern Ireland.'
Definition of Special Care Dentistry 

Special Care Dentistry is concerned with providing and enabling the delivery of oral care for people with an impairment or disability, where this terminology is defined in the broadest of terms. Thus, Special Care Dentistry is concerned with: 

‘The improvement of oral health of individuals and groups in society who have a physical, sensory, intellectual, mental, medical, emotional or social impairment or disability or, more often, a combination of a number of these factors’

(Joint Advisory Committee for Special Care Dentistry, 2003a). 

The Focus of the Specialty

The focus is on adults requiring special care to meet their needs. It includes those people in the transition period from paediatric to adult services when it is so easy for them to be lost in the system without direct referral (Zoitopoulos, 1998). This recognises the important role that paediatric dentists play in providing care for children with special needs in both hospital and community settings, and the need for patients who require specialist adult care to be transferred seamlessly to another specialist service that will provide ongoing care throughout adolescence and adulthood. 

Special Care Dentistry seeks to address the oral health needs of people with a range of primary conditions which may result in their oral health being compromised directly through the condition itself or indirectly through medication or poor access to care. Furthermore, there may only be access to limited dental care with practitioners unwilling or unable to provide routine dental care because of the skills, experience, facilities or remuneration available to them (Fiske et al., 2002). The provision of care for this group of people is often more complex and time consuming as a result of their disability. Additionally, for those with certain impairments (such as some learning disabilities and mental illness) the issues of informed consent present an extra challenge. A holistic approach is needed to meet the complex requirements of people in these situations. 

Reducing Inequalities

The Report of the Independent Inquiry into Inequalities in Health (Acheson, 1998) highlighted the need to reduce inequalities in the health of vulnerable groups. Although reducing inequalities requires action far beyond the scope of health services, it does include the need for health services to be re-orientated in the promotion of health (WHO, 1986) and draws on evidence that oral health services can improve quality of life for special groups (Locker, 2001). Acheson recommended that health and social services should be improved and that they should be provided on the basis of need. The volume of people within the community with disability and complex additional needs is significant and it is important that their oral health needs are addressed by the appropriate level of care. 

The recent Department of Health document “Tackling Health Inequalities: A Programme for Action” (2003a), sets out plans to tackle health inequalities over the next three years. It states that “health inequalities are stubborn, persistent and difficult to change” and that “they are also widening and will continue to do so unless we do things differently.” The Government recognises “the need to better co-ordinate activity across traditional boundaries and work in partnership.” It particularly refers to improving the quality of life for older people through the National Service Framework, improving access to services for people with mental illness and addressing the health care needs of asylum seekers and refugees.

Defining the Population Served by the Service 

Approximately 1.2 million people are registered with a learning disability in England, of whom 210,000 (children and adults) have a severe or profound learning disability (DoH 2001-Valuing People). These individuals are uniformly distributed geographically and across socio-economic groups. Furthermore, it is estimated that 7.2 million people suffer from mental impairment or disability and 7.5 million have a sensory impairment or disability (Disability Partnership).

Many people with disability are functionally independent, living in their own homes. Others are dependent on regular support but still live independently or with their families. A relatively small proportion, yet significant number, of older people live in residential care, accounting for 5% of all older people. However, the proportion increases with age such that 20% of people aged 85 years and over and 84% of those aged 95 and over live in residential care (Tinker, 2003). 

Long stay patients and residents are not limited to older people. Care is provided by the statutory, voluntary and private sectors for a variety of groups in a wide range of accommodation which include residential and nursing homes, hospitals, hostels, group homes and secure units (Fiske et al 1999). Admission to such accommodation should not mitigate against the maintenance of residents’ general or oral health. However, it is recognised that within long-term care facilities, numerous problems do conspire to block routine provision of oral health and foster neglect. There is evidence that people/groups in residential care (such as older people, people with a learning disability or mental health problem, people who are physically or medically compromised and people in secure units) are more likely to have poor oral health and inadequate or restricted access to dental services (Fiske et al 1999). 

Homeless people are an additional group for whom health and oral health are compromised (Waplington et al., 2000; Freeman, 2002). This group includes asylum seekers and refugees, ex-prisoners, people with mental health problems and substance mis-users. 

Those people who are at the severe end of the spectrum of disability and complex additional needs should have access to ongoing care from Specialists in Special Care Dentistry. Whilst bearing in mind that care pathways are not static, Figure 1 sets out how Specialists in Special Care Dentistry would integrate to support the Primary Care Dental Services, provide training programmes in Special Care Dentistry and provide oral health care for those people with Specialist needs.
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Figure 1. The integrated role of Special Care Dentists



The Needs of the Population

Defining the Needs of the Population.
PCTs will identify their priorities in the context of legislation (e.g. the Disability Discrimination Act), key national policies (e.g.  Choosing Better Oral Health, Tackling Health Inequalities: NSF for Older People; NSF for Diabetes; NSF for Long term Disease Management – Neurological Conditions, NSF for Mental Illness, NSF for Cancer Services), local needs, and local service delivery which will be identified in local Oral Health Strategies. 

In order to meet a priority, a service may require reconfiguration. PCTs in an area should work together or singly to consider the options for service development.  In deciding how to develop the service, the PCT will consider the views of other trusts, the local Oral Health Advisory Group and of the current service providers, particularly specialists in SCD.  Dental public health colleagues may provide an assessment of needs and demands in conjunction with the specialist in SCD, to determine if the service is a priority for development.

The Department of Health for England (2001a) made recommendations to address the objective of good health for people with learning disabilities (See Figure 2). 

Figure 2.  Recommendations for Good Health for People with Learning Disability


Source: Department of Health, 2001a.
Volume of Oral disease: Need and Demand for Care
Within the UK, the oral health of adults has improved greatly over the past three decades (Kelly et al, 2000). More adults are retaining their teeth into older age and the proportion of adults with dentures has fallen markedly. Although these improvements have occurred across all sections of the community, socially disadvantaged people continue to have the poorest levels of oral health. 

As people retain their teeth, this presents challenges to the dental profession in providing care to medically compromised, multiply disabled and older people who may require a wide range of interventions in a heavily restored dentition, at a  time in their lives when they are less able to cope with treatment. Ideally, they should have equitable oral health outcomes in terms of self-esteem, appearance, social interaction, function, and comfort. However, this requires careful assessment and treatment planning which takes account of all associated factors including the skills required to manage delivery of care in a, sometimes, compromised situation. 

The findings from a review of the literature related to the oral health of people with disability, confirm that people with learning disability or mental health problems have similar oral diseases but poorer oral health and poorer health outcomes from care than the general population (Fiske et al 1999; BDA, 2003). Oral diseases are less likely to have been treated for people with learning disabilities living in community settings (Tiller

et al., 2001). Furthermore, when oral diseases are treated they are more likely to have resulted in extractions than fillings, crowns and bridges, particularly for people living in residential care (Steele et al, 1998; Tiller et al, 2001; Lawton, 2002). This situation is similar for people with mental health problems (BSDH, 2000c). A seminal piece of work by Kiyak (1988) describes the influence of dentists’ attitudes on people’s ability to access dental services, as well as preventive and restorative dentistry. It underpins the need for positive attitudes towards disability and calls for Specialist training to improve access to care.


