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1. Introduction 
 
The Charles Clifford Dental Directorate has developed this handbook of referral protocols to provide 
a clinical framework to support the practitioner when referring their patients to Charles Clifford 
Dental Services (CCDS) Sheffield Salaried Primary Dental Care Service is now called the Community 
and Special Care Dentistry Service and is part of CCDS. Demand for salaried and secondary dental 
services is increasing significantly and referring practitioners should ensure that they adhere to the 
protocols. This handbook has been developed in conjunction with clinician leads, local general dental 
practitioners and a patient representative.  

 
 

2.  Referral Procedure 
 
2.1  Referral forms 
 

The referring clinician should complete the relevant dental referral form (see appendices). All 
sections of the forms must be completed; failure to complete all sections will result in the return of 
the referral and subsequent delay in patient care.  Please complete all patient details including NHS 
number 

 

The information on the forms should encapsulate the results of a referring practitioner’s examination 
and diagnosis.1 

 

 
There are two types of referral:   
1) Routine referrals  

If you wish for any patient to be seen URGENTLY then this should be clearly stated on the referral 
form together with the reason(s) urgent treatment is requested 
There are separate referral forms for  

• Oral Surgery (appendix  

• Oral and Maxillofacial Surgery (appendix 

• Restorative Dentistry (including endodontics) (appendix 

• Periodontology (appendix 

• Paediatrics (appendix 

• Orthodontics (appendix 

• Facial pain (appendix 

• Temporomandibular joint dysfunction (appendix 
 

2) Target two-week waits for suspected cancer (see appendix 2 for referral form) that will be seen 
within two weeks  
These should be faxed to 01142717836 and a paper copy also posted.  To confirm the referral has 
arrived please telephone 01142717838. 

 
It is considered good practice for the referrer to retain a copy of the referral with the patient’s 
records in the practice. 
 

2.2 Radiographs 
Please also send electronic copies of any relevant radiographs with your referral.  Details on how to 
send radiographs can be found in appendix  
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2.3  Referral responsibilities 
 

The responsibility for making an appropriate referral rests with the referring healthcare professional.  
Particular care must be taken when referring patients for general anaesthesia or sedation.   The final 
decision regarding treatment under sedation or general anaesthesia will rest with the treating 
clinician. 
 

Prior to referral for treatment, the referring clinician should discuss with the patient what the 
treatment might involve, mention any complications that may arise and obtain consent for referral, 
which must be recorded in the patient’s notes and on the referral form.  Patients will then have time 
to consider any risks, seek information and decide on any questions they may wish to ask the treating 
clinician at the first appointment. This aspect is an important part of the informed consent process 
for all patients. Patients should be made aware of the treatment options and the choice of providers 
available to them where clinically appropriate.  

 
A referring clinician should inform a patient that acceptance of a referral for consultation does not 
necessarily mean an acceptance for provision of treatment. Depending on the individual dental 
specialities, patients may be referred back to the referring clinician with advice and/or a treatment 
plan. 

 
Referrals will not be accepted for treatment that should be within the capability of a general dental 
practitioner. Furthermore, please note that during the referral and treatment process a shared care 
approach will be in place whereby the primary care practitioner will continue to see their patient for 
primary care management. On completion of treatment planning/treatment patients will be 
discharged to the referring clinician. 
 

 
 

2.3  Referral exclusions 
There are a number of procedures and conditions that do not fall under the criteria of the dental 
referral protocols. These include the following: 

• Patients’ inability or willingness to obtain and/or pay for treatment is not an indication for 
referral. 

• Patients with medical conditions who require dentistry that can be undertaken in primary 
dental care. 

• Referral made because patient attends irregularly, and/or needs a lot of treatment. 

• Referrals for adults with mild or moderate dental anxiety. 

• Non-medically compromised children or adults requiring simple (non-surgical) dental 
extraction. 

• Snoring. 
 

In addition, referrals with insufficient information in the referral e.g. ‘please see and treat’ or ‘ref for 
IV sedation’ will not be accepted. 

 

2.4  Accepting a referral 
The clinician accepting a referral has a duty to understand fully the nature of the referral and to offer 
appropriate management or advice.  
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The referring clinician will be informed of any proposed changes in a treatment plan. Referring 
dentists are invited to discuss this with the clinician accepting the referral if they so wish. 

