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RESEARCH

The effectiveness of out-of-hours dental
services: I. pain relief and oral health outcome
R. Anderson,1 D. W. Thomas2 and C. J. Phillips3 

Objective To compare the effectiveness of four types of out-of-hours
emergency dental service, including both ‘walk-in’ and telephone-
access services.
Basic design Questionnaire survey of patients attending weekend
emergency dental services, with measurement of self-reported oral
health status and dental pain (at attendance and follow-up) and
retrospective judgements of change in oral health status.
Setting Two health authorities in South Wales, UK.
Subjects A total of 783 patients who completed questionnaires at
attendance, and 423 who completed follow-up questionnaires.
Results For patients who saw a dentist there were no consistent
differences in the effectiveness of the four services, whether measured
as pain relief, oral health gain or using patients’ retrospective transition
judgements about feeling better after their episode of emergency dental
care. The proportion of patients reporting no improvement (transition
judgements), either an hour after or the day after seeing the dentist,
was surprisingly high (30–40% and 23–38% respectively). Although the
‘rotas for all’ — a telephone-access GDP-provided service for both
registered and unregistered patients — achieved both the highest
reductions in pain scores and the greatest improvements in dental
health status between attendance and follow-up, this effect may reflect
health gains due to care received after the episode of emergency dental
care.
Conclusions Neither the setting where emergency dental patients are
seen, nor the type of dentist who sees them, appear to have any
significant effect on patient-reported health outcomes. Although
further exploration of the factors that predict poor pain relief or low
oral health gain is required, future research on these services should
focus on the process of care and accessibility.
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INTRODUCTION
The wide variation in the types and availability of out-of-hours
dental services in the UK is well documented.1,2 Typically people
not registered as NHS dental patients (or who do not receive reg-
ular dental care under private terms) may only be able to attend a
‘walk-in’ emergency dental clinic, if one is provided in their area,
and if they know or find out that such a service exists. These often
have fixed opening hours, usually on Saturday and/or Sunday
morning for two to four hours, and are located in community den-
tal service clinics, dental teaching hospitals or at district general
hospitals.1 In contrast, most NHS-registered patients should be
able to make telephone contact with a dentist who shares out-of-
hours arrangements with their own dentist (usually a locality-
based rota involving a number of practices). The emergency den-
tist on-call, after speaking to the patient, may then invite them to
be examined at their surgery or at another designated emergency
dental clinic. ‘Universal access’ services — intended for both reg-
istered and unregistered patients — exist in some areas, and these
may use either telephone-based or ‘walk-in’ access arrangements,
and see patients in either hospital, NHS community dental service
(CDS) or general dental surgery settings.1

Despite this diversity in the types of out-of-hours dental care
available, and a wealth of studies of different models of GP-pro-
vided out-of-hours medical care,3-16 there are no comparative
studies that assess the effectiveness of emergency dental care pro-
vided in different ways. This study was originally designed to
compare the cost-effectiveness of ‘universal-access’ out-of-hours
dental care arrangements with ‘conventional’ out-of-hours care
(that is, arrangements where there are separate service arrange-
ments for registered and unregistered patients). However, since
the conventional service alternative is itself a combination of sev-
eral (here, three) different services, the survey has generated
effectiveness data relating to four different service types, which
are accessed, operated, staffed, and resourced in a variety of ways.

The survey findings presented in this paper therefore aim to pro-
vide a comparison of the level of pain reduction and oral health gain
experienced by patients attending the four different service types
that existed in two health authorities in South Wales, UK (Bro Taf
and Gwent), in early 2000. They included a hospital-based walk-in
service (Bro Taf), CDS clinic-based walk-in services (Bro Taf), tele-
phone-access GDP rotas for registered patients (Bro Taf), and tele-
phone-access GDP rotas for both registered and unregistered

 This is the first comparative study of pain relief and oral health gain experienced by
dental patients attending different out-of-hours dental services. 