Factors Likely to Increase the Need for Special Care Dentistry 

There are many factors that are likely to add to both the need and the demand for Special Care Dentistry. These principally relate to changes in the demography of the population, public values and expectations, reconfiguration of health services delivery and dental service developments. They include:

· Lower mortality rates of children with complex and multiple disabilities and increasing numbers surviving into adulthood. 

· Higher than average morbidity rates of children conceived as a result of in vitro fertilisation.

· Higher than average morbidity rates of children born prematurely. 

· Raised expectations amongst children who have received specialist paediatric dental services, and their families, of being able to receive continuing specialist care within specialist services.
· Increased life expectancy of people with disabilities and improvements in medical care leading to increased survival rates for all groups of special care patients. 

· Increased numbers of patients who have complex and long-term medical treatment and consequently require special care in the provision of their dental management.

· Increased life expectancy of people with learning disabilities surviving into their 50s and 60s. Increasingly, there will be people with learning disabilities facing the challenges of older life and they do so at an earlier age (Department of Health, 2001a).

· Increasing prevalence of disability amongst some ethnic minority groups. 

· Increasing volume of older people, particularly old and very old people who are more likely to develop disability coincidental to, or consequential with, their age.

· A cultural value shift away from the acceptability of total tooth loss as part of the ageing process, to retaining the natural dentition.

· A demographic shift from the loss of teeth to an increased retention of natural teeth, so that more teeth are at risk of decay and periodontal disease in the older population. Maintaining oral health and dentitions, where a large number of fillings or advanced restorative dentistry (crown, bridge and implant work) has been carried out whilst the person was fit and well, becomes a huge challenge when the status quo of personal oral care is affected by disability (Gerodontology Association 2005). 

· Restorative dental treatment for the increasing numbers of patients undergoing and surviving treatment for head and neck cancer or conditions requiring total body irradiation. The post-radiotherapy effects of decreased saliva production and impaired blood supply to the bones of the jaw can result in rampant decay and post extraction osteomyelitis, respectively.

· Changing public expectations away from the acceptance of tooth loss towards dental interventions to retain teeth.

· Changing public expectations regarding the importance of appearance and image, with a consequent demand for implants, adult orthodontics and cosmetic dentistry from people with disabilities.

· A change in focus through clinical governance and quality standards related to continuing care, to provide seamless services as patients move through the age groups.  

· An increase in the complexity of care for patients with multifaceted medical histories and physical disabilities (including those with a high body mass index), who are unsuitable for day case surgery, and who require inpatient admission for comprehensive dental treatment. Although surgical dentists may provide the surgical elements of care for people with complex additional needs, patients require holistic treatment planning by a Special Care Dentist prior to surgical intervention, to minimise extraction of teeth, provide restorative care and avoid repeat general anaesthetics.

· A reduction in the availability of general anaesthetic dental services and an increased awareness of conscious sedation for dental treatment will increase the demand for sedation services for dental care of people with disability (including dental phobia) in community settings. This includes the use of intranasal, oral, intravenous and inhalational sedation. 

· A change in focus through clinical governance and quality standards (as well as “defensive dentistry”) towards centralisation of care on experts, rather than generalists who undertake occasional cases of high complexity. 

· A reconfiguration of services as a result of National Service Framework guidelines that certain patient groups, or types of care, may be restricted to designated Specialists in dedicated centres, who provide a high volume of the type of care required.

· An increased need for delivery of NHS Special Care Dental services to provide equity of access, as the current NHS Units of Dental Activity arrangements mitigates against practitioners providing Special Care Dentistry within the NHS. Also, many of the individuals requiring the care may be financially challenged and will have limited access to specialist private practice. 


The Need for a Local Impact Assessment - What People with Disability Want 

The Service Users Advisory Group (2003) that fed into the Department of Health (2001a) document Valuing People: A New Strategy for Learning Disabilities for the 21st Century. Patients, state that they “do not get equal health treatment or good health services”.  

What they say they want from health care services, including dental services, is:

1. Fast and good health care, with support when needed, independent of age

2. The same health services that are available to everyone else, with expert care when it is needed

3. To be on a GP list and have a Health Action Plan if requested

4. Support from a health facilitator if wanted 

5. Health care professionals working together with learning disability services

People want a healthy dentition in order to look good, raise self esteem and to be socially acceptable. Additionally, they want their mouths to be comfortable and to be able to enjoy their food. To achieve this end, people increasingly wish to retain their natural teeth (Kelly et al, 2000). The emotional effects of tooth loss are recognised more and more (Fiske et al.,1998; Davis et al., 2000; Fiske et al, 2002) and require sensitive handling in all age groups, particularly in older people, as total tooth loss (edentulousness) becomes less common and, thus, less socially acceptable. When it does occur, it does so in later life, when people commonly find the transition from natural teeth to dentures more of a challenge. 

These expectations are likely to be consistent amongst people with a disability and their carers. In the forward of Clinical Guidelines and Integrated Care Pathways for the Oral Health Care of People with Learning Disabilities (BSDH & RCS England, 2000), a parent of an adult with learning disability, describes the importance of good oral health for his daughter and the contribution it has made to her enjoyment of food, general health and social acceptability. He also points out that, "Far too often, services for people with a learning disability are relegated to a ‘Cinderella’ status because of insufficient resources." A survey of adults with learning disabilities living in the community and known to social services in SE London (Pratelli & Gelbier, 2000), revealed that people with learning disabilities and their carers would like more designated services for people with learning disabilities, including the use of mobile clinics. Other people wish to have access to mainstream health care services (Disability Partnership, 2000b). A study on the views and experiences of parents of adults with Down’s syndrome regarding oral health (Kaye, 2001) identified that people wanted to be treated the same as those without disability. They wanted good access to mainstream dental services with the support of expert or ‘specialist’ advice, care and facilities as required. Far from feeling that this was the case, examples of professional diffidence and less than optimal care were cited.

Barriers to Accessing Dental Care for People with Disability
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Quality Assurance criteria for a Specialist in Special Care Dentistry, a DwSI and a General Dental Practitioner 

Assurance Criteria


The Specialist in Special Care Dentistry
The Dentist with a Special Interest in Special Care Dentistry
Generalist

Experience
2 yrs General Professional Training 

plus

A minimum of 5 years full time recent experience in Special Care Dentistry. 
2 yrs General Professional Training plus

A minimum of 2 years (minimum of 2 sessions per week) recent experience in Special Care Dentistry.
2 yrs General 

Professional Training 



Qualifications
MFDS/ MJDF/ FDS 

Plus

Relevant postgraduate qualification in Special Care Dentistry or equivalent experience.
Portfolio of experience of relevance. 

