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The role of dental therapist in 
the management of paediatric 
patients with hypodontia
1.  Oligodontia is a term used  

to decribe:

A.  3 missing teeth excluding  

third molars

B.  6 missing teeth excluding  

third molars

C.  4 missing teeth excluding  

third molars

D.  total lack of one or both  

the dentitions

2.  This research study comprised of:

A.  50 patients with congenitally  

missing teeth

B.  30 patients with congenitally  

missing teeth

C.  34 patients with congenitally  

missing teeth

D.  16 patients with congenitally  

missing teeth

3.  In this study, the number of patients 

with congenitally missing teeth seen  

by a therapist was:

A.  4

B.  10

C.  14

D.  34

4.  The oral hygiene was noted to  

be inadequate in:

A.  25% of the patients

B.  30% of the patients

C.  62% of the patients

D.  41% of the patients

Periodontal litigation and the 
dental hygienist
1.  Negligence claims in dentistry:

A.  are becoming less frequent

B.  arise from the automatic duty of care 

of all dental professionals

C.  are always due to intentional acts

D.  arise in the Law of Contract

2.  A hygienist may be involved in litigation 

due to:

A.  failing to inform the patient/dentist of 

existing periodontal disease

B.  failing to remove all hard deposits from 

periodontal pockets

C.  failure of fissure sealants within six 

months of placement

D.  not motivating patients enough to 

improve their level of oral hygiene

3.  The ‘routine scale and polish’ trap 

can be exploited legally:

A.  only in the High Court

B.  when the dentist refers a patient to a 

periodontist

C.  when the hygienist has not recorded a 

BPE for 12 months

D.  because discrediting the hygienist as 

well as the dentist can lead to higher 

compensation for the patient

4.  To treat periodontal disease and avoid 

litigation, the hygienist:

A.  must take full responsibility for the 

patient’s level of oral hygiene at home

B.  does not have to tell the patient about 

their periodontal disease

C.  should write down the patient’s 

responses, in their own words, to 

information given

D.  should always recommend a 

chlorhexidine mouthwash

To submit your answers, please see  
the instructions on the following pages. 
The deadline for submission of this set  
of answers is 23 September 2010.
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primary complaint, patient cooperation, 

oral health, medical and dental history 

and genetic history. The teeth present in 

the mouth, teeth missing, teeth extracted 

and unerupted teeth present on the 

orthopantomogram were noted. Account 

was made of any supernumeraries and the 

occlusal examination. Information regarding 

the treatment carried out and treatment 

outstanding was collected. The treatment 

allocation data was also noted.

Out of the 50 patients, 16 patients  

had acquired hypodontia and were 

excluded from the study. Hence the study 

comprised of 34 patients in total with 

congenital hypodontia. 

The data input was done on SPSS and 

subsequent statistical analysis was performed. 

Results

Of the 34 patients included, 22 were male 

and 12 female. The mean age was 13 years 

(SD = +/-3). Twenty-three patients had 

familial hypodontia and three patients had 

hypodontia associated with syndrome of 

which two had ectodermal dysplasia and one 

suffered from Wiskcott-Aldrich syndrome. 

Twenty-five patients were regular dental 

attenders and two of the patients were only 

occasional attenders. Data regarding dental 

attendance for the other seven patients were 

not recorded.

Figure 1 summarises the complaints of 

these patients. The primary complaint for 

29% of patients was missing teeth. There 

were other complaints for example ‘teasing 

at school’, ‘gaps between teeth’, ‘small teeth 

and slow eating’. In 6% of the cases parents 

were concerned with the child’s appearance.

Co-operation was noted to be good in 26 

patients, three patients were uncooperative 

and it was not recorded in five patients. 

Figure 2 details the oral health of the 

patients. In 12% of the cases, the oral 

hygiene was not recorded at all. It can be 

noted that oral hygiene was noted to be 

inadequate in 41% of these patients.

Figure 3 shows the number of missing 

teeth. The most common missing teeth were 

upper lateral incisors followed by upper 

and lower third molars. Lower canines were 

noted to be least commonly missing in this 

study. Fifteen patients had more than six 

teeth missing.

