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Are risk-based dental recalls risky?

Derek Richards 

Editor

The routine six-month dental recall has a long history in dentistry. 

In an editorial in 20021 I highlighted that it was Pierre Fauchard in 

the 18th century who first proposed regular dental examinations, 

although he suggested visiting 2-3 times per year. 

‘Those who are diligent on the conservation of their teeth and who 

wish to avoid being the victim of their error or their negligence ought 

to have them examined two or three times every year by an experienced 

dentist ...’ 2 

The idea that regular dental checkups should take place every six 

months was probably popularised by American advertisers of dental 

products in the 1930s and it has remained a popular mantra ever 

since. It was not until 1977 that the evidence-base underlying the 

exhortation to visit the dentist every six months was challenged by 

Aubrey Sheiham in his Lancet paper.3

However, it was almost 30 years later before the first systematic 

review on the question was conducted by Davenport et al.4 Although 

the review included 28 studies, many were cross-sectional and often 

poorly reported. The authors concluded; ‘There is no existing high-

quality evidence to support or refute the practice of encouraging 

six-monthly dental checks in adults and children.’ 

The Davenport review was updated as part of the process for 

the NICE (National Institute for Health and Care Excellence) 

guideline on Dental Recall published in 20045 and subsequently 

a Cochrane review was published in 2005.6 The Cochrane review 

was updated in 2007 and 2013.7 While the Cochrane review 

has been updated it only includes one randomised controlled 

trial,8 and that trial was considered to be at high risk of bias. 

As a result, the review continued with the conclusion that there 

was insufficient evidence to support or refute the practice of six-

monthly recalls. 

Since the initial publication of the NICE guideline in 20045 it 

has been formally reviewed on a number of occasions - 2018 being 

the most recent - after which they indicated that they found no 

new evidence that affects the recommendations in this guideline. 

Nevertheless, the guidelines were grounded on best practice and 

expert opinion derived using formal and informal consensus 

methods.

The key NICE recommendation is that: 

‘The recommended interval between oral health reviews should 

be determined specifically for each patient and tailored to meet his 

or her needs, on the basis of an assessment of disease levels and risk 

of or from dental disease. ‘ 

NICE also recommended the following shortest and longest 

intervals between one assessment and the next assessment: 

• The shortest interval for all patients is three months 

• The longest interval for patients younger than 18 years is 12 

months 

• The longest interval for patients aged 18 years and older is 24 

months.

This was important and a significant move away from what had 

become ‘routine practice’ and has been interpreted in some quarters 

that all adults should move from six monthly recalls to 24 month 

recalls. A blanket move for all patients was never the intention of 

the Guidance panel as it was recommended that the recall interval 

be regularly discussed and agreed based on their oral health risk 

profile and amended up or down accordingly. 

In 2011 the Scottish Dental Clinical Effectiveness Programme 

(SDCEP) published their guidance on oral health assessment 

and review which was based on the NICE recommendations.9 In 

this context it is interesting to look at the Scottish experience as 

the six-monthly check remains part of the Statement of Dental 

Remuneration as it has for decades, and since 2006 the dental 

checkup for adults has been free. Data from the Information 

Services Division10 show that the vast majority of Scottish adults 

did not attend NHS primary care dental services on an annual 

basis, with only 23% attending at least once per year in each 

of the previous six years, with 21% not attending any year in 

the past six years, and with the remaining population attending 

over a range of annual attendance patterns over the same period  

(Fig. 1). 

A scale and polish is a regular element of many a dental check, 

however it is worth noting the conclusions from the recent IQuaD 

trial.11  This was a pragmatic primary care-based trial conducted in 

multiple practices across the UK. The trial compared personalised 

oral health advice (OHA) versus routine OHA, 12-monthly S&P 

(scale and polish) compared with six-monthly S&P, and no S&P 

compared with six-monthly S&P.  The key finding being that there 

was no additional clinical benefit from scheduling six-monthly or 

12-monthly scale and polish. 

Even in patients requiring periodontal maintenance, evidence 

from a 2015 systematic   review12  that included eight cohort studies 

did not find evidence to support a specific recall interval for all 

patients following periodontal therapy. 

Figure1. Percentage of 18+ adults attending at least once per 
year in any one year between 2012-2018

Pe
rc
en

ta
ge

25.00

20.00

15.00

10.00

5.00

0.00
0 1 2 3 4 5 6

©
 
2018

 
British

 
Dental

 
Association.

 
All

 
rights

 
reserved.



www.nature.com/ebd 99

EDITORIAL

Oral cancer and dental recall 
One of the persistent arguments from the profession in relation 

to the dental check-up is that in moving away from regular six-

monthly check ups dentists will miss the opportunity to pick up 

patients with mouth cancer. A recent paper in the British Dental 

Journal highlighted incidence of oral cavity cancer in the UK.13 

The rates were highest in Scotland at 10.0 per 100,000 for males 

followed by 5.9 per 100,000 in Northern Ireland, 7.4 per 100,000 in 

Wales and 7.3/100,000 in England. 

Another BDJ paper by Brocklehurst and Speight14 discussed the 

pros and cons of a national oral cancer screening programme, 

clearly pointing out that currently mouth cancer screening only 

satisfied five out of 20 of the criteria required by the UK National 

Screening Committee. Even where the criteria have been addressed, 

they have only been partially met, while the majority of the other 

criteria have not been considered, so more research is needed. 

Although there is a need to address all the criteria an important 

issue is the limited understanding of the early natural history of the 

disease, particularly in relation to the role and progression of oral 

potentially malignant lesions.

While it is important that dental examination includes the soft 

tissues of the mouth to identify malignant or potentially malignant 

lesions, detecting oral cancer may not be a realistic option, as another 

BDJ paper from Purkayastha et al.15 points out. The Purkayastha et 

al. study was a large population-database data-linkage conducted 

in Scotland, which demonstrated that in Scotland a dentist might 

expect to encounter one case of oral cancer every ten years. It also 

found that 53.7% of oral cancer patients had no dental contact 

in the two years prior to their diagnosis, which decreases the 

opportunity for early detection.  

For oral squamous cell carcinoma two of the most important risk 

factors are tobacco and alcohol use, and potentially the dentists’ 

and dental teams’ most important role in reducing oral cancer rates 

is asking about alcohol and tobacco use and advising patients to 

stop smoking and reduce their alcohol consumption. However, it is 

fair to say that the current NHS dental contracts do not fully specify 

nor fund the time required to deliver brief prevention interventions. 

To address the question I posed in my title I have discussed some 

key reviews, guidelines and papers on this topic. The available 

evidence does not provide any real support for a fixed time interval 

for all patients to visit the dentist, let alone a fixed interval of six 

months. The NICE guidance represents one of the best summaries 

of the available evidence and recommends individual risk intervals 

based on a personalised assessment of their risk which for adults could 

vary between three to 24 months at any given point in a patient’s 

life course. More research is needed in relation to the prevention, 

care, treatment and monitoring of patients’ oral health to ensure 

patients oral health status is maintained to a high standard. For the 

recall interval in particular the results of another pragmatic primary 

care based study, the INTERVAL (investigation of NICE technologies 

for enabling risk-variable-adjusted-length) dental recalls trial16 are 

expected to be in the public domain next year. Hopefully this will 

provide additional high quality information to assess the risk-based 

recall. 
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