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Introduction

Healthcare professionals have a duty to 
safeguard children and promote their 
wellbeing by cooperating with colleagues 
within health services and with other agencies 
such as education, early years and social 
services.1,2 In this context our understanding of 
the dental team’s responsibility and potential to 
recognise concerns about child maltreatment 

has increased considerably in recent years,3,4 
yet research continues to show that dentists 
worryingly lack knowledge about thresholds 
for action.5 Sharing information with health 
visitors and school nurses or with the child’s 
general medical practitioner is often an 
appropriate first step in the process when a 
practitioner is considering whether a child may 
be at risk of harm.6,7 However, communication 
pathways are often poorly developed,5,8,9 and 
it has long been recognised that innovative 
changes in working practices are needed to 
support dental teams to participate effectively.10

Health visitors and school nurses, described 
hereafter as ‘public health nurses’, provide 
universal and targeted community-based 
services to children and young people across 
the 0 to 19 age range. They make an important 
contribution to the prevention of child 
maltreatment and to the early identification, 
recognition and referral of children who are 
at risk of or are suffering harm.11,12 In order 

to successfully fulfil this role they need access 
to information about a child and their family, 
including all relevant health issues and events 
such as hospital admissions. Historically, 
clinical correspondence about hospital dental 
care has routinely only been addressed to 
the referrer, usually the child’s general dental 
practitioner. Sharing information beyond this, 
while desirable and considered good practice,6 
is hampered by the lack of joined up healthcare 
systems.

Since the early 1990s Sheffield has benefited 
from a paediatric liaison service, a dedicated 
service for two-way communication between 
hospitals and community-based health 
professionals, mainly public health nurses. 
Its purpose is to promote integrated working 
across acute and primary care settings in the 
region, in order to safeguard children and 
promote their wellbeing. Sheffield Children’s 
Hospital is commissioned to provide and 
manage this service which is staffed by a 

Describes the role of a dental hospital-based 
paediatric liaison nurse in a formal two-way 
communication pathway between hospital dental 
teams and public health nurses (health visitors and 
school nurses).

Evaluates the reasons for referral to the paediatric 
liaison nurse, further information retrieved, impact on 
number of referrals to children’s social services and 
dental outcomes.

Discusses how this role alongside hospital dental 
teams can help expand dentistry’s contribution to 
safeguarding children.

Key points

Abstract
Aim  Service evaluation of our dental hospital paediatric liaison nursing (DH-PLN) service which provides an additional route 
for information sharing about safeguarding concerns via an agreed pathway for two-way communication with public health 
nurses.

Method  Retrospective analysis of clinical records of all children referred by DH teams to PLN in the three months October–
December 2016.

Results  One hundred and four children were referred; mean age was 6.2 years, 89.4% from Index of Multiple Deprivation 
(IMD) quintiles 4 and 5, and 70.2% were attending for dental general anaesthesia. The most common referral reason was 
dental neglect in 66.3%, followed by missed appointments in 50.0%. The PLN checked child health databases and shared 
information with health visitors and school nurses (46.2% and 53.8% respectively). Feedback retrieved included known 
child maltreatment risk factors in 7.7%. This prompted additional child protection referrals to children’s social services for 
seven children (6.7%). Dental outcomes six months later were: treatment complete in 50.0%, treatment ongoing 28.8%, 
discharged to original referrer with treatment incomplete in 21.1%.

Conclusion  This DH-PLN service promotes integrated multidisciplinary working, helping overcome barriers to dentistry’s 
involvement in safeguarding. It facilitates more accurate assessments of risk of harm to children receiving dental care and 
prompts additional child protection referrals to social services.