Figure 4 indicates the prescribed 

treatment at initial treatment planning 

stages; this includes oral hygiene instruction 

and dietary advice, scaling and polishing, 

study models, fissure sealants, preventive 

resin restorations, simple conservation and 

extractions. In all cases long term treatment 

planning had been discussed and planned 

to include orthodontic and advanced 

restorative treatments, for example space 

closure, prosthetic appliances, composite 

additions, bridges and implants. The exact 

nature of this was not included in the remit 

of this study. Out of the 34 patients only 

four (11.76%) had a referral to and were 

seen by a therapist.

Discussion

This study indicates that the majority of 

the initially prescribed treatment could 

be performed by a dental therapist. 

Disappointingly, a therapist saw only four 

out of the 34 patients and alarmingly from 

the data it appears that dietary advice and 

oral hygiene instruction was not given to 

many of the patients. This is obviously 

paramount for this group of patients to 

maintain their dentition and facilitate long 

term treatment planning. However, for this 
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Fig. 3  Location and number of missing teeth

Fig. 4  Prescribed treatment for number of teeth at initial treatment planning 

stages (OHI: Oral health instructions; DA: Dietary advice; PRR: Preventive 

resin restoration)

‘  This study 

indicates that 

the majority 

of the initially 

prescribed 

treatment could 

be performed 

by a dental 

therapist.’

refers to more than six teeth missing 

excluding third molars.  Vanwijk and Tan 

have proposed a procedure for assigning 

values to all possible combinations of 

missing teeth called the tooth agenesis 

code (TAC), which describes the pattern of 

missing teeth.  A recent review by Lamour 

et al. on the prevalence and aetiology of 

hypodontia suggests its prevalence in the 

permanent dentition is between 2.6% and 

11.3% worldwide with relatively consistent 

prevalence rate of 4-4.5% in the UK.  The 

prevalence of oligodontia in the Caucasian 

population is less than 1% and is found 

in higher incidence in women than men.  

Oligodontia can occur as an isolated 

non-syndromic condition or as part of a 

syndrome such as ectodermal dysplasia. 

The non-syndromic or familial form of 

hypodontia can follow autosomal dominant, 

autosomal recessive or sex-linked patterns 

of inheritance. Recently mutations in MSX1, 

PAX9 & AXIN2 have been demonstrated to 

be associated with isolated non-syndromic 

oligodontia in humans.  In addition, 

congenitally missing teeth could be related 

to endocrine, local and environmental 

factors. In nonsyndromic oligodontia, 

there is sometimes asymmetry of agenesis 

between right and left sides in the maxilla 

and mandible.  Missing permanent teeth 

are seen in about 30-50% of patients with 

missing primary teeth. The mandibular 

second premolar and maxillary lateral 

incisor are the teeth most commonly 

missing in the Caucasian population.

Multidisciplinary approach

Hypodontia or missing teeth, though 

uncommon, is an important anomaly 

of tooth eruption. It is imperative for 

dental clinicians to be aware of the 

psychosocial, functional implications 

of this condition and understand that 

the optimal management of many of 

these cases can be facilitated through a 

multidisciplinary approach; in most cases 

in combination with the patient’s general 

dental practitioner.  As a team member the 

general dental practitioner should be able to 

diagnose and discuss the condition, reassure 

the patient and their family and refer the 

patient to the appropriate multidisciplinary 

clinic in complex cases. The therapist 

can play a very vital role in the detection, 

treatment and discussion of the implications 

of congenitally missing teeth with their 

families and have been proposed to act 

as potential referral sources to geneticists 

interested in the research on the cause of 

familial hypodontia.  Screening of the 

families helps in the early identification and 

treatment of these cases.

Treatment cascade

Paediatric patients with multiple missing 

teeth can require a significant amount of 

dental care through a care pathway from 

an early age to provide them with a long 

term functional dentition. The treatment of 

more severe cases of hypodontia generally 

involves the orthodontist, paediatric dentist, 

restorative dentist, maxillofacial surgeons 

and dental therapist. The treatment cascade 

could involve tooth movement to create 

or close space, implants, adhesive bridges, 

removable or fixed partial dentures or a 

combination of these. The treatment  

should be to improve both aesthetics and 

function. However, the aim of the treatment 

should be to target at prevention and 

minimise the need for extensive restorative 

treatment other than the replacement of 

missing teeth.

Accepting the importance of a 

multidisciplinary team for the treatment 

of paediatric patients with hypodontia, 

this investigation aimed to ascertain the 

types of treatment prescribed for a random 

group of hypodontia patients and whether 

those procedures could be carried out 

by a therapist within their clinical remit 

whilst accepting a gold standard that 

patients diagnosed with hypodontia would 

have at least one visit or contact with a 

therapist to establish a preventive regime 

and have records ie study models taken. 