Diploma in Special Care Dentistry or equivalent is desirable.
No qualifications 

necessary

Training in Special Care Dentistry
Completion of Training Programme in Special Care Dentistry as outlined in JACSCD document, or equivalence.
A minimum of 1 session per week  training under the direction of a Specialist in Special Care Dentistry

For 1 year or equivalence.
No specific training 

in SCD

Teaching and Education
Supervision of training in Special Care Dentistry and provision 

of mentorship for Dentists with a Special Interest in Special Care Dentistry.

Involvement in undergraduate &/or postgraduate training desirable.
Evidence of attendance at courses of relevance to Special Interest activity.
May have attended 

post graduate courses

of relevance to SCD 

Referral Base
Acceptance of referrals from primary, secondary and tertiary care practitioners and shared care with a Dentist with a Special Interest in Special Care Dentistry.
Acceptance of patient self referrals, referrals from primary care practitioners and shared care with a specialist in Special Care Dentistry. 
Would not routinely 

accept referrals for 

patients  with special

needs. 

Clinical Expertise
Acceptance of a wide range of clinical cases for patients with complex needs. 

Taking a lead role for developing a local infra-structure for the delivery of Special Care Dentistry.  
Ability to carry out a range of clinical activity for patients with moderate needs.

Ability to recognise when the help and advice of a specialist is required.
Clinical experience 

Limited for patients with

Special needs.

May undertake shared 

care with specialist or 

DWSI

Ability to recognise when the help and advice of a 

specialist is or DwSI 

is required.

Continuing professional development
Co-ordinating, providing and participating in CPD in Special Care Dentistry.
Participating in CPD of relevance  to Special Care Dentistry and Special Interest activity
May attend course of 

relevance to SCD

Facilities/ workplace
Clinical experience and training to provide care in a variety of clinical settings including primary and secondary care.
Provision of care as per specific contract.
Practice should comply 

with DDA

Dental Team
Dental Team  trained both formally and informally in Special Care Dentistry  to include Manual handling, Protection of Vulnerable Adults, ILS/ PLS  etc
Dental Team  trained both formally and informally in Special Care Dentistry appropriate contracted activity to include Manual handling, Protection of Vulnerable Adults, BLS/ PLS etc
Dental team  may not 

have any training in SCD. 



Commissioning Strategy

Aims of the Strategy:

1. A patient centred service, which aims to provide and maintain the optimum oral health for the individual.

2. Integrated front line delivery which is organised around the needs of the vulnerable adult rather than professional boundaries. 

3. Integrated processes which lead to effective joint working

4. Joint planning and Commissioning

Key areas for focus are as follows:

1. Preventive strategies   

· Increase use of Fluoride

· Improving diet and reducing sugar intake

· Encouraging preventive oral care

· Reducing smoking

· Increasing early detection of mouth cancer

· Reducing dental injuries ( Choosing Better Oral Health DoH 2006)

· Oral Care should be incorporated into all health care plans 

· Access to appropriate support for oral care for dependant patients

2. Early intervention to oral care

Care should be provided by the right person, in the right environment, within an acceptable time frame.  This is of particular importance for the individual who presents with an acute oral problem. 

3. Information on services available

4. User participation 

Service users should be involved in the planning and development of local special care dentistry services.

It is well recognised that both the oral health care and the oral health of people with disabilities can be improved through the development and practice of integrated care pathways (BSDH, RCS2000a; BSDH 2000b, 2000c, Fiske et al 1999, Fiske et al 2001, Griffiths and Lewis 2002, Griffiths 2002). They recognise the rights and needs of individuals. In the spectrum of health care, they move away from the ‘Medical Model’ (that measures absence of disease as an indicator of health) at one pole of the spectrum, towards the ‘Social Model (that measures well-being and emotion) at the other end. The result is to reach a reasonable mid-way path, which brings together the medical and socio-environmental approach that considers quality of life, symptoms, well-being and function. This approach is integral to Special Care Dentistry, where an individual with a disability can have a plethora of health and social personnel or agencies involved in their care.

Within the dental profession, such an integrated care pathway provides both timely and appropriate patient care and timely and appropriate support for sectors of the dental profession. It also allows those members of the dental profession, who wish to have advice and support in order to develop their skills in caring for people with disability, to do so safely under the guidance of more experienced colleagues. In this way, more Primary Care Dentists will feel confident to treat people with disabilities and some may go a step further to develop a Special Interest in Special Care Dentistry. 

Models of Good Practice

Model of Good Practice 1: Lothian Community Dental Service (CDS)

· The Salaried Primary Care Dental Service (SPCDS) includes three Special Care Teams, each led by an Assistant Clinical Director. Each team provides treatment to distinct patient groups. 

· The Special Care and Sedation team provide care for children and adults with medically compromising conditions, physical and learning disabilities and provides a dental anxiety management service. Conscious sedation can be provided and day-stay GA facilities are available.

· The Special Care: Hospital and Older People’s Team provides dental care for patients who are in hospital or whose condition requires that they are managed in a hospital-based clinic. For example, the provision of dental assessment and treatment for adult patients with haemophilia and haematological malignancy for the South East of Scotland Region. Dental care for patients over 65 is also provided, in clinics or on a domiciliary basis in the patient’s home or residential care, including those patients within the hospice setting. 

· The Special Care: Drugs, Homelessness and BBV (Blood Borne Viruses) Team offers treatment and dental assessments for people on the methadone programme, other drug dependant individuals and homeless people, via drop-in clinics. A referral service for people with BBV is also provided.
· To support these teams there are dental surgeries in local Community Treatment Centres, all three District General Hospitals and in the Long Stay and Rehabilitation Hospitals throughout Lothian. This balance allows a seamless provision of care, with cross referral of patients to a hospital clinic for part or all of their treatment, dependant on treatment complexity, requirement for sedation or GA, and on the patient’s medical status. 
· Patients may be referred from the Primary and Secondary Care sectors. These include General Medical Practitioners, Medical Consultants from many disciplines and General Dental Practitioners and Dental Consultant colleagues including, for example, Restorative Dentistry, Oral Surgery and Oral Medicine. Referrals are also received from Community Nurses, Social Work and patients themselves and their carers.

Model of Good Practice 2: London Dental Hospital (DH)

· Patient referrals are received from the Primary and Secondary Medical and Dental Care Sectors including from Consultant and Specialist colleagues in Paediatric Dentistry, Restorative Dentistry, Oral Surgery and Oral Medicine within the hospital base and from other hospitals throughout the South East of England and other Regions.

· The Department acts as a regional centre for some groups of patients e.g. those with haemophilia, oncology, epidermolysis bullosa, positive HIV status and dental phobia. 

