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Introduction

The costs associated with treating patients 
with periodontitis have been estimated to be 
more than £2.8 billion annually.1 Periodontitis 
affects approximately 60% of the population as 
reported in the Adult Dental Health Survey with 
only 10–15% of patients suffering from severe 
disease.2 The latter is in line with figures reported 
worldwide of severe periodontitis.3 Clinical 
assessment of the disease is made using visual 
parameters including assessment of plaque and 
calculus, gingival tissue appearance, including 

oedema and erythema, as well as bleeding on 
probing, recession and probing depths. The 
disease has recently been classified in stages, 
Stage I being <15% or <2 mm attachment loss 
from the cemento-enamel junction, Stage II to 
the coronal third of the root, Stage III to the 
mid root and Stage IV to the apical third.4 The 
first steps in the management of periodontal 
disease involve initial phase therapy which 
comprises of oral hygiene instruction, followed 
by correction of any plaque retentive factors 
and RSD, usually under local anaesthesia, to 
remove any debris or deposits followed by 
reassessment approximately 6–8 weeks later.5 
At the reassessment visit, the need for further 
treatment is ascertained and the patient then 
either managed within the practice setting or 
referred onwards for further intervention.

According to the British Society of 
Periodontology (BSP) guidelines, patients with 
mild to moderate disease as noted by BPE scores 
of 2–3 should be managed by the general dental 

practitioner (GDP) in the first instance, followed 
by a reassessment before making a decision to 
refer the patient either to a specialist provider 
within the hospital services, specialist centres 
or private practice for further periodontal 
intervention.6 Dentists refer patients for a number 
of reasons which include case complexity, patient 
management, competence/skill, second opinion 
and advice and patient requests.7,8,9 Irrespective 
of the reason for referral, the BSP guidelines state 
that prior to a decision for referral being made for 
a patient with periodontal disease, the referring 
dentist would have undertaken an assessment 
followed by the provision of initial phase therapy 
which would have included OHI, to improve the 
plaque control, and RSD.

A preliminary analysis of the referrals to the 
periodontology department of the Eastman 
Dental Hospital indicated that a number of 
patients were being referred with lack of clarity 
as to whether initial therapy had been provided 
despite the referral letter suggesting that this 

Although patients thought they had undergone 
initial treatment, this was at variance to the 
treatment GDPs stated they had provided.

There is scope to improve the quality and 
appropriateness of periodontal referrals.

There is need to improve the knowledge and 
understanding of periodontal disease diagnosis and 
the role of risk factors.

Key points
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treatment had been completed with patients, 
when asked at consultation, being unaware of 
what had been provided.

This audit sought to assess the information 
given in the referral letter and how this 
compared to the patient’s perception of 
treatment they had received prior to referral 
and the clinical findings at the consultation visit 
using a survey method. The referring dentist 
was also asked to complete a questionnaire 
to ascertain the initial treatment they had 
provided prior to making the referral.

Materials and methods

The gold standard was that all patients would 
undergo initial therapy prior to referral as per 
the BSP referral criteria.6 Two data collection 
forms were designed for the survey (Fig. 1 and 
Fig. 2). The first form was designed to collect 
information at the consultation visit and was 
completed by the clinician who saw the patient 
at this visit. It included information provided on 
the referral letter including the BPE scores, the 
patient reported information about the initial 
periodontal treatment they had received prior 
to their referral being made and the clinical 
findings at the consultation. The second form 
was designed for the referring practitioner to 
complete and captured information about the 
initial periodontal treatment they had provided 
prior to making the referral. The questions used 
were the same as those in the first form for ease 
of comparison and the questions were based on 
the BSP’s parameters of care which state:6

• Any patient who has been referred for 
chronic periodontitis should have undergone 
a thorough course of initial therapy in 
primary care

• The above should be reflected by the 
amount of time, number of visits and the 
use of local anaesthesia where appropriate.