 
‘The treatment or advice requested should only be provided where it is felt to be appropriate. If this 
is not the case, there is an obligation on the dentist to discuss the matter prior to commencing 
treatment, with the referring practitioner and the patient.’ 2 

 

Whilst a patient is awaiting an appointment for consultation following referral, emergency and 
routine treatment remain the responsibility of the referring clinician. 
 
Inappropriate referrals, as per The Charles Clifford Dental Directorate Referral Protocols, or referrals 
not made on the appropriate referral form will be returned to the referrer by CCDS and the reasons 
for non-acceptance explained to both the referrer and the patient. 

 
Treatment will only be carried out for the condition referred for. Any outstanding primary care 
condition will be returned to the GDP for completion. Patients should clearly understand this before 
referral. 

 

3.  ‘Did Not Attend’ (DNA) and Cancellation Policies  
 
3.1  Charles Clifford Dental Services DNA policy  
 
3.1.1  Patients who DNA an outpatient appointment 

When a patient does not attend for an appointment without giving prior notice, this is classed as a 
‘did not attend’ (DNA). The practitioner will be informed that the patient DNA and will be referred 
back. The patient will be informed that they have been discharged and returned to the care of the 
referring practitioner.  Patients will be told to contact the referring practice if they have any 
problems or still require the referral. 

 
In exceptional circumstances, for example in the case of vulnerable children, a second outpatient 
appointment may be arranged.   

  
Patients referred under the cancer two-week wait standard who are given an appointment but who 
DNA must be contacted as soon as possible and one further urgent appointment agreed. If the 
patient fails to attend the second appointment, the GP should be notified as soon as possible.  No 
further appointments will be offered until advised by the GP.  If the referral is from another acute 
provider then the referring clinician will also be informed. 

 
3.1.2  Patients who cancel an outpatient appointment 

Patients who contact CCDS to cancel their outpatient appointment will agree an alternative 
appointment at the time of cancellation. They will be informed that they may have to wait several 
weeks for this rearranged appointment and that if they cancel this new appointment they will be 
referred back to their practitioner. If the patient cancels an appointment they do not have to rebook 
it immediately. If they do not rebook within 21 days then the patient will be contacted and asked if 
they still require the appointment. If the patient cannot be contacted then a letter will be sent to 
them and the referring practitioner informing the practitioner that they will need to request another 
appointment.  

 
If the patient cancels more than one appointment then they will be contacted and informed that if 
they cancel again they will be referred back to their referring practitioner. 
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3.2  Community and Special Care Dentistry DNA policy  

Patients who fail to attend their initial assessment appointment will not normally be offered a further 
appointment. The referrer will be informed that they have not attended and be asked to re-refer 
them if they still require treatment. Subsequent to the initial assessment patients will be discharged 
following either two ‘DNAs’ or two short notice cancellations in any 12 month period. Such patients 
will not be offered further appointments without re-referral and reassessment against the 
acceptance criteria. 



 

 

 
8 

4.  Oral Surgery and Oral and Maxillofacial Surgery  
 

Routine referrals should be made using the Charles Clifford Dental Service Referral Form (appendix 
1). Referrals for suspected malignancy must be made using the two week wait head and neck 
cancer referral form (appendix 2). 

 
 Further information on OMFS can be found via www.sthomfs.co.uk 
 
4.1  Minor oral surgery 

Minor oral surgery is routinely carried out at CCDS.  Referrals for the following problems should be 
referred to Oral Surgery: 

 
4.1.1  Management of third molars 

This is performed in compliance with the NICE guidelines for the management of third molars.  
 

Removal of impacted third molars is limited to patients with evidence of pathology. Such pathology 
includes: 

• unrestorable caries 

• non-treatable pulpal and/or periapical pathology 

• cellulitis 

• abscess and osteomyelitis 

• internal/external resorption of the tooth or adjacent teeth 

• fracture of tooth 

• disease of follicle including cyst/tumour  

• tooth/teeth impeding surgery or reconstructive jaw surgery 

• when a tooth is involved in or within the field of tumour resection 
 

A first episode of pericoronitis, unless particularly severe, should not be considered an indication for 
surgery. Second or subsequent episodes should be considered the appropriate indication for surgery. 