1Paediatric Dentistry, Charles Clifford Dental Services, 
Sheffield Teaching Hospitals NHS Foundation Trust, 
Wellesley Road, Sheffield, UK; 2Unit of Oral Health, 
Dentistry & Society, University of Sheffield, Claremont 
Crescent, Sheffield, UK; 3Paediatric Liaison Nursing, 
Sheffield Children’s NHS Foundation Trust, Clarkson Street, 
Sheffield, UK. 
Correspondence to: Jennifer Harris 
Email: jenny.harris@nhs.net

Refereed Paper.
Accepted 12 February 2019
DOI: 10.1038/s41415-019-0488-z

158 BRITISH DENTAL JOURNAL  |  VOLUME 227  NO. 2  |  JULy 26 2019

GENERAL

© The Author(s), under exclusive licence to British Dental Association 2019



team of registered general nurses. Initially 
based in the three acute hospitals in the city 
and with the adult substance misuse service, 
it was expanded to include Charles Clifford 
Dental Hospital in 2011 as a result of the 
recommendations of a serious case review. 
Since that time, a paediatric liaison nurse 
(PLN) has worked three days a week in the 
dental hospital.

Dentists and dental care professionals 
(DCPs) in all departments can refer children 
to the dental hospital PLN (DH-PLN) using 
a standard proforma to initiate information 
sharing. This process follows an agreed 
pathway, as described in Figure 1. On receipt of 
referrals, the PLN accesses the child’s electronic 
record on a range of healthcare databases to 
look for indicators of vulnerability. They note 
any alerts which highlight, for example, that 
the child is the subject of a child protection 
plan, is a looked after child, or that domestic 
violence has previously been reported in the 
family. They then contact the child’s public 
health nurse by telephone to discuss directly. 
The PLN provides feedback to the referring 
dentist and offers them support to complete 

any further necessary actions arising as a result 
of new information. This includes advice and 
assistance to make a child protection referral 
to children’s social care (hereafter referred to 
as ‘social services’) if the child is thought to be 
at risk of significant harm, if not already done.

In addition to documenting in the dental 
clinical records, the PLN service maintains a 
password-protected spreadsheet on a secure 
computer with details of referral information, 
any additional information retrieved, and all 
actions undertaken. The spreadsheet serves 
both as a method of organising workflow and 
tracking case management, and also as a record 
of service provision for generating activity 
reports to management for monitoring against 
the service level agreement.

Locally it is generally accepted that the PLN 
service enables health visitors and school nurses 
to better detect emerging problems and risk 
factors and so to plan targeted interventions 
to support vulnerable families. However, to our 
knowledge, the impact of such a service from 
the perspective of a host dental hospital has not 
been formally evaluated nor has such a service 
been described in the dental literature to date. 

We set out to do so for clinical governance 
purposes in our own organisation and in order 
to share any learning. Therefore, the aim of 
this paper is to describe the DH-PLN service 
and report the findings of our evaluation. Our 
objectives were to identify the reasons why the 
dental team refer to the PLN, to determine 
what additional information is retrieved by the 
PLN to add to the dentist’s assessment, whether 
any additional actions by the dental team are 
required on receipt of feedback from the PLN, 
and what proportion of patients referred to the 
PLN go on to complete necessary dental care.

Methods

A service evaluation project proposal was 
registered with and approved by the host 
NHS trust (reference number 8092). Clinical 
records of all patients referred to the DH-PLN 
service in a three-month period between 
1 October and 31 December 2016 were 
retrieved and examined by a single examiner 
(CS). Data collected on a standard proforma 
included age, gender, postcode and reason for 
PLN referral. The dental treatment modality 

Service

Employer

Location

Staffing

Role

Hospital dental service

Teaching hospital NHS
foundation trust

Paediatric liaison nursing (PLN) Public Health Nursing (PHN)

Dental hospital

Children’s NHS foundation trust

Dentists
DCPs

Paediatric liaison nurse (0.6fte)

Multiple community sites 
(e.g. GP surgeries, MASH, schools) 
Health visitors (HV)
school nurses (SN)

• assesses child or young 
person (CYP)