One hundred sequential patients were 
selected from new patient clinics to participate 
in this audit. Patients attending the new patient 
clinics were given the option of taking part in 
the survey and those who agreed to participate 
were consented. Referring dentists to the 
hospital were also informed of the project 
and invited to participate. Data collection 
form 1 was completed on clinic and for each 
of the patients who participated, the referring 
dentist was contacted either by post or email 
after the appointment and invited to complete 
data collection form 2. The collected data were 
analysed using Apple Numbers.

Fig. 1  Data collection form 1 used at the consultation visit

Fig. 2  Data collection form 2 sent to the referring general dental practitioner
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Results

One hundred patients agreed to take part in 
the survey and 100 data collection forms were 
completed at the consultation visit. Of the 
100 referring practitioners contacted, only 29 
responded to our request despite sending two 
reminders. Four of the 29 who had responded, 
declined to take part leaving a total of 25 
referring dental practitioners who returned 
the completed questionnaires.

Information provided in the referral letter
Forty-four of the referrers had stated the 
reason on the referral letter as ‘chronic active 
periodontitis’ and 46 had given no diagnosis 
on the referral letter. Of the remaining ten, 
three had stated a diagnosis of aggressive 
periodontitis, six of periodontal disease and 
one of gingival hyperplasia. None of the referral 
letters gave information about risk factors.

Ninety-six referrals had recorded the BPE 
score, however none of the referrals included 
details of all aspects of the initial therapy 
provided (that is, the length of the appointment, 
the use of local anaesthesia, the number of 
appointments and how many courses prior to 
referral, who had provided the treatment and 
when the RSD had been completed prior to the 
decision for referral) with only 49 giving some 
information about the initial therapy that had 
been provided (Table 1).

Information collected at the consultation 
appointment
Of the 100 patients, 44 were males and 56 were 
females with an average age of 46 years (range 
24–76 years).

BPE scores
Only 12 patients had BPE scores that 
corresponded with those provided on the 
referral letter. Of the remaining 88, 58 of the 
BPE scores on the referral letter under estimated 
the severity of disease and 30 over-estimated 
the severity of the disease. The degree of 
variance in the under scoring of the BPE in the 
referral letter compared to that at consultation 
varied either by one score, that is, the GDP had 
reported a score of 2 on the referral letter when 
at consultation this was noted as 3 (n = 37), two 
scores (n = 19) or by three scores (n = 2) that 
is, the GDP had recorded a score of 1 when at 
consultation this was noted as 4. The degree of 
variance in the over scoring of the BPE in the 
referral letter compared to that at consultation 
varied either by one score (n = 22), two scores 

(n = 7) or three scores (n = 1) that is, the GDP 
had recorded a score of 4 but at consultation it 
was recorded as 1.

Diagnosis and risk factors
Eighty-six of the patients were diagnosed with 
chronic periodontitis, five with aggressive 
periodontitis, seven with plaque induced 
gingivitis, one with altered passive eruption 
and one with a perio-endo lesion.

Nine patients were current smokers and 
of the 91  non-smokers, 21 reported to be 
ex–smokers. Other risk factors confirmed 
at consultation included stress (13 patients), 
occlusal trauma (seven patients) and systemic 
conditions (four patients). Ten patients were 
noted to have at least two or more risk factors 
at consultation.

Patient responses collected at the 
consultation visit
Eighty-seven patients reported to be regular 
attenders to the dentist and the remaining 13 
were irregular attenders. Eighty-five  of the 
regular attenders indicated they had received 
oral hygiene instruction prior to referral. Of 
these, 54 (64%) reported that <5 minutes were 
spent on giving them oral hygiene instruction 
with only 6 (7%) stating that >15 minutes was 
spent on giving them oral hygiene instruction 
(see Fig.  3). All smokers (n  =  9) referred 
had received smoking cessation advice prior 
to referral. The details of the responses to 
questions 2, 5, 6, 7, 9  and 10  are given in 
Table 2. Ninety-one patients reported having 