 Despite the low response rates, the chances of receiving effective care for those who saw
a dentist appears similar across services — whatever the treatment setting, contact
arrangements or the type of dentist seen.

 An hour after seeing the emergency dentist, and even the day after, a considerable
proportion of patients in all four services reported little or no relief from symptoms.

 Further research should focus on explaining who experiences these poor health
outcomes, the possible effect of different service designs on access to care, and on other
outcomes such as good advice and effective reassurance.
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patients (Gwent’s universal access service). The main features of
each service — access arrangements, intended clients, geographical
coverage etc — are described in the text box. Their effectiveness in
terms of patient satisfaction is presented in a companion paper.17

METHOD
Survey design
For thirteen weekends (defined as 6pm Friday to 8am Monday) in
late 1999 and early 2000, all patients attending the four services
were asked to complete a questionnaire at attendance (ie before
seeing the dentist). The patient was asked to complete the ques-
tionnaire by the dentist, or by a receptionist at the walk-in serv-
ices, and was also handed an information sheet about the survey
(in accordance with the research ethics approvals given). All
patients who consented to be followed up were sent a follow-up
questionnaire four to seven days after their weekend emergency
care episode. Telephone reminders were used to encourage non-
responders, with new questionnaires sent out when necessary.

Questionnaire content
The attendance questionnaire asked patients to report their self-
assessed oral health status, including an assessment of dental
pain (and also included a panel for obtaining consent to send a
follow-up questionnaire). Changes in self-assessed oral health
status were measured using an adapted DS-QoL (Dental Health
Status Quality of Life Questionnaire18,19) at both attendance and
follow-up. Other more established measures of oral health status
— such as the OHIP-14 and OIDP instruments20,21 — were judged
to be either too long or otherwise inappropriate for measuring
short-term changes in patients with acute dental problems.
Although the validity and reliability of the OHIP-14 has been
demonstrated amongst walk-in dental patients,22,23 many of the

questions/items are clearly inappropriate for patients who are
attending with severe dental pain or dental injuries (eg embar-
rassment smiling, feeling self-conscious or an altered sense of
taste). The use of a ‘willingness-to-pay’ question (and therefore
the potential to perform a cost-benefit analysis) was ruled out
due to the ethical and practical difficulties it would raise.

As with its general health equivalent, the EQ-5D, the full DS-
QoL instrument captures the main pain and functional/social
dimensions of quality of life that acute dental problems are
known to affect;24 pain/discomfort, eating, speaking, appearance
and ability to perform oral hygiene activities. In this paper we
present only the scores and score changes from the DS-QoL’s
visual analogue scale (VAS); shown in Figure 1a. Similarly we
present the dental pain VAS scores and score changes for patients
attending each service type (Fig.1b). Lastly, the follow-up ques-
tionnaire contained ‘transition questions’:25 these simply asked
the respondent how much they felt better/healthier now, com-
pared with how they felt at some previous time point (eg when
they saw the dentist; Fig.1c).

RESULTS
Oral health and dental pain score changes
A total of 783 attending patients completed the initial question-
naire, and 423 the follow-up questionnaire. These represent 68.6%
of patients seen on study weekends, and 49% of patients sent fol-
low-up questionnaires respectively. The pattern of item non-
response for the different outcomes reported here are more com-
plicated and reveal lower response rates (26% to 47%; see foot-
notes to results tables). Note that response rates to items measured
at follow-up (including transition questions and score changes)
are reported in terms of the proportion of those who were sent fol-
low-up questionnaires. This is justifiable because patients were not
sent a follow-up questionnaire due to administrative issues (not
associated with the outcomes of interest), such as incorrect contact
details. Consent to receive a follow-up questionnaire was refused
by only 5% (49/940) of those contacted, and most (90%) follow-
up questionnaires were completed within four weeks of their
episode of emergency care, median 15 days after. Table 1 shows