· The Special Care Dentistry hospital-base is required for:

· Advice and support for General Dental Practitioners

· Treatment for people with complex medical status, progressive medical conditions, severe learning disability, severe mental health problems, dental phobia, etc. 

· Provision of shared care within hospital Specialties

· Complex management of people beyond the scope of management in the Primary Dental Care setting e.g. day-stay and in-patient GA facilities, and conscious sedation for both severely anxious people and for those who are classified as ASA III, IV or V on medical grounds

· Comprehensive care and joint planning with other Dental Specialists

· The high volume of referrals has led to the development of strict patient acceptance criteria and where possible patients are accepted for a single course of, or one-off, treatments only. 

· Close links with the local and other regional Salaried Dental Service teams, allows patients to be transferred seamlessly to another service, for continuing care.

· Where patients are referred back to GDPs following treatment, an open door approach for future patient care, or advice, is encouraged.


A Generic Model of Good Practice

A model of best practice for the integration of Specialist and Generalist care to provide Special Care Dentistry is presented schematically in Figure 3. It also identifies many other partners who may be involved in a patient care pathway.

A Seamless Process Leads to Effective Joint Working. 

Effective joint planning and commissioning is at the heart of improving outcomes for the oral care of vulnerable groups.  At a PCT level commissioning of services should be person centred with the emphasis on prevention.

PCTs will need, where appropriate to develop a local “Clinical Network” suitable for the delivery of the necessary services.

The Main Focus of PCTs should be: 

· Priority setting the needs of the vulnerable groups within their community.

· Service mapping at a PCT level, the service provided for the provision of care to vulnerable groups 

· Improving oral health for vulnerable groups should be an integral part of the Local Delivery Plan

· Resource identification is essential to ensure that the level of oral care provided for vulnerable groups is maintained. Furthermore, additional funding may be required to meet unmet need

· The establishment of effective networks. Improving oral health should be included in joint planning objectives for example smoke free environments within the work place, adult training centres and residential care homes within the community.

· Effective channels of communication between key people and services to ensure a seamless transition of health needs information, and advice in developing local programmes for implementation. 

The recent mergers of PCTs present an opportunity to develop Clinical Leadership in Special Care Dentistry. This leadership will transcend traditional boundaries, ensuring equity of care for vulnerable groups across both primary and secondary care and covering larger geographical areas. A suggested hub and spoke approach will centralise specialist advice and clinical care, ensure equity of care across a larger geographical area, with the provision of outreach clinics to increase accessibility where possible.

All care should be provided by locally agreed protocols and policies, developed following evidence based National guidelines.

Joint planning and Commissioning

· Dental lead at Strategic Health Authority will have responsibility for the collective commissioning of secondary and tertiary services to secure the oral health needs of the population with the most complex needs or those requiring access to specialist facilities and multidisciplinary teams. 
· Developing effective networks between Education, Social Services, Work force Development and Clinical Network support.  Inter and intra agency working will to secure optimum oral health for example the integration of oral health into the training of carers.

· The identification of research priorities of relevance to Special Care Dentistry.   

· Integrated services development

· Planning and commissioning arrangements will have to take into account cross boundary issues by working with these partners and agreeing solutions to facilitate patient choice.
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Monitoring Standards of Care and Outcomes

The service will be benchmarked (where appropriate) against the seven domains detailed by the Health Care Commission in their document "Standards for Better Health."

The standards set out in this document are organised within seven “domains”, which are designed to cover the full spectrum of health care as defined in the Health and Social Care (Community Health and Standards) Act 2003. The domains encompass all facets of health care, including prevention, and are described in terms of outcomes. The seven domains are:

1. Safety

2. Clinical and Cost Effectiveness

3. Governance

4. Patient Focus

5. Accessible and Responsive Care

6. Care Environment and Amenities

7. Public Health

Outcomes and a developmental standard for each domain are specified. For example:

Second domain- Clinical and Cost effectiveness

Domain Outcome

Patients achieve health care benefits that meet their individual needs, through health care decisions and services based on what assessed researched evidence has shown, provides effective clinical outcome.

Core standard

Health care organisations co-operate with each other and social care organisations to ensure patient's individual needs are properly managed and met.

Developmental standard.

Patients receive effective treatment and care that:

1. Conform to nationally agreed best practice, particularly as defined in National Service Frameworks, NICE guidance, national plans and agreed national guidance on service delivery.

2. Take into account their individual requirements and meet their physical, cultural, spiritual and psychological needs and preferences;

3. Are well co-ordinated to provide a seamless service across all organisations that need to be involved, especially  social care organisations; and

4. Is delivered by health care professionals who make clinical decisions based on evidence based practice.

Non-Clinical Disability Confidence Competency

The term disability confidence is used to depict an approach that goes beyond mere legal compliance and instead, focuses on best practice approach in managing disability issues positively, in a dental environment.

The rational for the proposed competency is the growing recognition that greater emphasis should be placed on achieving disability equality in accessing dental provision by removing attitudinal barriers. It is acknowledged that treatment plans should always stem from clinical need but that both choice and personal preference in ensuring disabled people have equal opportunity and access to dental provision.

There are two other important drivers that fuel the proposal to introduce the above competency. The development of Specialists and Dentists with a Special Interest in Special Care Dentistry provides a unique opportunity to put in place an enhanced standard and scrutiny framework.

The Disability Discrimination Act 2005 and the introduction of the Disability Equality Duty,  also signals an enhanced legal imperative to dentists working in ,and serving, the public sector, to demonstrate not only how they are preventing disability discrimination but also how they are promoting disability equality. This higher standard would be served well by this proposed competency.

It is suggested that any non-clinical disability confident competency would have two key elements:

1. Legal

An understanding of the relevant legislation, what it means in practice, and how compliance be demonstrated.

2. Behavioural  

An understanding of the attitudinal barriers disabled people can encounter and an ability to demonstrate an appropriate level of disability etiquette.

The above represents the core elements of a non-clinical disability confidence competency matrix, as summarised on the next page.  This is a method of ensuring that the clinical care of disabled patients is matched by a progressive and positive approach to disability related issues.

Disability Competency Matrix
Sample Population 


Legal 
Behavioural 

Practice receptionist 
Basic understanding disability discrimination 
Basic understanding of appropriate language in relation to disability  

Dental Care Professionals

Dental practitioner
Good  understanding of the relevant legislation and the concept of reasonableness 
A good understanding of disability confident language and etiquette

An understanding of the different approaches to disability, i.e. the medical and social model

An understanding of different types of impairment.

 

DwSI
Understanding  of all relevant legislation relating to disability discrimination and the promotion  of disability equality
An understanding of all aspects disability confident language and etiquette

An understanding of the different approaches to disability, i.e. the medical and social model 

An understanding of the different types of impairment and their associated barriers. 



Specialist in Special Care Dentistry
A detailed understanding  of all relevant legislation relating to disability discrimination and the promotion  of disability equality
A detailed understanding of all aspects of disability confident language and etiquette

A detailed understanding of the different approaches to disability, i.e. the medical and social model

A detailed understanding of the different types of impairment and their associated barriers. 