undergone some RSD prior to referral with 
33 (36%) stating 20–30 minutes were spent 
on the visit and seven (8%) stating that <10 
minutes was spent on the visit (see Fig.  4). 
Just over half the patients stated that the RSD 
was undertaken by the dentist and just under 
half by a hygienist. Thirty-four (37%) of the 
91 patients had undergone RSD under local 
anaesthesia and 57 (63%) stated that they had 
received more than one course of RSD in the 
previous 12 months with a range of 2  to 6 
courses. Twenty-six patients (29%) stated that 
their last course of RSD had been at least 6 
months prior to the referral being made with 
an overall range from 1 month to 1 year. Nine 
patients stated that they had not received RSD; 
however, the referral letters for 3 of these stated 
that they had been given RSD prior to the 
referral.

Acceptance for treatment
Thirty-one of the 100 patients referred were 
accepted for treatment into the hospital based 
on the disease complexity and treatment needs. 
The average time taken from receipt of referral 
letter to assessment on the new patient clinic 
was 9 weeks.

Dentist responses collected by post
The information gathered from the 25 
responding participants gives an insight 
into the treatment provided by the dentist 
prior to referral and how this compared with 
the patient’s perception of the pre-referral 
treatment they had received. Table 3 shows 

Number of patients with 
information provided 
from referral letter

Number of patients with 
information found at 
consultation

OHI provided 14 85

Smoking cessation provided 0 9

Debridement provided 48 91

Debridement provided by GDP 34 49

Debridement provided by hygienist 14 42

More than one appointment for debridement 
per course of initial therapy 9 20

More than one course of initial therapy 15 57

Local anaesthesia utilised 17 34

Diagnosis of periodontitis 53 91

Diagnosis of gingivitis 1 7

Risk factors 0 61

Table 1  Findings provided on referral letters compared with findings on new patient clinic
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these compared responses. The key variances 
relate to the provision of OHI and RSD. 
Dentists reported to have spent more time in 
providing OHI than perceived by the patients 
and they also reported longer duration for their 
appointment times for RSD than perceived by 

the patient. The level of oral hygiene reported 
by the dentists was noted to be similar to 
that recorded at the consultation visit. All 25 
dentists and patients reported similar time 
frames between the last visit of RSD and the 
referral being made; however, dentists stated 

that local anaesthesia had been used more 
often than patients had reported. Three of the 
25 dentists provided comments in the free text 
box shown in Box 1.

Discussion

This audit is the first of its kind where an 
attempt has been made to assess patients’ 
perception of the initial phase therapy they 
received prior to being referred for periodontal 
disease compared to the initial therapy the 
referring dentist reported to have provided.

The audit showed that the quality of the 
referral letters was variable, with all of the 
referral letters failing to provide the required 
information about the extent of initial treatment 
provided to the patient prior to the referral being 
made. These findings are consistent with the 
findings of others reported in the literature.10,11 
These reports have suggested the use of referral 
proformas to improve the quality of information 
in the referral.

A proportion of dentists either over scored 
or under scored the BPE. Under scoring 
can result in failure to execute appropriate 
treatment in practice.12 Over scoring could 
be due to the patient having undergone 
subsequent treatment with the dentist after 
the referral being made, post treatment 
healing or simply a case of the dentist over 
scoring to ensure acceptance of the referral.13 
One important point is that the average time 
between receipt of referral and consultation 
was around 9 weeks, which could account for 
some discrepancy in BPE scores. Nevertheless, 
similar findings have already been reported in 
the literature.13,14 The audit does show that the 
majority of the referring dentists (98%) were 
providing a BPE score on the referral letter, 
compared to previous reports where <50% of 
GDPs provided this.13

The referrers’ perception of the patient’s 
oral hygiene largely corroborated with that 
recorded on the new patient clinic with almost 
one third of the referred patients having poor 
oral hygiene. These referrals would have been 
accepted for consultation based on the other 
information in the referral letter, ie complexity 
of periodontal disease. The role of bacterial 
plaque and oral hygiene in the successful 
management of periodontal disease has been 
well established.15,16,17 Patients’ behavioural 
changes are integral to the successful outcome 
of periodontal disease interventions; however, 
the number of referrals received in secondary 
care for periodontal disease would suggest that 