• identifies safeguarding concerns
• informs parents of intent to

share information
• makes immediate social care

referral for urgent or significant
concerns

• completes PLN referral proforma,
including for early and non-urgent
concerns

• receives referral proforma
• checks CYP’s details against databases: 

e.g. children’s hospital, SystmOne
• notes any safeguarding issues
• enters dental concern onto Systm One
• finds PHN contact details
• phones PHN to share information,

following with written summary
letter where appropriate

• discusses and agrees any further
actions needed

• receives PLN’s phone call
• accesses CYP’s records
• shares information from CYP’s record
• records information received from PLN
• discusses and agrees any further

actions needed

• completes any further actions,
such as social care referral

• documents in hospital records
• discusses with parent as 

appropriate
• shares information with referring

dental practitioner as necessary

• records information from HV/SN in
hospital records

• feeds back to clinician
• offers support to clinician to complete

any recommended further actions
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PLN = paediatric liaison nurse/nursing; CYP = child or young person; GP = general medical practitioner; MASH = multi-agency support hub
*for nature of information shared see Table 1 and Box 1; **for nature of information shared see Table 2
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Fig. 1  Information sharing pathways in a dental hospital-based paediatric liaison nursing service
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(general anaesthetic, inhalation sedation, 
local anaesthetic and/or non-pharmacological 
management) was noted and number of teeth 
scheduled for extraction (if extractions were 
needed). An arbitrary cut-off point six months 
after the date of PLN referral was calculated, 
at which the outcome of dental treatment 
was noted: whether treatment complete and 
discharged, complete and placed on recall, 

treatment still in progress, or discharged 
with incomplete treatment. Further data were 
collected from the PLN’s spreadsheet. This 
included professionals contacted, information 
received and whether a social services child 
protection referral was subsequently made.

Data were entered into a spreadsheet 
(Microsoft Excel) and held on a secure trust 
computer. The Index of Multiple Deprivation 

IMD online tool13 was used to determine 
deprivation scores using children’s home 
postcodes and descriptive statistics were 
generated. Paediatric dentistry departmental 
information on incoming referrals, proportion 
requiring GA and average number of teeth 
extracted, was obtained from routine service 
monitoring records for comparison.

Results

Patient characteristics
A total of 104 (53 male and 51 female) 
children were referred to the DH-PLN in the 
three-month study period, a mean of 35 per 
month. Of these, 102 were referred from the 
paediatric dentistry department and two from 
orthodontics. There were no referrals from 
other clinical dental specialties. The mean age 
at referral was 6.2  years (standard deviation 
3.7  years, range 0.7–17.4  years). Analysis of 
postcode data indicated that 89.4% of referred 
children lived in the two most deprived Index of 
Multiple Deprivation (IMD) quintiles (quintile 
1  =  1.9%; 2  =  1.9%, 3  =  6.7%, 4  =  25.0%, 
5 = 64.4%). For the majority of children (70.2%) 
the dental treatment modality was general 
anaesthesia. When extractions were needed, the 
mean number of teeth extracted was 9.2.

For comparison, paediatric dentistry 
departmental information indicated that 
the mean age of children referred to the 
department for all reasons was 7.2 years, 47% 
required treatment under general anaesthesia 
and, when extractions were needed, the mean 
number of teeth extracted was 7.4. The mean 
number of children referred to PLN per 
quarter in the two years 2016–17 was 106, as 
derived from PLN records.

Reasons for referral to PLN
The main reasons for referral are shown in 
Table 1. Seventy-five percent of patients had 
more than one reason for referral category. 
The commonest category was ‘significant 
caries and/or dental neglect’ in 69 of 104 
cases (66.3%), followed by ‘failure to attend 
appointments’ in 50.0% of children. Nine 
children had been discussed with or referred 
to children’s social services by the dental 
team before PLN involvement, for example to 
discuss with the child’s named social worker (if 
they had one) or to make an informal enquiry 
or a child protection referral. Additional 
‘free text’ reasons for referral and further 
information relevant to the child’s wellbeing 
were frequently shared with the PLN (Box 1).