 
4.1.2  Other impacted or buried teeth 

Unerupted teeth requiring exposure or removal should appropriately be referred to oral surgery. 
Where appropriate, these patients should have a prior referral to an orthodontist. 

 
4.1.3  Retained roots and failed extractions 

Referral may be necessary to oral surgery where: 

• There is risk of damage to an adjacent anatomical structure  

• The practitioner has been unable to complete the extraction. Please provide a detailed clinical 
explanation and relevant x-rays  

• Patients have a compromised ability to heal their tissues (previous radiotherapy, 
bisphosphonate treatment)  

• Patients are medically compromised 
 

4.1.4  Apicectomies 
Apicectomies will be carried out on anterior teeth that are functional and aesthetic post-surgery. 
Referring practitioners should confirm that they have undertaken conventional endodontic care and 
are able to provide a restoration of the tooth post-operatively. Current radiographs are required. 
 
 

http://www.sthomfs.co.uk/
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4.2 Management of abnormal bony and soft tissue lesions 
There is a head and neck cancer network for South Yorkshire and Chesterfield called the North Trent 
Cancer Network with all head and neck cancer patients in this network seen by a multidisciplinary 
team at Western Park Hospital in Sheffield.  

 

Where an abnormal lesion is suspected to be malignant, patients must be referred for a target two-
week maxillofacial consultation.  The specific two-week target referral form (appendix 2) must be 
completed and faxed within 24 hours to fax no. 0114 2717836.  If you do not receive confirmation 
that your referral has been received and that the patient has an appointment date, please ensure 
you follow up the referral.  

 
All suspected cancer referrals adopt the 2 week wait cancer waiting times.  

 
Warning signs of oral cancer are: 

• Non-healing ulcer present for more than two weeks  

• A lump or thickening in the cheek or elsewhere in the mouth 

• A white or red patch on the gums, tonsils, or lining of the mouth 

• Persistent soreness of the throat or mouth 

• Difficulty chewing or swallowing 

• Numbness of the tongue or other area of the mouth 

• Swelling of the jaw that causes dentures to fit poorly or become uncomfortable 

• Loosening of the teeth or pain around the teeth or jaw 

• Voice changes 

• A lump or mass in the neck 

• Weight loss 
 

Malignant lesions are often non painful at the time of presentation. 
 
4.3  Acute infections 

Infectious conditions of the head and neck region that give rise to abnormal signs and symptoms 
should be referred to the oral surgery/OMFS service. Acute facial injuries are often in the first 
instance referred to the patients local A&E department but the first on call maxillofacial surgeon via 
the Sheffield Teaching Hospital Trust Switchboard (0114-2711900) is available for advice. 
Minor infections may be treated in accordance with ‘Adult Antimicrobial Prescribing in Primary 
Dental Care for General Dental Practitioners’ produced by the Faculty of General Dental Practitioners 
(UK) Royal College of Surgeons. 

 
4.4 Maxillofacial trauma  

Acute facial injuries are often in the first instance referred to the local A&E department but the first 
on call maxillofacial surgeon via the Sheffield Teaching Hospital NHS Trust Switchboard (0114-
2711900) is available for advice. 

 
4.5   
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5.  Oral Medicine – see referral form XXXX 
 

The Oral Medicine Unit provides services for the investigation, diagnosis and management of soft 
tissue disease of the mouth and oral manifestations of systemic disease, for example diseases of the 
gastrointestinal tract, rheumatologic and haematological systems and autoimmune disorders. 

 
Conditions accepted by the Unit: 

• Ulceration lasting more than two weeks. 

• Recurrent oral ulceration. 

• Blistering conditions of the orofacial region and oral mucosa. 

• White or red patches of the oral mucosa (including lichen planus). 

• Hypersensitivity reactions. 

• Candidosis or angular cheilitis. 

• Pigmentary conditions of the oral mucosa. 

• Orofacial pain of non-dental origin (burning mouth syndrome, trigeminal neuralgia and 
unexplained orofacial pain). 

• Other alerted orofacial sensations. 

• Dry mouth and other symptoms related to the salivary glands. 

• Soft tissue swelling of the orofacial region. 

• Orofacial manifestations of systemic disease. 
 