The investigation was also carried out to 

find out if the therapist could effectively 

address the facilitation of the treatment 

of these patients. This study also aimed to 

propose the idea of a model care pathway 

for the treatment of these patients as has 

been suggested for the management of 

ectodermal dysplasia and severe hypodontia 

by Hobkirk et al.

Materials and methods

A total of 50 patients were randomly 

selected from the patients who had attended 

the hypodontia clinic in the last five years 

at Birmingham Dental Hospital. The 

randomisation was achieved by numbering 

all of the patients from number 1 to include 

the last patient. A random numbers table 

was used as a guide to randomly select  

the patients. 

The precompiled hypodontia clinic 

data collection sheet was used to record 

the relevant information. Case notes were 

used to gather data regarding age, sex, 

‘  Hypodontia 

describes the 

absence of one 

to six teeth 

excluding third 

molars, but is 

most often used 

when a patient 

has congenitally 

missing teeth.’

Fig. 1  Patients’ complaints
Fig. 2  Oral health of the patients
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Introduction
Dental therapists and hygienists have played a vital role in the promotion of dental health prevention of dental disease for over 45 years. The dental profession must understand their potential and appreciate their values and skills. Dental therapists can now carry out a range of procedures and with the introduction of additional duties in 2002, the therapist can also treat a wide range of high treatment need patients including the dentally anxious and medically compromised. However, it has been noted that the dental 

profession has not fully recognised the clinical remit and cost-effectiveness of these individuals and this group is mostly adopting a preventive role in the general dental service with an incomplete utilisation of their skills.
Hypodontia
Hypodontia specifically describes the absence of one to six teeth excluding third molars, but is most often used when a patient has congenitally missing teeth. Anodontia refers to the total lack of one or both the dentitions whereas oligodontia 

The role of dental therapist in the management of paediatric patients  with hypodontia
By Meena S. Ranka,1 Thaira Parveen2 and Sarah McKaig3

1 Specialist Registrar, Restorative Dentistry, Liverpool Dental Hospital, Pembroke Place, Liverpool, L3 5PS; 
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Objectives  To determine the role of the dental therapist in the multidisciplinary management of paediatric 

patients with hypodontia. Design  Hypodontia data collection sheet. Subjects and methods  Fifty patient 

records were randomly selected from patients who had attended over the last five years to a multidisciplinary 

hypodontia clinic at Birmingham Dental Hospital. Data regarding the age, sex, level of cooperation, 

complaints, oral health, medical and dental history, genetic history, teeth present and teeth missing, 

occlusion, treatment carried out and treatment outstanding were collected. Subsequent statistical analysis 

was done with SPSS. Results Sixteen patients had acquired hypodontia and 34 patients had congenital 

hypodontia. Those with acquired hypodontia were excluded from this study. Of the 34 with congenital 

hypodontia 22 were male and 12 female. The mean age of these patients was 13 years (+/- 3 SD). Fifteen 

patients had more than six teeth missing. Teeth most commonly missing were upper lateral incisors. Sixty-

eight percent had familial hypodontia and 9% had hypodontia related to a syndrome. Of the prescribed 

treatments, oral hygiene instruction with disclosing and dietary advice was prescribed in 16, scaling in five, 

fissure sealants in two, preventive resin restoration in one, study models in ten, simple conservation in 11 and 

extractions in 17 patients. In addition to this, all 34 patients had treatment plans for orthodontic and advanced 

restorative treatment. Conclusion All of the patients in this study were managed with a combination of 

orthodontic and restorative treatment. In this group of patients, it was seen that a dental therapist could have 

carried all of the initially prescribed treatments effectively. Disappointingly not all the patients were given 

dietary advice or oral hygiene instructions, which is paramount for this group of patients to maintain their 

dentition and facilitate long term treatment planning.
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2.  Lack of informing the patient or dentist of 

periodontal disease

3.  Lack of periodontal referral for further 

treatment and advice

4.  Inadequate documentation.

Scale and polish trap

The majority of UK hygienists would consider 

their observations to be recorded in full. 

However, the ‘routine scale and polish trap’ 

may lull dentist and hygienist into a false sense 

of security and allow a wise litigation lawyer to 

include the hygienist in any negligence claim. 