SUMMARY OF RECOMMENDATIONS FOR COMMISSIONING SPECIAL CARE DENTISTRY

· All patients with special needs should have access to a uniformly high standard of care. Commissioners must appraise themselves of the complex needs of many patients accessing Special Care Dentistry.  As such, contracts must reflect the additional time and resources required to provide care for this group of patients. Work is nearing completion on the development of a National tool, by a team of experts in the field. This will provide an appropriately weighted system for measuring activity in the provision of Special Care Dentistry.

· The commissioning of dental services for patients whose needs are at the severe end of the spectrum, should be given high priority by commissioners because of the disproportionate impact that oral problems have on their general health and quality of life.
· The needs of patients and their carers should be the primary concern of commissioners and professionals involved in SCD.

· Effective communication lines should be established between commissioners, health care professionals, social services, patients, carers and the voluntary sector, to enhance the quality of oral care for patients with special needs.

· Patients and carers should be involved in the development of SCD services.

· Prevention of oral disease should be available at all stages of a patient's care pathway. The dental team, health care professionals, social services and the voluntary sector should all be involved.

· Oral care should be incorporated into all care pathways.

· The oral care provided, should as far a possible be evidence based. 
· There should be clear referral guidelines in place for specialists in SCD and DwSI in SCD.

· A specialist in SCD will develop the local infrastructure for Special Care Dentistry.  They will also provide training and mentorship for DwSI in SCD. In addition, the Specialist will be part of the assessment process to ensure that a dentist, wishing to be contracted as a DwSI in Special Care Dentistry, is able to satisfactorily demonstrate an appropriate level of knowledge, skills and experience in this area.

· The specialist in SCD should be closely involved in negotiating service agreements for SCD services with Commissioners.
· Integrated care pathways provide both timely and appropriate patient care and timely and appropriate support for all sectors of the dental profession.
· Access to secondary care should be available for the provision of oral care under general anaesthesia, sedation and routine oral care for patients with complex needs and where access to additional support is required e.g. haematology, medical teams. Extensive experience, knowledge and training in Special Care Dentistry are required to provide oral care for such patients within a hospital setting. As such, oral care should be provided by a Specialist in Special Care Dentistry.  Other dentists may assist or operate under the direct supervision of a Specialist in Special Care Dentistry.

· Education, audit and research are important in establishing the evidence base in SCD. Research priorities should be set by commissioners, clinicians, academics and service users.

· There is a need to establish a commissioning group for SCD services - this needs a joint commissioning approach, with a lead commissioner identified. 

· Planning and commissioning arrangements must take into account cross boundary issues, by working in partnership to maximise patient choice. 

· Funding should be identified for the provision of oral care to vulnerable groups.

· Commissioning of the following services, across primary and secondary care:

· Prevention and regular review

· Oral Health assessments

· Advice and treatment planning

· Comprehensive oral care

· Sedation service

· General anaesthesia for comprehensive oral care- both day case and in patient facilities

· Comprehensive oral care for Older people 

· Domiciliary care

· Research

· Teaching

Appendix 1

Development of Quality Service Level Agreements and Service Specifications
Introduction
· This document has been developed from a combination of clinical governance impact assessment principles and the NHS Litigation Authority Risk Management Standards (NHSLARM). Some of the principles or inclusions are a requirement to meet NHSLARM standards. Where this is the case requirements are marked with an asterisk *.

· NatPaCT (National Primary and Care Trust Development Team) identify that PCTs with shared service arrangements, whether for clinical or administrative services, should demonstrate certain factors within their arrangements. NatPaCT’s work has driven the development of the majority of the NHSLARM standard requirements relating to Service Level Agreements.

Definitions

· A Service Level Agreement is the arrangement that is made between parties to provide a service. 

· The Service Specification is the document that details the level of provision and the service standards how, when and where the service is to be delivered. This is more likely to be required for high risk SLAs such as those to provide clinical services.

· These services may include clinical or administrative services such as Infection Control, Training, Human Resources or Claims Management. This list is not intended to be exhaustive and the PCT may identify other services that are the subject of a SLA.  It is essential that any PCT risk assessment includes consideration of the details of these arrangements. The very nature of shared services may create risks for all parties involved. The PCT is required to identify and describe all shared service arrangements to the NHSLA as part of the Risk Management assessment. 

Appendix 2

Service Specification Template for Special Care Dentistry 
1. Name of Service and Lead Manager (i.e. point of contact for service)
e.g. Clinical Director of a salaried service, Specialist in SCD or Dentist with a Special Interest in SCD in General practice

2. Service Aims - What is the service intended to do? - e.g. provision of assessment and treatment services for special care groups, provision of oral health promotion relating to Special care, provision of telephone advice, provision of training for dental staff, carers and other health professionals. The ‘aims’ should define what the actual outcomes/benefits are for patients so that there is a standard or target to assess quality indicators against. 

3. Client Group – population to be served by the service/patients eligible for referral to the service. This may be specified by client group e.g. those with learning disabilities, mental health problems severe anxiety and phobia and/or by age group e.g. 16-64 year olds and older people over 65
4. Location of service. Include base for staff location(s) at which service will be provided e.g. domiciliary visits, fixed facilities and mobile facilities where appropriate.
5. Hours of operation 
6. Source of referral & treatment pathway – what is the referral and treatment pathway/who can refer to the service?  Describe the care bundle associated with each clinical pathway.  How do people access the service and how are patients referred to other primary care/ secondary care/social care services.
7. Skill mix and staffing levels – for clinical and non-clinical staff

e.g. will there be a lead Specialist in SCD working with dentists, therapists and hygienists; will the support staff be required to have further training/qualifications; will specific training be specified for all staff e.g. disability awareness training

8. Physical resources, assets and equipment the service will use e.g. accommodation, IT equipment, phones, moving and handling equipment, clinical equipment including mobile units and appropriate equipment where domiciliary services are specified and technology.
9. Response times, follow up times and waiting times.

10. Activity measurement and activity forecast – Describe how activity will be recorded and measured.  Give details of monthly and annual activity levels and agreed tolerance levels e.g. +/- 10%.
11. Cost of service per annum -  2006/07 prices

12. Performance and service quality monitoring 

Provide details of when and how the performance of the service will be monitored 
e.g. quality inspection, review of value for money through benchmarking etc.
13. Quality framework – e.g. provide brief details of:-
· Which policies and protocols the service will follow and what is the evidence base.
· Process for record keeping.
· Quality indicators – how the quality of the service will be measured and evaluated.
· Clinical audits plans to audit effectiveness of service e.g. monitoring compliance with care bundles.
· Patient involvement
· Education, training and development
· Service user satisfaction audits/ complaints procedures.
· Risk assessment and risk management plan.
· Clinical leadership.
14. A brief description of how the specification was designed

This should explain what patient/ Specialist in SCD / DwSI consultation went into to designing the specification and the approval process. An explanation here will clarify what steps have been taken to overcome any organisational boundaries.  This is a requirement of NHSLARM standard 1b.  Nat PaCT has an expectation that structures and systems should be in place to encourage effective team working across organisations and that prohibitive factors for cross boundary working are addressed and that shared services providers are customer focused.