Referrals should be made using the Oral Medicine referral form xxxxxxx 
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6.  Temporomandibular joint disorder (TMJ disorder) – see referral form   XXX 
 
 
TMJ dysfunction is usually a self-limiting condition that should respond to conservative treatment.  
Prior to referral, all patients must have received:-  

• Advice about temporomandibular joint dysfunction and education about any habits that 
may be aggravating the problem. 

• If there has been no improvement in the condition a full occlusal coverage bite raising 
appliance should be fitted.  

Referrals will only be accepted if these two stages have been followed. 
  

Doctors are requested to refer all patients to their own dentist rather than referring to the hospital. 
  

Sheffield is NOT a specialist surgical centre for temporomandibular joint surgery. Dentists are asked 
to refer patients to their local hospital wherever possible.  If a patient is referred from outside 
Sheffield, the referral form should state why this is appropriate.   
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TMJ Disorders 

Management & 

 Referral Pathway

General Dental Practitioner 

Referral

Painless Click

Muscle Tenderness 

No pain on resisted movement

No deviation on opening

Tenderness over joint

Increased resistance to movement

Deviation on opening of the mouth

History of closed lock less than 2 cms 

Conservative 

Management 

Reassure and discharge

Conservative Management
- Reassure and explanation

- Soft diet

- NSAIDs

- Soft bite raising appliance

Review in 6 weeks or 

sooner if problems 

increase

Improvement 

Referral to Oral Maxillo 

Facial Department
Discharge

NOYES

 
 

Referral to Oral 
Surgery Department 
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7.  Facial Pain– Referral form XXX 
 
The specialist facial pain clinic accepts patients with intractable pain after a dental cause has been 
excluded. 
 
Doctors should ensure that patients have seen a dentist to exclude pain arising from the teeth before 
considering referral. 
 
Please note  

• Patients with TMD should not be referred as facial pain but using referral form XXX 
 

• For those patients living outside Sheffield it is often more appropriate to seek advice from 
services at local hospitals.  If an out of area referral is made please state why this is felt to be 
appropriate.   

 

• The referrer  MUST complete all details on the referral form so that the patients can be triaged 
appropriately  

 
 
8.  Paediatric Dentistry  - referral form XXX 
 
8.1  Referral Criteria 

Patients must be under 16 years of age and satisfy at least one of the following criteria to be 
considered for advice and/or treatment: 

• Behavioural disorders (e.g. autistic spectrum, attention deficit hyperactivity disorder, severe 
dental anxiety) 

• Special needs requiring tertiary care (e.g. cerebral palsy, severe learning difficulties, hearing 
and sight impairment) 

• Complex dental trauma 

• Medically compromised (e.g. complex congenital cardiac abnormalities, bleeding disorders, 
severe neurological disease) 

• Dental anomalies and oral developmental problems 

• Multidisciplinary care (e.g. cleft lip and palate, those requiring sedation or general 
anaesthesia, or with oncology, oral medicine or genetic problems) 

• Those requiring treatment under general anaesthesia for pain and infection 
 

Referrals must be made on the Charles Clifford Dental Service Referral Form (appendix 3).  The 
consultant in paediatric dentistry may, based on their clinical judgment and experience, elect to 
accept or decline referrals, which do not / do meet the criteria specified. 

 
8.2  Assessment and treatment 

Best practice guidance recommends that assessment and treatment be carried out at separate 
appointments. 

 
The assessment will be carried out by an experienced clinician; however, as this is a training 
establishment, assessment by undergraduate and postgraduate students occurs on occasions under 
the close supervision of an experienced clinician. 
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During assessment and treatment there will always be the opportunity for exchange of information 
between clinician, patient and parent. 

 
The clinician shall inform the referring dentist, in writing, of the treatment provided along with any 
additional relevant information. 

 
8.3  Other information for referrers 

Referrers should ensure the following have been completed or the referral will not be accepted: 

• The patient has received appropriate preventive advice and interventions as per the current 
Public Health England/Department of Health/British Association for the Study of Community 
Dentistry evidence-based toolkit for prevention. The patient’s oral hygiene should be 
satisfactory. Please provide the date of the last application of fluoride varnish and include any 
radiographs.  

• Details must be provided of what treatment has been carried out or attempted. 

• When referral is for treatment under general anaesthesia or sedation, the risks/hazards 
should be discussed with parents/carers as required by GDC regulations. 