Table 2 DS-QoL VAS scores at attendance and follow-up, and score
changes, by service

N Median Mean Std. Deviation

At attendance:
Dental hospital walk-in 102 50 48 24
CDS Sunday walk-in 159 #43 44 24
Rotas for registered 164 #52 52 25
Rotas for all 176 46 47 26
KW = 9.2 p = 0.027
At follow-up:
Dental hospital walk-in 45 65 63 25
CDS Sunday walk-in 69 #64 62 23
Rotas for registered 86 66 66 24
Rotas for all 106 #78 75 18
KW = 14.4 p = 0.002
Score change:
Dental hospital walk-in 36 #8 11 22
CDS Sunday walk-in 59 *11 14 30
Rotas for registered 72 ~8 14 28
Rotas for all 72 #*~26 29 32
KW = 13.5 p = 0.004

Note: VAS anchor statements were ‘Best imaginable dental health’ (at 100 mm) and ‘Worst
imaginable dental health’ (at 0 mm) (see Fig. 1a).
KW = Kruskal-Wallis test statistic (Null hypothesis: the four groups have the same median).
#*~  These pairs of services have significantly different median scores (using the multiple
comparison test procedure described in Siegel 198837).
Item response rates for the DS-QoL VAS: completed by 601 patients at attendance = 53% of
all patients seen on study weekends (1,142), and 59% of all patients who were invited to
complete the initial questionnaire (1,020); completed by 306 patients at follow-up = 36% of
patients who were sent a follow-up questionnaire; score changes were calculated from 239
patients = 28% of patients sent a follow-up questionnaire (859).

Table 1 Demographic and case-mix of respondents to follow-up questionnaire
Dental Hospital CDS clinic Rotas for Rotas for

registered all

Sex
male 60% 53% 40% 44%
female 40% 47% 60% 56%

Age
0-15 0% 5% 16% 16%
16-24 11% 15% 5% 15%
25-34 28% 15% 18% 22%
35-44 15% 24% 23% 26%
45-54 30% 24% 19% 9%
55-64 11% 13% 11% 6%
65 and over 6% 4% 8% 6%

Dentist’s diagnosis
Acute pulpitis only 12% 16% 19% 23%
Dental abscess 19% 29% 23% 38%
Dental injury, dry 9% 16% 20% 12%
socket, gingival or 
periodontal disease

Lost restoration 39% 20% 16% 15%
Other/more than 21% 19% 22% 12%
one diagnosis

Reason for attendance
Toothache only 28% 51% 53% 39%
Toothache with 22% 22% 22% 31%
other problem

Lost restoration 20% 13% 12% 5%
Dental or mouth injury 17% 1% 7% 10%
Swelling only, 13% 13% 6% 15%
or other reason

Registration status
Registered 61% 65% 96% 94%
Not registered/not sure 39% 35% 4% 6%

Base numbers: complete data for age and sex (n = 47, 79,128 and 169 respectively); for
dentist’s diagnosis, n = 43, 74, 69 and 94; patient’s stated reason for attendance (from initial
questionnaire), n = 46, 72, 83 and 87; registration status (from initial questionnaire), n = 41,
69, 81 and 81.
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average in more pain (median pain score 77) than those attending
the other services, but only significantly more pain than those
attending the dental hospital (median 69; α = 0.05 significance
level). Patients seen at the rotas for all also reported the least pain
at follow-up.

As with the DS-QoL score changes, seeing dentists in the rotas
for all created the largest pain reduction between attendance and
follow-up (median score change of -72). This partly reflects that
patients attending the rotas for all had both the highest levels of
self-assessed pain when they sought care, and the lowest levels at
follow-up. However, this is only significantly different from the
pain score change for dental hospital patients (median –47).