Proforma referral category* No of children (%)

Significant caries and/ or dental neglect 69 (66.3)

Failed to attend appointments** 52 (50.0)

No general dental practitioner 13 (12.5)

Dental hospital contacted social services 9 (8.7)

Delayed presentation for treatment 7 (6.7)

New trauma, not previously attended children’s hospital emergency department 7 (6.7)

No general medical practitioner 0 (0)

Repeated emergency appointments 0 (0)

*each child may have more than one reason for referral
**proforma now updated to ‘was not brought to appointments’14

Table 1  Proforma reason selected by the dentist for referral of children (n = 104) to the 
paediatric liaison nursing service

Number of children

n (%)

Public health nurse contacted

Health visitor 48 (46.2)

School nurse 56 (53.8)

Social services referral prompted by PLN involvement

Referral completed 7 (6.7)

Referral not deemed necessary 97 (93.3)

Dental treatment modality

General anaesthetic 73 (70.2)

Inhalation sedation 3 (2.9)

Local anaesthetic or non-pharmacological 14 (13.5)

Never attended for assessment 8 (7.7)

No treatment required 6 (5.8)

Dental treatment outcome (6 months after PLN referral)

Treatment complete and discharged 48 (46.2)

Treatment complete and on recall 4 (3.8)

Treatment still in progress 30 (28.8)

Discharged with incomplete treatment 22 (21.1)

Table 2  Information sharing, social services referrals, dental treatment modality and 
outcome for children referred to the paediatric liaison nurse (PLN) (n = 104)
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Information sharing
Information sharing, social services referrals, 
dental treatment modality and outcome are 
shown in Table 2. The person contacted by the 
PLN to share information with was the child’s 
health visitor in 46.2% of cases and school 
nurse in 53.8%. Information gained from this 
discussion was shared back to the dental team 
(Box 2). In eight cases, or 7.7% of children 
referred to the PLN, new information was 
received about previously documented risk 
factors for child maltreatment and this, when 
considered together with information already 
known to the dental team, directly prompted 
making a child protection referral to social 
services in seven cases (6.7%).

Six months after PLN referral, the required 
course of dental treatment had been completed 
for 50.0% of children. For 28.8%, treatment 
was ongoing and 21.1% of children had been 
discharged to the original referrer, usually their 
general dental practitioner, with treatment 
incomplete (Table 2).

Discussion

Sharing information is essential if the 
dental team is to meet its duty to safeguard 
and promote children’s wellbeing. Indeed 
information sharing is described in 
government guidance as ‘an intrinsic part of 
any frontline practitioner’s job when working 
with children and young people.’15 It helps to 
ensure that a child ‘receives the right services 
at the right time and prevents a need from 
becoming more acute and difficult to meet.’15 In 
an in-depth analysis of 66 serious case review 
reports in England between 2011 and 2014, 
undertaken to find out what went wrong and 
learn lessons when a child has died or been 
seriously harmed by maltreatment, only one 
was found where information sharing was 
not specifically mentioned.16 The authors 
stated: ‘the centrality of information sharing 
to effective child safeguarding cannot be 
stressed enough’.16 They went on to stress the 
importance that communication must be 
two-way, must follow agreed pathways and be 
triangulated and verified; all features of our 
DH-PLN pathway.

Safeguarding concerns may present to 
the dental team with signs and symptoms of 
maltreatment, as concerning behaviour or 
interaction between children and parents or 
as direct disclosure of abuse.7,17,18 Furthermore, 
a wide range of other signs of vulnerability can 
become apparent in the course of providing 

dental care.4 Dentists must follow local 
safeguarding children procedures, including 
pathways for child protection referral to 
social services when concerned that the 
child is currently experiencing or is at risk 
of significant harm from abuse or neglect.1 
This DH-PLN pathway presents an additional 
route for information sharing and, particularly 
for less specific concerns, an opportunity to 
explore whether further action would be 
indicated, such as referral for early help for 
families needing additional support.