• Details of any future procedures to be carried out under general anaesthesia at Sheffield 
Children’s Hospital are included in the referral as it may be possible to combine dental and 
medical procedures. 

• Details of any particular social circumstances, for instance where the child is in foster care or 
an interpreter is required, are included in the referral. 

 
Please ensure that the child’s GP details are included on the referral form. The GP’s details are 
important where there might be a safeguarding issue. 

 
9.  Restorative Dentistry  
 

The role of the restorative dentistry speciality at Charles Clifford Dental Services is mainly to provide 
a diagnostic and treatment planning service to referring practitioners. The referring dentist and the 
patient should expect the treatment to be completed within a primary dental care setting. If any 
patients are accepted for treatment it is on the understanding (of both the patient and the referring 
dentist) that a specific course of treatment will be undertaken and then the patient will be 
discharged back to the primary dental care setting for review and continuing care. 

 
The intention of all the consultants in restorative dentistry is to work in partnership with the referrer, 
particularly with those responsible for the routine management of the patient. This means that the 
patient may be referred back to primary care for specific items of treatment or all of the 
recommended treatment with a detailed treatment plan. 
 
Referrals to restorative dentistry should be made using the Charles Clifford Dental Service Referral 
Form (appendix 1) unless the referral is for endodontic care in which case the endodontic referral 
form should be used (appendix 4). 

 
7.1  Periodontal problems 
 
7.1.1  General Principles   

Dental practitioners have a right to refer any patient for an opinion and advice.   These guidelines are 
designed to ensure that referrals are appropriate.   It is accepted that, on occasions, it may be 



 

 

 
15 

unclear if a referral is appropriate or not.   If in doubt, it would be preferable to seek advice from the 
consultant.  

 
Occasionally, it may be necessary to refer patients who are attending a practice for the first time but 
have previously received care regularly elsewhere.   In this situation, the patient will be advised of 
the diagnosis and treatment required and will be requested to return to the referring dentist for 
treatment.  

 
It is the GDP’s responsibility to inform the patient of the exact purpose of the referral.  The patient 
should understand that he/she will be advised of the problem(s) but may not necessarily be accepted 
for treatment at the hospital.  

 
All referrals must contain the following information: 

• Relevant radiographs. 

• A BPE score. 

• A full pocket charting for patients with a BPE score of 4. 
 

Failure to include this information will render the referral unsuitable and it will be returned to the 
referring clinician. 

 
 
 
 
 
7.1.2  Specific guidelines on referral according to clinical conditions: 
 

Chronic Periodontitis  
Patients will only be accepted for treatment if they exhibit significant periodontal disease, defined as 
BPE (CPITN) code 4 in one sextant or more, after non-surgical treatment has been completed and 
monitored without improvement.  

 
Aggressive Periodontitis  
Young patients (typically under 30 years) with aggressive periodontitis may be referred.  

 
Miscellaneous conditions   
Patients with recurrent necrotising gingivitis or necrotising periodontitis, non-plaque related oral 
lesions, gingival hyperplasia due to medication, localised gingival recession and those who may 
benefit from localised tissue regeneration techniques will be accepted, either upon diagnosis or if 
initial treatment is unsuccessful in general dental practice.  

 

Periodontal surgery  
Patients may be referred for specific and planned periodontal surgery (e.g. “crown lengthening” prior 
to restorative treatment). 

 

7.1.3  Complex dental problems  
Patients with complex problems such as those requiring co-ordinated treatment involving 
endodontics, prosthodontics, orthodontics and/or implants will be accepted.  

 
7.1.4  Medical complications  
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Patients with significant medical complications that may affect periodontal status such as major 
organ transplants, diabetes, immunosuppression, or drug related gingival tissue enlargements will be 
accepted.  

 
7.1.5  Referral exclusions 

The following categories of patient should not be referred:     

• Irregular attenders at dental practices.   

• Patients who are unable or unwilling to meet NHS or private charges for treatment.  

• Patients who consistently demonstrate poor concordance with plaque control and dental 
health advice.  

 
Referrals will only be accepted where confirmation is provided that the following treatments have 
been undertaken: 

• Oral hygiene instruction with particular emphasis on the appropriate form of interdental 
cleaning. 

• Supragingival scaling and polishing. 

• Subgingival scaling/root planing to all areas of pocketing.  

