
 
 

 
 

GIRFT hospital dentistry report urges better 

focus on oral health to reduce tooth extractions 

in children 

GIRFT’s national review of hospital dentistry aims for greater recognition of the importance of 

oral health to help reduce levels of tooth decay, particularly among children, alongside better 

management of dental referrals to reduce visits to hospital. 

The report, written by retired orthodontist Mrs Elizabeth Jones, finds that levels of dental decay 

continue to be high among children, particularly in the most deprived areas of England, and 

data for younger children show high levels of extractions. In one year, between March 2018 and 

March 2019, more than 33,000 children aged nine and under had tooth extractions in hospital. 

Of this number, 87% were due to tooth decay.   

And while the majority of adults now enter older age with their own teeth, this means 

maintenance of their complex dental interventions requires ongoing care by dental 

professionals. The GIRFT report found wide regional variation in the number of adults referred 

to hospital for simple extractions, suggesting that in some regions hospitals may be dealing with 

many less complex procedures which could be managed by primary care. 

22% of patients are referred to hospital by their GP, when they should be seen first by a primary 

care dentist. The report highlights the need to reduce this figure and ensure patients are 

referred through a consistent, co-ordinated pathway. Appropriate triage and referral of less 

complex dental cases to general dental practitioners or a Level 2* service in primary care could 

help free up hospital capacity and deliver cost efficiencies; GIRFT data shows that if adult 

hospital extractions could be reduced by 10% it could save up to £1.27m.  

There is also an opportunity to reduce overnight hospital stays for hospital dentistry, saving up 

to 5,300 bed days and a notional £1.7m, if all trusts matched the best quartile performance. 

Overall, the report identifies opportunities for cost efficiencies of between £6.33m and £12.24m. 

Mrs Jones visited 106 hospital dental departments and units as part of her review. Her report 

sets out 21 recommendations focusing on: 

 Better clinical networks to ensure the best patient care in a setting most appropriate for 

them. 

 Improving referral management and triage to reduce unnecessary hospital visits. 

 Greater recognition of the importance of oral health in contributing to a person’s general 

health and wellbeing. 

 Workforce planning to support the commissioning of effective services. 

 Better quality data to help measure clinical outcomes.  

Hospital dentistry comprises 12 distinct clinical specialties and delivers care for the most 

complex and difficult cases. The report examines six of these specialties in detail and the 



 
 

 
 

unwarranted variations that can impact the effectiveness of the dental services they provide. 

Hospital care includes more than two million outpatient appointments, and more than 180,000 

people are admitted to hospital each year for dental procedures, either for an overnight stay or 

as a day case.  

A key thrust of the report is to improve data collection across all the specialties. Poorly defined 

treatment codes have made it difficult to identify variation in clinical outcomes. The report 

recommends a wider coding review to ensure accurate recording of treatment to measure 

outcomes, assure quality and support workforce planning and service improvement.  

It also recommends that workforce planning and training for each dental specialty is reviewed to 

meet current and future needs. This should include provision for more specialists in primary 

care and dental practitioners with enhanced skills to provide Level 2* services outside hospital. 

This in turn would help address some of the regional variation identified in the services 

commissioned from hospitals, often due to the availability of Level 1* and 2* services in local 

areas. The report recommends that, in line with national dental commissioning standards, all 

specialties should have effective managed clinical networks (MCNs) that involve clinicians from 

hospital teams working alongside general dental practitioners, the community dental service, 

GPs and commissioners to support equitable access to treatment and a better patient 

experience.  

In paediatric dentistry, these MCNs should be consultant or specialist-led to ensure appropriate 

treatment planning for children requiring extractions under general anaesthetic and to avoid 

repeat admissions.  

The COVID-19 pandemic has also reinforced the need for better oral health with a reinvigorated 

focus on prevention of dental decay and periodontal disease to reduce the need for invasive 

treatment in the future. Likewise, poor oral health among older people can impact on their 

general health and has been associated with longer length of stay among those admitted to 

hospital. 

 
*Levels of complexity explained 

Level 1: care includes simpler procedures that all general dental practitioners (GDPs) should be able to provide in 

primary care.   

Level 2: more complex cases that require a clinician with additional skills and experience. This may require 

additional equipment or resource but can usually be provided in primary care, with onward referral to a specialist if 

needed.   

Level 3a and Level 3b: the most complex cases. This care is usually provided in dental hospitals or general 

hospital trusts. Level 3a procedures should be performed by a consultant or a clinician on one of the specialist lists, 

while Level 3b procedures should only be done by consultants who are on a specialist list held by the GDC and 

who have additional training to deliver more complex care.   