The FT SLA document covers the following issues which need to be addressed by service providers across the range of their service provision:

· *Accountability for the SLA as a) Commissioner and b) Provider
This is necessary to ensure clear accountability between service partners and to ensure that a lead person is identified on PCT Board and within the management team with responsibility for SLAs.

· *Reporting arrangements
This should detail how the performance of the service will be reported to the accountable officers. A reporting process should be designed to give the parties involved a good overview of whether the service agreed on and the actual services delivered are consistent. It should also describe how the performance of the service will be monitored and reported so that the PCT Board is assured of its safety and effectiveness.
· *Provision for Disruption of Service
This should detail the arrangements for providing the service in the event of long term absence/vacancies or other possible causes of service disruption. This could also include how providers of the service should alert commissioners to being in difficulty and what the commissioner might do about assisting the provider to perform better.
· *Financial Handling
The SLA should be able to demonstrate effective and efficient use of financial and manpower resources. Areas to consider will include the cost of the service to commissioners, the charging or billing process etc.

· *Duration of the Agreement
This should include start and end dates.

· *Termination of Agreement 
There needs to be provision within a SLA for termination; this needs to specify how much notice period is needed – by EITHER PARTY and in what format. The process should be described, e.g. one year written notice by either party (i.e. specifying reasons for terminating the contract). 

· *Penalties for not performing 

It needs to be clear about how the commissioner will determine under performance on the spec and what steps will be taken. For example withholding payment for part of the contract until performance improves.

· *Disputes Resolution 
The SLA needs to clarify how disputes concerning delivery issues will be resolved. For example, if and when senior management may need to be involved.
· Administration and Record Keeping requirements 
Who is going to create/ provide notes/patient records and ensure they are copied out/ stored? What other records/documentation will be required and who will be responsible for making sure they are created/stored/retrieved and consistent with Information Governance/Data protection/Freedom of Information etc. Who holds and stores and is responsible for patient lists? Who monitors sickness and absence rates; temporary staffing cover and cancellations or when the service is not available (planned or unplanned).

· *An organisational chart or structure
This should show how the service fits into a larger organisation or how the service relates to partners.  It would be a good idea to specify here who leads the service clinically and managerially. This supports the requirement to identify accountability. 

· Systems for staff management
  Systems should be in place for:

· Writing and reviewing job descriptions and roles

· Recruitment and selection; 

· Employment and professional registration checks; 

· Induction

· Line management; supervision; appraisal; personal development plans; training records; (including clarification with regard to who pays for training)

· Identifying poor staff performance

· Booking and managing temporary staffing cover. 

· How often will there be team meetings & team building (there is a strong body of evidence to suggest that team work reduces patient mortality )

· Employment practices (independent providers may need to confirm they comply with IWL standards for example).

· Clinical and Managerial leadership

This needs to specify who will;

· Develop the service clinically 

· Ensure that skills/ service delivery are improved according to evidence based practice, 

· Ensure the clinical staff access training and development and supervision; 

· Have clinical responsibility; i.e. who is responsible for overseeing patient care until discharge.  
· Have management responsibility –who will manage the budget and other resources (NB the clinical lead and managerial lead can be the same person) 

· Appendix 3
Facilities for Special Care Dentistry
These will be expanded upon under various subsections below. Facilities must be such that privacy and dignity of the patient can be maintained at all times.

1. Premises

· General

· Premises must be adequately maintained with appropriate lighting and heating.

· Premises must comply with the requirements of the Disability Discrimination Act.  Evidence of an annual audit to demonstrate compliance.

· Access

· Ideally parking should be available. If parking is not available, there must be a drop-off or pick-up area in which patients with disabilities can easily access the surgery.

· Disabled access via ramps or elevators should be in place to facilitate access to the building and within the building. 

· Doorways must be sufficiently wide to permit wheelchair access.

· Toilet facilities which will allow wheelchair access should be available.

· Reception areas should ideally be planned to allow easy access for wheelchair users e.g. be low level. 

· A variety of communication aids should be available.

· The size of the treatment room should allow wheelchair access. The room should also be large enough to accommodate the patient, escort and the dental team.

· The dental chair should be appropriate to deliver CPR (Supine).

· Where there are recovery areas/facilities – suction, emergency oxygen, and monitoring equipment must be present; and resuscitation guideline posters must be clearly displayed.

· Hoists and wheelchair modifications are desirable

2. Equipment

In addition to the routine equipment within a dental surgery, it is expected that the surgery will contain the following to reflect the special nature of the work provided:

· Emergency equipment

This is the same emergency resuscitation equipment that is expected to be available in any dental surgery. It includes:

· Emergency oxygen 

· Bag Mask Valve (Ambu bag) with connectors to oxygen supply

· Laerdal pocket mask

· Back-up suction – independently powered

· Oral (Guedal) airways

· Yankauer suckers.

· Drugs – all emergency drugs must be available and in-date.

· Automatic External Defibrillators 

In line with new recommendations from the Resuscitation Council UK (2006) and the increasing distribution of Automatic External Defibrillators (AED) in public places and services, an AED should be available within the practice. 

· Where conscious sedation is provided, adherence to current National Guidelines should be in place (SAAD, 2000, 2004, DoH 2003b, DSTG 2005). 

· BP monitor

· It would be an advantage to have a Glucometer to measure blood glucose for diabetic patients and a Coaguchek to confirm the INR of patients on oral anticoagulants in line with PCT/ Trust policies.

The AED and appropriate resuscitation training for the dental team should be funded by the PCTs commissioning the service.

If comprehensive oral care is to be provided within a theatre environment, dental equipment should be available to assist in making a diagnosis and for the provision of a range of restorative procedures.  BSDH will be producing Guidelines for the Provision of Oral Care under General Anaesthesia in 2007. A suggested protocol for providing oral care under GA and equipment required is provided in Appendix 4. Guidance on standards for day case surgery are available from the Association of Anaesthetists for Great Britain and Ireland. 