Discrediting the dentist and the hygienist can 

result in a higher compensation claim for the 

client. The ‘scale and polish trap’ assumes that 

regular appointments for calculus removal 

with basic oral hygiene instruction, and 

recording areas of bleeding on probing, with 

associated pocket depths, are adequate to 

avoid litigation. Such appointments may be 

classed as maintenance programmes, especially 

under managed care schemes. However, these 

regular ‘cleaning’ appointments may simply 

be maintaining a level of disease in the mouth, 

leaving the patient unaware of the true risk to 

their systemic and oral health. 

Hygienists have a legal and ethical duty to 

inform patients concerning their oral health 

status. In addition, the GDC considers that all 

dental professionals should work in the ‘best 

interests’ of the patient. Developing a proactive 

approach to treatment means examining 

potential risk factors in the clinical environment 

and working to reduce these. Two main areas of 

risk management for hygienists to examine are: 

1.  Thorough recording of observations

2.  Recording of information given to the 

patient, and the patient’s response to 

such information. 

Record keeping
Adopting an individual approach towards 

each patient, the hygienist should record the 

following at every appointment:

1a)  The level of oral hygiene visible, stating 

the amount of plaque and calculus present 

(with indices and scores if possible)

b) The visible state of the gingival tissues, 

describing areas of controlled periodontal 

disease and healthy gingival areas 

c) Areas of obvious advanced periodontal 

disease such as furcation involvement and 

pocketing should be noted

d) Pocket depths and bleeding areas should 

be charted accurately

e) Any failed appointments for treatment or 

refusal of treatment should be noted. 

It may be prudent to check that hygienists’ 

and dentists’ BPE scores correspond; 

otherwise a lawyer will argue that they were 

carried out incorrectly. 

2a) The discussion with the patient 

regarding the state of their gingival 

health, the risks to oral and systemic 

health and benefits of any referral or 

non-surgical treatment offered

b) Of great importance is the patient’s 

reaction to being informed of their 

periodontal problems, and to oral hygiene 

instructions and possible referral

c) At all times the patient’s responses should 

be recorded. An objective manner is 

required and is best written using the 

patient’s own words, ie ‘the patient said, “I 

know I should floss daily, but I don’t have 

the time”.’ 

Communication
Not only is good record keeping important 

to avoid litigation; communication is a 

key risk management factor. Vital to avoid 

litigation is the need to inform the patient of 

their role in controlling periodontal disease. 

It is important to allow the patient to ‘own’ 

the periodontal problem thus putting the 

responsibility on the patient to control it. 

Hygienists should be encouraged to 

develop a practice protocol to monitor 

patients, possibly establishing criteria to 

band patients into low, moderate or high-

risk cases. Holding regular clinical meetings 

with the dentists will establish good patient 

care and allow the team to discuss individual 

cases. Assess when advanced treatment or 

referral may be required. 

Hygienists and therapists today have an 

automatic legal and ethical duty of care to 

each patient. Omitting to carry out adequate 

observation procedures, inform patients 

about their periodontal status and record 

the patient response may lead to negligence 

claims. A risk assessment/risk management 

approach to treatment will better protect 

both dentist and hygienist and provide better 

patient care. Treatment patients receive is 

more individualised and appropriate to 

particular patient needs.

Further reading and useful websites

General Dental Council. Standards of 

Guidance. Scope of practice. April 2009.

Brazier M, Cave E. Medicine patients and the 

law. Penguin Books, 2003.

Kimbrough V J, Lautar C J. Ethics 

jurisprudence and practice management in 

dental hygiene. Prentice Hall, 2002.

Jackson E. Medical law text, cases and 

materials. Oxford University Press, 2006.

www.dentaltown.com

www.dentaleconomics.com

www.dimensionsindentalhygiene.com

www.hygienetown.com

To take part in Vital verifiable CPD and 

complete the questions based on this article, 

turn to page 56 for instructions on how  

to subscribe.

Introduction
Reports from the USA show that dental 

hygienists may be included alongside the 

dentist in periodontal litigation. This article 

examines the possibilities of legal action 

against hygienists in the UK. The legal 

foundations of hygiene practice are discussed 

alongside risk management procedures that 

may be implemented in clinical work. 