Transition questions
The transition question scores, or the categorical responses
derived from the scores (feeling better, the same or worse), were
independent of service type (Kruskal Wallis or Chi-square tests
respectively, at α = 0.05 significance level). This was despite a
higher proportion of dental hospital patients (71%) feeling better
after an hour than patients who had attended the other three
service types (60% in all three).

As expected, for each of the service types the mean and median
perceived improvement increases gradually over time (Table 4).
However, most perceived improvement occurs between a day
after emergency care and follow-up. This implies that the per-
ceived benefits of emergency dental care are partial or that there
is a time-lag in their effect. Interestingly, in all four service types a
higher proportion of attenders reported feeling worse the day
after seeing the dentist, than an hour after. It is only at follow-up
(10 to 17 days after receiving emergency care) that the majority
report feeling completely better (with most DS-QoL scores
exceeding the 85 mm point). However, by this time most patients
will have received further dental care, so any effect cannot be
validly attributed to the episode of emergency care.

DISCUSSION
There were no consistent differences in average effectiveness
between the four different service types evaluated. When assessed
as pain relief, oral health gain, or simply whether people said they
felt better, service effectiveness for patients who saw a dentist
seems to be equivalent across treatment settings (dental surgeries,
CDS clinics, and dental hospital) and following different service
access arrangements (walk-in, or telephone access). However, the
relatively small sample sizes, particularly in relation to the two
walk-in services, together with the low response rates across all
services, prevent a more definitive conclusion. Patients attending
the universal access rotas experienced both the largest average

the demographic and case-mix characteristics of patients who
responded to the follow-up questionnaire in each service.

Table 2 and Figure 2 show the initial and follow-up dental
health status scores, and the mean and median score changes, for
each of the four service types. The Kruskal-Wallis tests and multi-
ple comparison procedures reveal that patients attending the rotas
for registered had an initial DS-QoL score (median 52) that was
significantly higher than that of CDS Sunday service patients
(median 43). At follow-up, patients attending the rotas for all had
significantly higher DS-QoL scores (median 78) than the CDS
Sunday service patients (median 64). The services with the great-
est change in median DS-QoL score — the largest improvement in
self-assessed oral health status between attendance and follow-up
— are the rotas for all. A median DS-QoL score change of 26
amongst these patients was significantly different from the score
changes of 8 or 11 reported by patients attending the other three
service types.

Table 3 and Figure 3 show the pain scores of patients seen in
the different services prior to being seen, at follow-up, and the
mean and median changes between attendance and follow-up. At
attendance, patients seeing dentists in the rotas for all were on

(a) Please put a cross on the line below to indicate how good or bad your (the patient's) own dental health state is today

BEST imaginable WORST imaginable
dental health dental health

(b) Please put a cross on the line to indicate how much pain you have been in today

WORST
no pain imaginable pain

(c) Compared with how you felt when you saw the emergency dentist, how did you feel an hour afterwards? Place a cross on the line to indicate how you felt

no difference
much worse completely better

Fig. 1 Main outcome questions used: (a) DS-QoL visual analogue scale; (b) dental pain visual analogue scale; and, (c) transition question.

Table 3 Pain VAS scores at attendance and follow-up, and score changes, by
service

N Median Mean Std. deviation
At attendance:
Dental hospital walk-in 102 #69 60 31
CDS Sunday walk-in 166 72 67 28
Rotas for registered 157 74 66 28
Rotas for all 195 #77 71 25
KW = 8.7 p = 0.034
At follow-up:
Dental hospital walk-in 40 0 13 25
CDS Sunday walk-in 70 #4 13 20
Rotas for registered 79 0 10 21
Rotas for all 102 #0 7 17
KW = 10.8 p = 0.013
Score change:
Dental hospital walk-in 31 #-47 -41 40
CDS Sunday walk-in 57 -61 -52 32
Rotas for registered 64 -63 -55 31
Rotas for all 71 #-72 -64 27
KW = 10.8 p = 0.013