3.  Documentation

Documentation is required to provide evidence of a quality assurance programme that ensures the delivery of high quality patient centred care. The required documentation includes:

· Evidence of Staff Training 

· Polices and protocols for:

· Decontamination and Infection Control including the

· management of inoculation risk injury

· Health and Safety management

· Complaints procedure

· Consent procedure

· Use of Ionising Radiation

· Risk Management – including risk assessments, adverse

· incident reporting, servicing of equipment 

· Evidence of Peer Review and ongoing Clinical Audit of cases

3. Staff Training

Training for the dental team training should include:

· Disability Awareness, Equal Opportunity and Diversity training

· Continuing Professional Development of relevance to SCD. In particular, the post qualification examination in Special Care Dentistry for dental nurses, should be encouraged

· Protection of Vulnerable Adults and Child Protection 

· Self protection and Physical Intervention training

· Basic Life Support / Immediate Life Support training 

· Moving and Handling 

· Conscious Sedation training where appropriate 

Oral care provided within a domiciliary setting can be very challenging. Comprehensive guidance is available on the BSDH website; www.bsdh.org.uk 

· The Development of Standards for Domiciliary Dental Care Services: Guidelines and recommendations 

Further guidelines are also available on the same website:

· Guidelines for Oral Health Care for Long-stay Patients and Residents
· Guidelines for the Development of Local Standards of Oral Health Care for 
· Dependent, Dysphagic, Critically and Terminally Ill Patients 

· Oral Health Care for People with Mental Health Problems: Guidelines and recommendations 

· Guidelines for Oral Health Care for People with a Physical Disability
· Clinical Guidelines & Integrated Care Pathways for the Oral Health Care of People with Learning Disabilities Produced as a joint initiative with the Development Group for Community Dental Practice of The Royal College of Surgeons of England and funded by the Diana Princess of Wales Memorial Fund 

· Multi-disciplinary Guidelines for the Oral Management of Patients following Oncology Treatment  Produced by the Clinical Effectiveness Committee of the Faculty of Dental Surgery of the Royal College of Surgeons of England in association with BSDH. 
· Principles on Intervention for People Unable to Comply with Routine Dental Care 

Appendix 4

Suggested Standards for Treatment under General Anaesthesia 

This section is suggested guidance and BSDH will be producing a definitive document: 

General Anaesthesia in Special Care Dentistry: A Professional Consensus Statement in 2007 

1. Treatment planning 



It is recommended that:

· A treatment plan is formulated first whenever possible by a pre-anaesthetic oral examination.

· Liaison with an anaesthetic colleague may be helpful to confirm for example, a preoperative work up, requirements for pre operative sedation and post operative analgesia. 

· When it is not possible for a patient to co-operate with a pre-anaesthetic oral examination an extra-oral and intra-oral examination and full charting and radiographs as necessary are done under GA.

· The treatment plan takes into consideration aftercare and maintenance and the patient/carers ability to maintain oral hygiene and future preventive and restorative treatment. 

· Plans must be made to maintain and preserve oral health with daily homecare regimens and regular dental examinations (Ghezzi et al 2000) 

· Every opportunity to give preventive messages to carers and family should be utilised.

·  It is preferable that all necessary dental treatment be completed during the scheduled GA appointment (Ghezzi et al 2000) 

· All carious teeth are either restored or extracted during a single episode of general anaesthetic. 

· The treatment plan considers patients dietary needs and diet consistency, use of teeth for other functions and additional tasks. e.g. mouthstick for computer mouse, writing, painting etc.

· Digital photographs may be useful.

· Where possible consult and discuss with carers and or family any proposed treatment. 

· If the treatment required differs from the treatment plan, discuss with referring clinician if possible and carers/family. Alter agreement to treat form/consent form and fully document in notes 

· Antimicrobial prophylaxis is used according to national guidelines 

· Follow up appointments to maintain oral health may need oral or intravenous sedation (Ghezzi et al 2000) 

2. Definitive Treatment

· It is essential to communicate throughout procedure with anaesthetist regarding change of treatment plan and operating time required.

· Local policy is agreed on the range of treatment provided e.g. root canal treatment, advanced restorative work, treatment of teeth with poor prognosis, fissure sealants etc. 

· This should be audited for success of outcome and need for repeat anaesthetics. The most predictably successful restoration should be provided for each tooth 
· All unrestorable, asymptomatic teeth should be removed in addition to those causing pain or sepsis (Landes and Clayton-Smith 1996, Harrison and Roberts 1998). 
· When teeth are extracted in addition to those originally agreed to it is advisable to save these teeth for evidence.
· Where not contra-indicated, local anaesthetic is used prior to extractions and surgical procedures and the anaesthetist informed

· Sockets are irrigated, pre and post extraction, with chlorhexidine.

· Sutures and  haemostatic agents are used where appropriate

3. Multicare 

· Any other investigations needed e.g. blood tests/surgical investigations/treatment can be carried out while patient is anaesthetised

· Any other procedures such as haircut/ toenails cutting can also be done while under anaesthetic with prior discussion and agreement with relevant carers/family and done by relevant professional

· If patient is having a general anaesthetic for other reasons it may be necessary for the dental team to provide treatment at another site which is unfamiliar. This will require portable, mobile equipment designed for operating theatre use. Liaison with staff at facility and arrangement for staff contracts if necessary.

4. Accommodation



It is recommended that:

· The operating room is large enough to accommodate the patient and all necessary staff  (Guidelines from Cardiff Dental Hospital 2005)

· Anaesthetic equipment, a range of monitoring equipment as well as the equipment and drugs needed for resuscitation must be available and there must be immediate access to spare apparatus in the event of failure. (Royal College of Anaesthetists 1999.)

· Facilities for the storage and supply of medical gases must meet relevant regulations (Royal College of Anaesthetists 1999, The European Standard EN 7374:1998)

· Anaesthetic gas scavenging is provided and the ventilation complies with the Control of Substances Hazardous to Health Regulations 1999 

· There are clean and dirty utilities and full lighting ( DoH2002)

· A warm, ambient environment is provided where possible, especially for older patients, to maintain body temperature (Association of Anaesthetists of Great Britain and Ireland 2001)  

· Patients are treated on a theatre table in a supine position or on a trolley (Guidelines from Cardiff Dental Hospital 2005)

· Following treatment, patients are either transferred to a trolley whilst in theatre and moved to the recovery area or the patient and  trolley on which they had their treatment are moved to the recovery area (Guidelines from Cardiff Dental Hospital 2005)

5. Staffing

· A minimum of four people are required for any dental procedure under general  anaesthesia (Royal College of Anaesthetists 1999.)

6. Dental team 



This must comprise the following:

· A dentist with appropriate training and experience in Special Care Dentistry and good liaison and joint working with referring dentist, if not dentist providing treatment

· Appropriately trained and competent, dedicated assistance so that routine and unexpected events can be dealt with in a safe, efficient and effective manner  (DoH 2003) 
· Local access to specialist opinion/assistance if required

7. Anaesthetic team

This must comprise:

· Anaesthetist

General anaesthesia may only be given by someone who is:

1) on the specialist register of the General Medical Council as an anaesthetist

2) a trainee working under supervision as part of a Royal College of Anaesthetists’ approved training programme or 

3) a non-consultant career-grade anaesthetist with an NHS appointment under the supervision of a named consultant anaesthetist, who must be a member of the same NHS anaesthetic department where the non-consultant career-grade anaesthetist is employed. The anaesthetist should be supported by someone who is specifically trained and experienced in the necessary skills to help monitor the patient’s condition and to help in any emergency ( DoH 2000).