Unsurprisingly, our evaluation showed 
that referrals to the DH-PLN were primarily 
from the department of paediatric dentistry. 
In comparison to all children newly seen in 
the department, children referred to the PLN 
were younger (6.2 vs 7.2 years), more likely 
to require general anaesthesia (70% vs 47%) 
and to need more teeth extracted (9.2 vs 7.4). 
The most common reasons given were dental 
neglect (66.3% of referrals to PLN) or the child 
not being brought to appointments (50.0%). 
Note that PLN referrals are not a direct 
equivalent, but these findings echo those of 
two recent robust research studies in Sweden19 
and Norway18 in which the same two reasons 
were most frequent when dentists made 
child maltreatment reports (child protection 
referrals) to social services: dental neglect/
grave caries; and missed appointments/not 
brought. Children living in areas of deprivation 
predominated in our sample, as in that of Kvist 
and colleagues.19

It is already known that UK dentists with 
an interest in paediatric dentistry commonly 
encounter dental neglect. In a 2005 survey, 
80% reported seeing children with neglected 
dentitions weekly or more frequently.10 At that 
time 42% said they rarely or never ‘discuss 
these cases with another health professional’ 

and 96% rarely or never ‘refer to social 
services.’ While we would expect practice 
to have improved now that clear guidance6,7 
and more training are available, barriers still 
remain. A UK study using fictitious vignettes 
found that fewer dentists correctly planned 
child protection actions for a child having 
multiple extractions of carious teeth under 
general anaesthesia, when compared to nurses 
and doctors.5 Differentiating between dental 
caries and dental neglect can be challenging, 
although evidence to inform decisions is 
available.20 Furthermore, paediatric dentists 
describe facing clinical and ethical dilemmas21 
which may result in fewer referrals to social 
services than would be expected if guidelines 
were followed completely. Our DH-PLN 
service provides a ready opportunity for 
discussion to be initiated on the dental team’s 
behalf as a first step. In our study this process, 
specifically the information retrieved and 
feedback obtained from public health nurses, 
culminated in the dental team making a child 
protection referral to social services for an 
additional 6.7% of cases (seven cases in three 
months) where otherwise they would not have 
done so. Additional information retrieved was 
mainly alerts to known risk factors for child 
maltreatment, such as domestic abuse or 
parental alcohol dependence.

Six months after PLN referral, half the 
children had completed their dental treatment. 
For 28.8% it was still in progress and 21.1% 
had been discharged from the dental hospital 
with treatment incomplete. Without a control 
group it is not possible to say whether these 
dental outcomes had been improved by PLN 
involvement. Nevertheless, we are encouraged 
that research elsewhere demonstrates that 
public health nurses are both keen to receive 
feedback from dental services8 and are 

Box 1  ‘Free text’ further referral information shared by the dentist with the 
paediatric liaison nursing service (frequency in brackets)

Electronic alert (Medway) noted on children’s hospital records system (8); pain and/ or infection (6); child 
protection plan/social worker involvement (5); medical reasons (3); overweight (3); was not brought to 
appointment for general anaesthetic (2); health visitor referral/concern (2); underweight (1); unsure of fam-
ily address (1); not starved for general anaesthetic (1); phone line unobtainable (1); eleven children in family 
(1); self-harm (1); history of child playing adult video games (1); disagreement between parents as to who 
should have brought child to appointment (1); unkempt appearance (1); mother and father away (1)

Box 2  Additional information retrieved by the paediatric liaison nursing 
service and shared back to the referring dentist (frequency in brackets)

Known risk factors for maltreatment, such as domestic abuse or parental alcohol dependence (8); history of 
tuberculosis infection in the family (2); excluded from school (1); poor school attendance (1)
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enthusiastic about supporting attendance and 
improving oral health in those most in need.9

It is important to note that children were 
only discharged back to the referring dentist 
with treatment incomplete if deemed not at 
risk of pain or infection. It is likely that some 
simply required preventive care, which could 
be provided more conveniently close to home 
by the primary care dentist, or the problem 
for which they had originally been referred 
had now resolved. All necessary safeguarding 
actions were first completed and a copy of the 
discharge letter was sent to the general medical 
practitioner. A question remaining is whether 
those children subsequently went on to 
complete dental care outside the timeframe of 
the study, whether in primary care or following 
re-referral to the dental hospital.

These findings serve as a reminder, as 
primary care dental practitioners will be 
well aware, that, despite best efforts, children 
discharged from dental hospital care may 
have both unresolved dental treatment 
needs and other vulnerabilities that require 
further management; a responsibility that is 
shared between hospital and primary care 
providers. Long waiting lists for treatment or 
long waits between consecutive appointments 
can make it particularly difficult to monitor 
children’s progress in overstretched services, 
thus requiring practitioners to be constantly 
vigilant.