• Smoking cessation advice has been given by the GDP or dental team member. 
 

Patients accepted for periodontal treatment shall continue to see their own GDP for routine dental 
examinations and treatment. On completion of periodontal treatment, pre and post-treatment 
charts will be sent to the GDP for information to inform the future monitoring and maintenance of 
the patient. A recall interval programme of periodontal care in the primary care practice will be 
suggested. 

 
7.2  Fixed and removable prosthodontics  
 
7.2.1  Referral information required  

It is important that the following information is provided by referring dentists: 
• A list of current problems. 
• A brief dental history. 
• An account of what has been done to date. 
• Details of any relevant medical history. 
• Recent radiographs and study casts. 
• A statement to the effect that any obvious caries and periodontal disease has been treated.    

All patients referred for this purpose must have periodontal status of less than score 3 on the BPE 
system in each of the sextants. 

 
For most prosthodontic problems, we would expect that some preliminary treatment would have 
been completed in general dental practice. This could include:  

• Patients with parafunctional toothwear to have been provided with an occlusal stabilisation 
splint or equivalent appliance.  

• Dietary or other causes of tooth erosion to have been discussed and controlled and use of 
topical fluoride advised, as required.  

• Patient experiencing difficulties with partial dentures, where these are obviously ill fitting, 
should have been provided with new dentures and should only be referred if the patient 
continues to experience difficulties.   If such a patient is referred then, in the vast majority of 
the cases, the patient will be returned to the referring practitioner with advice on the 
appropriate design for the new prosthesis. 
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• Patient with active caries or broken/lost restorations should have received appropriate dental 
treatment prior to the referral.    

• Patients should have good levels of oral hygiene 

• Patients with significant periodontal disease should initially be referred for periodontal 
assessment. Such referrals should be in accordance with the referral guidelines for 
periodontal problems.   

 
7.2.2  Other considerations        

Patients who have previously attended another general dental practitioner and are complaining of 
problems with the dentures provided by that dentist should be returned to the original provider for 
further advice and a referral, if appropriate.   

 
7.3  Endodontics 

The specialist endodontic service at CCDS is for the treatment of anterior and premolar teeth only. 
Referrals should be made using the endodontic referral form (appendix 4). 

 
Referral criteria for anterior and premolar teeth only 

• For advice only on complex endodontic problems; 

• For endodontic complications of trauma; 

• Single/multiple root canals with curvature >40°; 

• There is peri-operative radiographic evidence demonstrating that an attempt has been made to 
negotiate a root canal but this has not been achievable throughout its entire length; 

• Non-surgical endodontic re-treatment of post-crowned teeth; 

• For peri-radicular surgery, where indicated, when conventional endodontics has been previously 
tried and failed; 

• Teeth with iatrogenic damage or pathological resorption; and 

• The tooth must be restorable with a reasonable prognosis, in good periodontal health and be 
opposed.    

 

A full radiographic view of the tooth and its apex of diagnostic quality should be sent with a referral. 

The GDP must ensure the patient is aware that they may need to be available to attend CCDS for 
several appointments and that the GDP will provide the definitive coronal restoration following 
endodontic treatment.   

  

Referral of molar teeth for specialist endodontic treatment in exceptional circumstances 
CCDS is usually unable to accept molar teeth for specialist endodontic treatment.  Consideration of 
molar teeth for specialist endodontic treatment will be made in exceptional circumstances, for 
example to avoid extraction in patients with a high risk of developing bone necrosis.  In this instance, 
supporting information outlining the exceptional circumstances is essential in order for CCDS to 
consider the referral for specialist endodontics. 
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10.  Orthodontics 
Orthodontic referrals are currently sent direct to specialist orthodontists across the city or to CCDS.  

 
All referring clinicians must ensure that the Orthodontic Referral Form (appendix 5) is completed.  
Please include any relevant current x-rays that have been taken and ensure that they are marked 
correctly and securely attached.  

 
All new patients should only be referred if they fulfil the criteria indicated below: 

• The patient should be referred at the appropriate dental age. Normally patients are ready 
for treatment when most of the permanent dentition has erupted. Generally, two premolars 
or a premolar and a canine should be erupted in all four quadrants.  