 

 



 
 

 
 

Report recommendations 

1. A review of dentistry main specialty and treatment function codes is required to ensure 

they are fit for purpose and to better enable quality improvement, workforce planning and 

service re-design. The clinician responsible for care and the clinician who delivered the 

care should be identifiable. 

2. The type of anaesthetic used should be recorded and reported using OPCS4 procedure 

codes as part of the Commissioning Data Set. 

3. Primary and secondary diagnoses (comorbidities) should be recorded for all activity in an 

outpatient setting, in order to quality assure the services being provided. 

4. Procedure code use should be reviewed and improved so that all colleagues have clarity 

on what they mean and they can be consistently applied across all trusts. 

5. Dental referrals should be part of an e-referral management system to ensure they are 

managed in a consistent and coordinated way, for example whether from a general 

dental practitioner, general practitioner or the Community Dental Service. 

6. All areas should have funded and effective managed clinical networks (MCNs) in each 

dental specialty as set out in the dental commissioning standards, including 

representatives from primary care, public health, general practitioners and the 

Community Dental Service where relevant.  MCNs should liaise with and feed into 

integrated care systems (ICS). 

7. Workforce and training for each dental specialty should be reviewed to meet the current 

and future needs of the changing and ageing population in each location. The clinical 

academic workforce should be a priority to ensure that undergraduate and postgraduate 

training programmes can be delivered.    

8. Oral health should be recognised as an essential part of general health and wellbeing. 

There should be a holistic integrated approach, with particular emphasis on hard to reach 

groups, across secondary care, primary care dentistry, medicine and pharmacy, through 

integrated care systems (ICS) and primary care networks (PCNs). 

9. Local commissioning should ensure that patients with complex medical 

conditions referred for dental assessment from departments such as oncology, 

haematology and cardiology, should be seen in a timely fashion in the most appropriate 

setting. National guidelines should be developed to enable this. 

10. As part of measures to avoid repeat admissions for general anaesthetic, all referrals for 

children requiring GA for dental extractions should be accompanied by a robust and 

appropriate treatment plan. Dentists providing this, who are not specialists, must be 

aligned to a specialist-led paediatric dental MCN. 

11. Waiting lists for children requiring exodontia must be reduced. There should be a clear 

aspiration that children at risk of oral infection should wait no more than 14 days from 

referral to treatment, and should not be prescribed multiple courses of antibiotics as a 

result of the wait. 

12. Strategies from the Children’s Oral Health Improvement Board (COHIB) should be 

implemented at provider and commissioner level. Children’s oral health should be treated 



 
 

 
 

as a high priority as part of the overall paediatric wellbeing agenda and be included in the 

work of the newly-created Paediatric Surgery Operational Delivery Networks (ODNs).  

13. Outpatient and day case prices for dental procedures should be reviewed to ensure they 

support clinically appropriate choices of setting and remove perverse incentives for 

inaccurate recording. Specifically, a day case setting should only be used and recorded 

where clinically necessary, for example where general anaesthetic or sedation requiring 

recovery is used. 

14. Forthcoming revised guidance from the Royal College of Surgeons should be used to 

provide general dental practitioners and general practitioners clarity on when to refer 

TMD patients to secondary care. The guidance should also be used to consider whether 

more care currently provided in hospitals could be provided by a level 2 service based in 

primary care. This should be supported by action to reduce barriers to treatment in 

primary care and embed the guidance into everyday practice. 

15. Dental and non-dental hospitals and primary care should work together in regional oral 

medicine networks to manage referrals and deliver care to shared standards based on a 

hub and spoke model and clearly defined pathways as outlined in the NHS England 

commissioning standard. 

16. All head and neck cancer, cleft lip and palate and hypodontia MDTs should have a 

consultant in restorative dentistry as a core member of the team from the outset. The 

consultants from each speciality should ensure that the patient can move through the 

treatment seamlessly, without system delays that can cause iatrogenic damage. For 

children under 18 a paediatric dentist must be involved. 

17. Where orthognathic surgery or oral surgery is planned after orthodontic treatment has 

already begun, patients should not have to wait more than 18 weeks for the surgery, so 

as not to unduly extend already lengthy orthodontic treatment times and increase the risk 

of iatrogenic damage. 

18. The Peer Assessment Rating Index should be recorded for every completed orthodontic 

case with robust external audit of outcomes reported and reviewed through the managed 

clinical network. 

19. Trusts should work with general dental practitioners and the Community Dental Service 

(CDS) to provide joined-up and coordinated dental care for children and people with 

special care needs, identifying and breaking down traditional barriers between settings 

as envisioned by NHS Long Term Plan. 

20. Enable improved procurement of devices and consumables through cost and pricing 

transparency, aggregation and consolidation, and by sharing best practice. 

21. Implement the GIRFT 5-point plan for reducing litigation costs. 

 

 

 