Note: VAS anchor statements were ‘Worst imaginable pain’ (at 100 mm) and ‘No pain’ (at
0 mm) (see Fig.1b).
#These pairs of services have significantly different median scores (using the multiple
comparison test procedure described in Siegel 198837).
Item response rates for the Pain VAS: completed by 620 patients at attendance = 54% of all
patients seen on study weekends (1,142), and 61% of all patients who were invited to complete
the initial questionnaire (1,020); completed by 391 patients at follow-up = 34% of patients
who were sent a follow-up questionnaire; score changes were calculated for 223 patients =
26% of patients sent a follow-up questionnaire (859).
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improvement in oral health status and the largest pain reduction
between attendance and follow-up. However, since most (90%)
follow-up questionnaires were completed up to four weeks after
the initial episode of care, this is likely to reflect the effectiveness
of other services attended after the weekend.

What was surprising was the high proportion of patients in all
services reporting little or no improvement. An hour after receiving
emergency dental care only two-thirds (60%–70%) said they felt
better, and by the following day there was an increase in the pro-
portion feeling worse than when they attended. By follow-up about
10% of all dental patients reported feeling no different from when
they attended and about 5% reported feeling worse (although,
again this may reflect a lack of in-hours dental service availability

or patient apathy following the episode of emergency care).
Changes between attendance and follow-up in the distribution of
oral health VAS scores also implied a modest or partial relief from
symptoms. More encouragingly however, by follow-up around
four-fifths of emergency attenders had pain VAS scores of 10 or less
(ie no pain, or almost no pain).

The apparent low effectiveness of these services for many
patients may partly reflect the choice of outcome measures: in par-
ticular the implicit focus on relief from symptoms gives no value
to the psychological benefits of advice and reassurance. Thus,
many of those who reported no or little relief from symptoms may
have felt better about their dental problem, or better able to cope
with it, but such benefits would not be captured by the measures
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Fig. 2 DS-QoL VAS scores at attendance and follow-up, by service type
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analysed here. Many patients who seek dental care at weekends
seek reassurance about the meaning of their symptoms, as much as
treatment and relief from the symptoms themselves.24

The main limitations of this study are the small range of serv-
ice types evaluated, that they were in only two areas, and that
within these services a high response rate was not achieved. How-
ever, the two areas themselves were comparable, geographically
and demographically, and they also exhibited arrangements that
were typical of many other areas in the UK.26 The response rates,
while low, may not lead to significant bias:27 a comparison of the
case-mix and age structure of all attenders, initial questionnaire
responders and follow-up questionnaire responders, revealed no
major differences; and a small survey of 77 non-responders (in
Gwent only) also revealed no significant differences between
responders and non-responders.26

Case-mix differences between services
The only significant differences between services in attending
patient characteristics were that the dental hospital saw fewer
children, more aged 45–54, more with lost restorations and
fewer with abscesses or acute pulpitis (Table 1). Amongst the
three other service types, both the dentist-recorded diagnosis
and the patient-reported reason for attendance were independ-
ent of service type. Nevertheless, the rotas for all appear to see
more severe problems (>60% abscesses or acute pulpitis) than
the other three services (31%, 32% and 45%) and this may part-
ly explain their greater reported effectiveness (pain and oral
health score changes). Larger sample sizes might have allowed
a multivariate analysis and revealed more significant and
informative differences in case-mix and patient characteristics
between the services.
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Fig. 3 Pain VAS scores at attendance and follow-up, by service
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Self-assessed changes in oral health status and pain
Although measuring change in health status (over time) is
thought to be most valid if based upon the difference between
separate assessments made at two or more points in time,28 for
measuring relief from acute dental problems this presented a
number of difficulties. Firstly, there are problems of defining pre-
care or baseline levels of oral health status, especially because of
temporal variability in the severity of acute dental problems.29

For example, asking how much pain they felt when attending the
emergency dentist may produce a lower assessment of pain than
if they were asked to assess their worst or average level of pain
during the previous 24 hours.