64%

22%

7%
7%

<5 minutes 5-10 minutes 10-15 minutes >15 minutes

Fig. 3  Time spent on being given oral hygiene instruction as reported by patients

8%

23%

36%

33%

<10 minutes 10-20 minutes 20-30 minutes >30 minutes

Fig. 4  Time spent on a debridement visit as reported by patients

Initial therapy provided Number of patients

Received OHI 85

Received debridement 91

Received debridement under local anaesthesia 34

Received debridement by GDP 49

Received debridement by hygienist 42

Received more than one appointment for debridement 20

Received >1 course of initial therapy over previous 12 months 57

Total 100

Table 2  Debridement provided to patients prior to referral as reported by patients
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perhaps this is an area where dentists need 
support and guidance in ensuring that they 
are making the diagnosis of the periodontal 
problems early, communicating this with the 
patient and initiating early intervention to 
prevent disease progression.18,19 Today, the 
role of behaviours and attitudes in managing 
chronic conditions has become an integral 
part of patient care, and it is essential that 
there is recognition of the challenges faced 
by the referring general dental practitioners 
in undertaking this under a general dental 
service (GDS) contract when time pressures 
often dictate the extent of communication and 
intervention that can be achieved. The time 
spent providing initial therapy was recorded 
as a potential surrogate marker of adequate 
initial therapy but there is inherently an aspect 
of recall bias with this type of survey.

Fifty-four of the referrals included a 
diagnosis in the referral letter; however, 14 of 
the diagnoses provided were inaccurate. This 
inability to make a diagnosis raises a number 
of challenges for the referring dentist as this 
could lead to under or over treatment and 
delays in treatment. The former would perhaps 
explain the increasing rate of medicolegal 
litigation in relation to the failure of diagnosing 
periodontal disease.20,21 In this audit seven 
patients were given a diagnosis of chronic 
active periodontitis on the referral letter but, 
at consultation, these patients had a diagnosis 
of dental biofilm induced gingivitis with five of 
the patients having poor oral hygiene. An 
accurate diagnosis would have allowed these 
patients to receive appropriate treatment more 
efficiently. Whilst a correct diagnosis does not 
necessarily relate to whether a referral was 

appropriate or not, it can help the referrer in 
identifying the correct management strategy 
and setting for the patient and remains an 
important factor. Only 31 of the 100 patients 
referred were accepted for treatment (examples 
shown in Fig. 5 and Fig. 6), suggesting that a 
number of patients did not require referral. If 
the referrers had an accurate diagnosis at the 
outset the number of inappropriate referrals 
would likely be lower.

As a guide to referrers, in general, 
referral letters should contain the following 
information:
• Reason for referral
• Diagnosis, including risk factors
• Complexity level according to the BSP 

referral policy6

• Medical history
• Treatment provided thus far, including:

º Number of appointments for RSD
º Number of courses of RSD
º Use of local anaesthesia
º Current BPE scores
º Current oral hygiene level.

The audit also shows that patients’ 
perception of the treatment they had received 
was not entirely consistent with the treatment 
that had been provided to them. This could be 
due to patients’ lack of comprehension, along 

Box 1  Free text comments provided by dentists

For severe periodontitis cases I feel NHS hospitals should consider accepting them as it would greatly benefit 
the patient.

Patient was very satisfied

Treatment and service provided to patient is useful, informative and of a good standard.

I am grateful that it’s available for my NHS patients, thank you for helping. Where NHS services are being 
cut and referral criteria so obtuse in other departments, often patients are forced to have treatment they 
don’t want as there is no alternative, eg extractions instead of complex endodontics/dentures instead of 
bridges/implants. I’m happy with the periodontal service from the Eastman, thank you.