Interestingly, the department of orthodontics 
made low use of the PLN service relative to 
the number of children and young people 
attending. This is probably because the most 
common dental safeguarding concerns (dental 
neglect and missed appointments) apply less 
frequently to orthodontic patients, who are not 
usually accepted for treatment unless they have 
excellent oral health and motivation. However, 
children and young people with important 
safeguarding concerns have previously been 
identified by our orthodontic colleagues and 
we consider it essential that the DH-PLN 
maintains regular contact with all dental 
specialties which treat either children or adults 
who are parents, even those specialties that 
make less frequent use of the service.

This service evaluation generated a number 
of action points for our own attention, notably 
the aforementioned need to raise awareness of 
the service and for the PLN to maintain regular 
contact with all dental specialties. In addition, 
it provides evidence of impact on the number 
of referrals made to social services. Beyond 
this, our findings will to be of interest to 

others who are looking for innovative ways of 
supporting safeguarding practice in dentistry 
and may want to consider implementing 
something similar, perhaps prompted by 
new commissioning standards.22 We found 
a wide variety of models of liaison nursing 
services described in the literature, including 
in mental health, intensive care, maternity and 
child health,23 and safeguarding,24 but none for 
dentistry. To find out more we contacted 15 
UK hospital paediatric dentistry units by email 
and received 14 replies. Five reported access 
to dental-specific PLN support or equivalent 
(of which one had just been withdrawn due 
to lack of funding), four had contact with 
multiple PLNs at associated children’s hospitals 
and the remaining five had no PLN service. 
In one unit ‘safeguarding champion’ was an 
alternative name for the role.

This service evaluation has a number of 
limitations. Had available resources allowed 
us to examine a larger sample of records, we 
would almost certainly have detected a wider 
range of less commonly encountered types of 
concern, risk factors and vulnerabilities. It is 
also important to acknowledge factors that 
were beyond the scope of this study. We do 
not know whether all children who might have 
benefited were referred to the PLN. Our results 
will have underestimated the total number of 
children with safeguarding concerns seen in 
the dental hospital, since some concerns will 
have been identified and fully handled by 
the dentists themselves without recourse to 
the PLN.

Evaluating what action the health visitors and 
school nurses took as a result of information 
received from the dental hospital via the PLN 
was also outside our scope. Anecdotally, 
although keen to avoid being used as a ‘was 
not brought’ follow-up service, they frequently 
contacted families to encourage dental 
attendance. We do not know to what extent 
they provided any other support to families 
or themselves made additional referrals to 
social services as a result of dental information 
sharing. Nor could we determine whether 
children’s lives improved as a consequence of 
any of this activity.

The PLN role is a rare opportunity for 
paediatric nurses and the dental team to work 
together so closely, and we have observed that 
staff value this working relationship, but any 
wider benefits to both professional groups 
of this multidisciplinary approach remain 
unexplored. Further work would be beneficial 
to address these questions, to include an 

economic evaluation and to compare with a 
dental nurse acting in the liaison role.

Conclusion

The DH-PLN service enables two-way 
communication between the dental hospital 
and other healthcare professionals, mainly 
public health nurses, via an agreed pathway. 
This promotes integrated multidisciplinary 
working and helps overcome known barriers 
to dentistry’s involvement in safeguarding 
children. The main reasons dentists refer to 
the DH-PLN to initiate information sharing 
are dental neglect or missed appointments. 
In addition, the DH-PLN retrieves additional 
information, which would be otherwise 
inaccessible to the dental team, from health 
records and discussion with public health 
nurses. Dentists receive feedback if other 
concerns have been identified elsewhere, 
such as domestic abuse or parental alcohol 
or substance misuse. This facilitates more 
accurate assessments of risk of harm to 
children receiving dental care and sometimes 
prompts additional dental team action such 
as making a child protection referral to social 
services.
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