Hygiene and law

The legal foundations for hygiene practice 

stem from parliamentary laws. Legislation 

outlines the scope of practice and training of 

the dental team. According to these laws the 

dental regulatory body, the General Dental 

Council (GDC), is empowered to make 

rules and regulations regulating professional 

and clinical conduct of registered dental 

professionals. All registrants are subject to 

these rules and regulations. Hygienists and 

hygiene/therapists need to understand that, as 

registered professionals, they are in a position 

of responsibility and with responsibility 

comes risk. Hygienists in the UK may be held 

legally liable for the acts they commit and 

those they omit when treating patients. 

Torts

Not only is the dental team subject to 

legislation and regulatory rules, but also to 

Common Law. Negligence claims in dentistry 

arise in the Law of Tort. A tort (or wrong) 

occurs when a person has breached a duty 

to another. Such a wrong may be either 

intentional or negligent (unintentional). 

An unintentional tort arises when there is 

no intention of harm to a person. Catching 

etching gel on a child’s face when carrying 

out fissure sealant procedures or incorrect 

treatment of periodontal disease are examples 

of unintentional torts. An intentional tort 

may arise if a person intended to cause harm 

to a patient either in relation to a battery 

or assault, or by causing mental distress. 

In dentistry, a breach of patient 

confidentiality is likely to be treated 

as an intentional tort. Dental professionals, 

by virtue of their professional training, 

have an automatic duty of care to their 

patients. Negligence claims under tort law 

may be settled either in or out of court, with 

compensation funds payable to the patient 

harmed. A dental team member must have 

indemnity insurance, which covers litigation 

and disciplinary procedures and costs. The 

GDC insists upon indemnity insurance; it 

provides a financial means to pay out any 

damages awarded by the courts and thus acts 

to protect the patient’s interest.

Periodontal claims

A periodontal claim often arises when a 

patient attending a dentist for several years 

had no periodontal diagnosis, treatment 

or referral to a hygienist or periodontist. 

A change of dentist results in a diagnosis 

of advanced disease. The original dentist 

would be the obvious person facing a 

potential negligence claim or disciplinary 

action. A recent GDC disciplinary case 

outlined a situation involving a patient, 

who despite having seen the dentist and 

hygienist as a regular patient, was not 

informed of his periodontal disease or 

referred to a periodontist. Only the dentist 

faced disciplinary action in this instance but 

one must speculate on the hygienist’s role 

and responsibility here. American hygiene 

websites discuss how hygienists are involved 

as co-defendants in periodontal litigation or 

disciplinary actions. Key clinical omissions that 

may involve hygienists in such litigation are:

1.  Lack of observation (as in recording 

periodontal pocket depths, state of gingival 

tissues, discussions with the patient, and 

the patient’s response to their state of 

periodontal disease)

* Michelle qualified in 1977 from 

Manchester School of Dental Hygiene. 

After a varied hygiene career she 

completed an undergraduate law 

degree at the University of Edinburgh. She 

is presently studying the LLM in Medical 

Law at De Montfort University in Leicester. 

This year she is undertaking a dissertation 

project on the changing legal face of 

the GDC and intends to train as a solicitor 

specialising in dental law.

‘  Developing 

a proactive 

approach to 

treatment means 

examining 

potential risk 

factors in 

the clinical 

environment 

and working to 

reduce these.’

‘  A dental team 

member must 

have indemnity 

insurance, 

which covers 

litigation and 

disciplinary 

procedures  

and costs.’
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GDC registration no.:   _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

2. Payment details - SUBMISSIONS SENT IN WITHOUT PAYMENT WILL NOT BE PROCESSED. 

I enclose a cheque for £12 made payable to Nature Publishing Group 

Or

Please debit the sum of £12 from the following credit/debit card (tick box):

Visa  Mastercard  Switch/Maestro  Other (please enter) 

Card number:  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Expiry date:   _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _ Issue no. (Switch/Maestro):  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Name of cardholder:   _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Address of cardholder (if different to above):  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

3. Tick the answer to each question for each of the CPD articles in this issue.
Article 1 Article 2

  A B C D  A B C D

Q1      Q1 	 	 	 

Q2      Q2 	 	 	 

Q3      Q3 	 	 	 

Q4      Q4 	 	 	 

4. Please add any comments or feedback that you might have below or email vitaleditorial@nature.com.

Replies must be received by 23 September 2010. The answers to the CPD questions will be published in the next issue.
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