· Anaesthetic assistant

8. Intubation

· Nasal endotracheal intubation should be used to secure the airway and allow maximum possible access to the mouth for examination and treatment unless contra-indicated (evidence)
· If nasal endotracheal intubation is not possible, it may be necessary to work around an oral tube/laryngeal mask and move it or request the anaesthetist move it as required. If only one side of the mouth is to be treated then inform the anaesthetist prior to intubation and the tube can be placed on the opposite side

· A throat pack must be in place to prevent oral aspiration and  communication between anaesthetist and dentist on insertion and removal is essential

· Petroleum jelly applied on a cotton wool roll to lips

· Mouth swabbed with Chlorhexidine Gluconate mouthwash

9. Equipment 

 A check list must be used and the following ensured:

· Body supports to ensure the comfort of a patient throughout the procedure. This helps with positioning and protection of the patient, especially those with physical disability 

· Use of wraps for hygiene, protection and maintenance of body temperature of patient and in tube stabilisation

· Surgical stockings are worn when indicated

· All necessary sterile instruments and equipment for surgical, preventive and restorative treatment are thoroughly checked and prepared, including disposables, before the patient is anaesthetised. Instrument sets should be assembled for the relevant procedures. See Table 1.
· Suction is checked and prepared for use

· Radiographic equipment is checked and necessary films prepared

· All necessary materials are available and prepared. See Table 2.
· All equipment, instrument sets and materials are accessible if treatment plan is modified.

10. Infection Control

· Protective clothing, face protection and gloves must be worn

· A sterile technique should be used for dento-alveolar and soft tissue surgery

· There must be effective recording and tracing of instruments matched to patients

· Local decontamination and sterilisation of instruments must be in accordance with national and local guidelines


11. End of treatment



It is essential that the following procedures are performed:

· Swab and cotton wool roll count

· Removal of throat pack

· Liaison with recovery nurse so that he/she is aware of treatment provided and any other necessary information e.g. new denture fitted.

· Dental charting and treatment provided documented

· Written and verbal postoperative instructions to include information on treatment provided and a follow-up appointment

· Need for post operative analgesia and drugs for discharge discussed with anaesthetist

· Review with family, carers, escort the treatment provided and any necessary instructions (Ghezzi et al 2000) 
Table 1 

Suggested list of equipment and instruments required for treatment under general anaesthesia.

General equipment

Cushions

Head ring

Towels

Throat pack

Access to emergency equipment


Surgical stockings

Diagnostic equipment

Portable x-ray machine

Developing facilities

X ray films/cassettes

Biopsy specimen bottles and forms

Digital intra-oral camera

Dental equipment

Dental unit- may be portable

Handpieces

Low speed

High speed

Surgical

Ultrasonic scaler

Steel burs

Diamond/tungsten burs

Instruments

Mouth prop

Instruments for scaling, root planing and prophylaxis 

Restorative instruments 

Matrix bands

Amalgamator

Curing light

Instruments for extraction/alveolar surgery

Endodontic instruments

Periodontal surgery instruments

Prosthodontic equipment

Surgical equipment

Electrocautery

Resorbable sutures

Haemostatic agents

Hypodermic syringe

Table 2. 

Suggested list of materials required for dental treatment under General Anaesthesia

Materials

Local anaesthetic

Swabs

Cotton wool rolls

Restorative materials

Impression materials

Endodontic materials

Chlorhexidine mouthwash

Petroleum jelly

Sterile water
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"Dental problems often affect other conditions, perhaps leading to changes in behaviour and increases in medication"





Access to a tailored health service designed around the individual’s needs with fast and convenient care delivered to a consistently high standard and with access to additional support if/as necessary.





The commission and provision of high quality services, that are evidence-based and continuously improving, by all agencies in order to promote both good outcomes and best value.





( 	Appropriately skilled, trained and qualified staff to work with people with learning disabilities in order to ensure that they are able to promote a better understanding of the needs of people with learning disabilities amongst the wider workforce.





( Effective partnership working, between all relevant local agencies involved in the commissioning and delivery of services, to promote holistic services for people with learning disabilities.





Case Scenario 


Mr B, a 70 year old man, lives in residential care and has dementia.





He was assessed by a local Salaried Dentist who recognised that he had poor oral hygiene and some decayed teeth which could be filled, if Mr B was cooperative enough to accept help.


The dentist worked with the staff in the home to improve oral hygiene and started to provide conservative care for Mr B at his home, since it was felt he would not manage treatment in a surgery. 


The Salaried Dentist went on maternity leave before the treatment was completed, with a view to completing treatment on returning to work.


While the dentist was on maternity leave, the local GMP carried out a health assessment on Mr B. He felt there was a problem with Mr B’s mouth and referred him to the Oral Surgery Department of the local General Hospital.


Mr B was given a general anaesthetic and had all his teeth removed.


He is unable to tolerate wearing a denture. 








"There are not enough dental services for people with special needs and the same services are not available everywhere."





"Services are not joined up. Children are not automatically transferred to adult services"





"Dental disease is often at an advanced stage by the time it is treated, resulting in extractions. In some cases patients are suffering in pain."











"Information on what is available, where it is and who should go is poor."





"Dental decay and gum disease can be controlled. Some people get good advice about looking after their teeth, but some do not get any advice at all."





Factors contributing to the inaccessibility of dental services include:


Poor information regarding available dental services


Access to services including transport


Physical access to the premises and the surgery


Access to appropriate oral health information


The need to be accompanied / reliance on a third party


Negative attitudes to the need to care – individuals and their carers


Anxiety and fear


Cost in emotional, psychological, social and financial terms


Professionals’ attitudes to providing care


Professionals’ lack of training


Access to appropriate Specialist care 


Lack of equal opportunity compared with non-disabled peers








Case Scenario 


Ms R is disabled through polio; she uses an electric wheelchair and an assistance dog to help her get around.


The local GDP refused her treatment because he would not allow the helping dog onto the premises.


At the same time, the drive and three steps to the front door of the Practice prevented her using her chair. She had to try to cope by using sticks which was both painful and dangerous.


She is unable to find an alternative dentist and is left with a broken tooth.


She was not offered a home visit.


The Disability Rights Commission are currently investigating this case. 





"There is very little information about what is needed for special need's oral health care. In some places, people have developed very good ways of providing care, but not everyone is aware of these." 








"People liked to be informed and consulted, but there is not enough clear information for patients and carers. Patients and carers are sometimes ignored."








"There are training needs at all stages of the care pathway"





"There is insufficient data on special needs and a dearth of evidence on the clinical effectiveness of treatments and strategies in this area.





Figure 3- An Integrated Model of Best Practice- Figure 2
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