Secondly, what is the appropriate follow-up period? A short
follow-up period might not be sufficient for the treatment to have
an effect (eg antibiotics for swelling). A longer follow-up period —
say five days or more — means that the patient is likely to have
had more than one episode of care, and any measured ‘effect’ can-
not then be attributed to the initial out-of-hours care episode.
There are also practical difficulties in contacting patients very
soon after an episode of emergency care. In retrospect, patient
‘symptom diaries’ would have been a method worth piloting.

Thirdly, a significant proportion of the pain reductions or oral
health gains measured might be due to ‘regression to the mean’:
that is, simply due to natural, random variation amongst a group
of patients whose baseline health state is near the extreme of a
scale. Another statistical difficulty with these scores is that most
are non-normally distributed, so only non-parametric statistical
tests could be used to detect differences between service types.

Validity and reliability of the effectiveness measures
The reliability of self-assessed health outcome measures for
acute problems is difficult to assure. Inter-rater reliability is
clearly irrelevant and, since acute health problems change rap-
idly — typically from hour to hour — ways of assessing test-retest
reliability are difficult to devise. However, the test-retest relia-
bility of a similar VAS-based transition question was assessed
and found to be good in a study of out-of-hours medical care
(although after the acute phase of the presenting problem),7 and
the value of transition judgements is acknowledged by a recent

review in the dental field.25 Ultimately the validity of transition
questions hinges on how accurately people can recall their level
of dental pain or health status at some point in the past, and this
may be distorted by a number of factors.28

Lastly there is evidence about the validity of using VAS for
measuring dental pain30,31 and their suitability for measuring
change in acute pain states has been demonstrated in other con-
texts,32 but the use of visual analogue scales remains controver-
sial. From this study’s data, an assurance of reasonable validity is
that the pain VAS scores were highly correlated with the Present
Pain Intensity score (ordinal scale 0 – 5) of the McGill Pain Ques-
tionnaire (Spearman’s ρ = 0.79; p< 0.001, for n = 567 subjects),
which is a widely used pain score.33

CONCLUSION
This study provides a useful first step in measuring the effec-
tiveness of services for acute dental problems. Depending on the
outcome measure chosen, evidence of the effectiveness of differ-
ent types of emergency dental service is mixed. Overall, for those
people who got to see a dentist out-of-hours, the chances of
receiving effective care was similar across services, regardless of
the clinic setting or the type of dentist seen. A larger survey
amongst a wider range of services might have generated effec-
tiveness results with more discernible patterns, and higher
response rates would reduce the current potential for bias in
these findings.

Of potentially greater concern are the proportions of patients
in all four services who reported little or no relief from symptoms:
only two-thirds could say that they felt better an hour after seeing
the emergency dentist, and the day after seeing the dentist a tenth
said they felt worse. Further analysis of this survey data will
explore which types of patient or dental problems are associated
with these poor outcomes, and whether the outcomes can be
attributed to particular aspects of their service experience.

These findings need to be viewed in the light of two other
important considerations. Firstly, while the effectiveness of differ-
ent models of service delivery for those who get to see a dentist
out-of-hours is of undoubted interest, it should ultimately be
weighed against the ‘effectiveness’ for those people (in the same
geographical area) who needed but failed to access dental care out-
of-hours. Different emergency dental service arrangements, by
being more or less publicised, and more or less accessible when
they are known to exist, will probably drive different proportions
of patients to seek care from the ‘wrong services’ (eg A & E depart-
ments, or GP out-of-hours co-operatives) and lead others to sim-
ply wait and suffer until Monday morning. With dental services as
fragmented and poorly understood as at present,34 the magnitude
of these other patient flows, and the sub-optimal care received,
should not be underestimated. Second, for every emergency care-
seeking pathway, an ideal measure of service effectiveness should
capture both relief from symptoms and the psychological benefits
of advice and reassurance.24 Despite the methodological difficul-
ties involved,35,36 only after acknowledging these issues can emer-
gency dental services be designed with a comprehensive under-
standing of all the costs and benefits involved.
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Box 1 Out-of-hours emergency dental service characteristics