Reported by patient Reported by survey of referrer

Attendance
Regular Irregular Regular Irregular

25 0 25 0

OHI provided
Yes No Yes No

23 2 25 0

Average length of time of OHI <5 minutes 5-10 minutes

Smoking cessation provided (where active smoker)
Yes No Yes No

2 0 2 0

Debridement provided
Yes No Yes No

25 0 25 0

Debridement provided by
Dentist Hygienist Dentist Hygienist

15 10 17 8

Average number of appointments for debridement 1 2

Average length of each appointment for debridement 20-30 minutes >30 minutes

Average number of courses of initial therapy in the past year 2 2

Local anaesthesia utilised
Yes No Yes No

9 16 13 12

Average time since last course of debridement 3.4 3.1

Table 3  Comparison of the 25 dentist responses to questions compared to those given by the patient
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with the clarity of the communication received. 
The patient plays a key role in the management 
of periodontal disease, and thus time needs 
to be invested in ensuring that information 
about the disease is given in a way that can be 
understood and accepted by the patient. The 
current GDS contract has been highlighted as 
a barrier to achieving this.22

Although the BSP standards of care 
mention the steps dentists should follow in 
providing initial therapy, the audit indicated 
that not all referred patients had undergone 
initial phase therapy prior to the referral being 
made. In those patients who had received 
initial phase therapy, the treatment was often 
provided over one visit. There are a number 
of factors that have been reported to affect the 
provision of periodontal disease in general 
dental practice with the current GDS contract 
being the key one.22,23,24,25,26 The BSP guidelines 
stipulate that a referral depends not only on 
the severity of disease, complicating factors 
and complexity of treatment required but 
also on the GDP’s knowledge, experience 
and training as well as the patient’s desire 
to see a specialist or undergo specialist 
treatment.27 According to these guidelines, 
level 1 complexity patients would normally 
be treated in primary care, level 2 complexity 
patients would be treated in primary care only 
if the clinician has the relevant skills with the 
majority of level 3 complexity patients being 
referred. This audit would indicate that the 
majority of the patients were in complexity 
level 2  as noted by the number that were 
discharged back to the referring dentist. This 

is an issue that could potentially be addressed 
with wider implementation of managed 
clinical networks.

The survey did not look at how long the 
referring GDP had been qualified, what 
further training they had undergone or 
where they were based. Thus it is difficult 
to say if the observations made about the 
provision of the initial therapy related 
to the dentists’ knowledge and skill and 
this should be explored further in future 
projects. Nevertheless, a newly qualified 
dentist should be able to diagnose the 
majority of periodontitis cases, which would 
facilitate appropriate referral and efficiency in 
treatment provision. A recent survey of final 
year undergraduate students reported that 
they felt adequately prepared to manage these 
cases.28 Foundation trainers report a decline in 
standards of new graduates and 83% felt that 
new graduates were satisfactory at managing 
periodontal disease.29 The comments made by 
three of the dentists would indicate that there 
may be some gap in the GDPs’ knowledge of 
how to manage the disease.

Any conclusions from the survey of referrers 
should be interpreted with caution due to the 
low response rate of 29% compared to the 
average of approximately 60%, although our 
response rate was similar to that of other recent 
studies within dentistry.29,30,31

Dissemination of the audit findings to 
referrers and course organisation with the 
opportunity for discussion are the action 
points from this audit and will be re-audited 
in the future.

Conclusion

Within the limitations of the audit, the 
results highlight the importance of accurate 
assessment, diagnosis and the importance of 
adequate initial therapy in order to facilitate 
individual patients being treated in the 
appropriate setting in an efficient manner. 
The importance of communication with the 
patient about their disease along with the 
reason and type of treatment is also established 
and the role of risk factors. The audit further 
highlights the variance in patients’ perception 
of the treatment they receive and the need for 
the treating dentist to be vigilant in providing 
clear communication to the patient with 
regards to periodontal disease and their role 
in disease management. There appears to be 
need for further interaction between primary 
and secondary care, education and potentially 
adjustment of the GDS contract with 
incorporation of managed clinical networks 
to improve the management of periodontal 
disease in primary care.
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Fig. 6  Another example of a case that was accepted for treatment due to the severity of bone loss, furcation involvement and infra-bony defects 
in combination with excellent oral hygiene
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