Services for unregistered patients in Bro Taf Health Authority*
1. Dental hospital walk-in emergency service: Emergency dental clinic within the dental
teaching hospital in Cardiff, on the same hospital site as the city’s Accident and Emergency
department, 1.5km from the city centre. Service operated for two hours (9am until 11am) each
Saturday morning. Service intended for unregistered patients and those undergoing treatment
at the dental hospital. Staffed by two hospital-based dentists, two dental nurses, two
receptionists, and a member of security staff. No patient charges. On average, 11 patients are
seen per two-hour session.
2. Community Dental Service (CDS) Sunday walk-in emergency service: Two emergency
dental clinics within Bro Taf, one (at the Riverside Health Centre) within a kilometre of the city
centre, the other (at the Pontypridd Health Centre) situated about 16km north west of Cardiff,
at a key junction linking the South Wales valleys. Services operated for three hours (9am until
12 noon) each Sunday morning. Service intended for unregistered patients only. Each
emergency clinic staffed by a CDS or GDS dentist, a dental nurse, and a receptionist, and a
member of security staff. Patients are charged at standard NHS General Dental Service rates
for occasional treatment, except those exempt from NHS fees. On average, 12 (Riverside) and
10 (Pontypridd) patients are seen per three-hour session.

Services for registered patients in the southern half of Bro Taf Health Authority*
3. Cardiff East and West emergency dental rotas, for registered patients: A service
provided by any one of 60 dentists from 33 practices in the East Cardiff emergency dental rota,
or one of 45 dentists from 25 practices in the West Cardiff emergency dental rota. Patients
who are registered with dentists that belong to one of the rotas can call an emergency
telephone number (active 6pm Friday to 8am Monday), which goes to a call-handler, who takes
down the caller’s details and passes these onto the dentist for the relevant rota: the dentist
then calls the patient back and, if necessary, invites them to be seen at their own surgery. The
dentists may, at their discretion, use a dental nurse on some occasions when they re-open their
surgery. Patients are charged standard NHS General Dental Service rates for occasional
treatment. On average the East and West rotas handled 27 and 17 callers per weekend, and the
dentists typically saw 19 and 10 of them respectively at their surgeries.

Universal-access service in Gwent Health Authority
4. Gwent East and West emergency dental rotas, for all: A service provided by any one of
76 dentists from 44 practices in the East Gwent emergency dental rota, or one of 59 dentists
from 40 practices in the West Gwent emergency dental rota. Service for any Gwent residents
or visitors, regardless of their registration status. An emergency number, publicised by dentists
and the Health Authority goes to a call-handling agency, who take down the caller’s details
and pass these onto the dentist for the relevant rota: the dentist then calls the patient back
and, if necessary, invites them to be seen at their own surgery or at a designated CDS clinic. The
dentists may, at their discretion, use a dental nurse on some occasions when they re-open their
surgery. Patients are charged standard NHS General Dental Service rates for occasional
treatment. On average the East and West rotas handled 26 and 28 callers per weekend, and the
dentists saw 19 and 20 of them respectively at their surgeries or at the designated CDS clinics.

*Note that the weekend emergency dental services in Bro Taf Health Authority changed in mid-
2000 to a telephone-based ‘universal access’ service.


	The effectiveness of out-of-hours dental services: I. pain relief and oral health outcome
	Introduction
	Method
	Survey design
	Questionnaire content

	Results
	Oral health and dental pain score changes
	Transition questions

	Discussion
	Case-mix differences between services
	Self-assessed changes in oral health status and pain
	Validity and reliability of the effectiveness measures

	Conclusion
	Acknowledgements
	Note
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