• Exceptions to this rule are those children with severe malocclusions or where possible 
interceptive treatment, such as pushing an incisor over the bite or delayed tooth eruption or 
developing Class III or severe Class II div 1, may require the child to be seen at a younger age 
(8-10 yrs). Patients with non-routine pathology such as root resorption or cysts should also be 
referred early. 

• The patient’s dental care must be adequate. Oral hygiene should be excellent and there 
should be no active gum disease or periodontal pockets, no bleeding on probing and no 
untreated caries. Careful dietary control is essential before orthodontic appliances can be 
placed in the mouth. If these fundamental criteria are not met then severe periodontal and 
tooth damage can occur during orthodontic treatment. 

• Patient motivation and “want” for treatment. The probability of the patient having to wear 
either a removable or fixed brace to correct their problem should be fully discussed with the 
patient prior to their referral. There is little point referring a patient who is not prepared to 
commit to wearing an orthodontic appliance for up to 2 years. 

 
10.1 Index of Orthodontic Treatment Need 

The index most often used to assess occlusion is the Index of Orthodontic Treatment Need (IOTN) 
(appendix 5a). The Department of Health has implemented the IOTN as the measure for assessing 
whether or not someone is eligible for NHS orthodontic treatment.  
 
The index has two components: 

• Aesthetic Component (AC)  

• Dental Health Component (DHC) 
 

The CCDS orthodontic service accepts referrals for children with IOTN 4 and 5 and adults with IOTN 4 
or 5 requiring multidisciplinary treatment.  

 
10.2  Specific referral criteria 

The acceptance criteria for patients aged 18 years and under are: 

• Good oral hygiene, dentally fit, positive attitude to treatment 

• Increased overjet 6mm+ with incompetent lips 

• Severe crowding 

• Complex hypodontia cases 

• Crossbites with mandibular displacement 

• Complex impeded eruption/impaction of permanent teeth 

• Increased, traumatic overbite 

• Abnormal facial development e.g. asymmetry/craniofacial malformation/cleft lip and/ or 
palate 



 

 

 
19 

• Special needs or significant medical history 

• Transfer cases who have started treatment in a hospital setting 

• IOTN 4 or 5 
 
For patients 19 years and over with: 

• Good oral hygiene, dentally fit, positive attitude to treatment 

• Severe skeletal class II or III 

• Anterior open bite >4mm with associated speech or masticatory difficulties 

• Increased overjet 9mm+ 

• Hypodontia – missing >1 tooth (excluding 8s) in a quadrant 

• Impeded eruption/impaction of permanent canine teeth 

• Abnormal facial development e.g. facial asymmetry/craniofacial malformation/cleft lip and/or 
palate 

 
9.  Dental Radiology  

General dental practitioners may refer patients to the Dental Radiology Department for the following 
investigations: 

• Panoramic radiography 

• Ultrasound 

• Sialograms 

• Fine needle aspiration 
 

Only referrals with enough clinical information to justify a radiographic exposure will be accepted.  
 
Referrals should be made using the Charles Clifford Dental Service Referral Form (appendix 1). 

 
11.  Oral Pathology (updated KH – July 2019) 
 

10.1 10.1    Background 
CCDS provides specialised diagnostic histopathology services for general dental practitioners via a 
postal referral system. The Oral & Maxillofacial Pathology service provides a specialist service for the 
examination and diagnosis of biopsies from the oro-facial regions.  This is now part of The 
Histopathology Department in the Royal Hallamshire Hospital. 

  
Most tissue excised from a patient by a dental practitioner should be sent for histological 
examination. Exceptions include extracted teeth (unless there is unusual pathology) and dental 
follicles associated with un-erupted teeth (unless pathology is suspected). If it is felt that specialist 
management might be needed for the patient’s condition it is generally preferable to refer the 
patient and allow the specialist to organise any necessary investigations. 

  
10.2    Procedure for referral 

Pathology request forms are available of request from the Oral and Maxillofacial Pathology Service 
office:  telephone 0114 271 7954.  Requests for pots with specimen fixative should be made to the 
RHH lab: 0114 271 2240.  

  
Specimens should be placed in fixative (10% Buffered Formalin) immediately on removal and the 
specimen container labelled with the patient’s details. The request form should be completed. Please 
note that incompletely labelled samples will be returned to the referring practitioner. 
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Detailed guidance on the packaging of pathological specimens is available on the Royal Mail 
website. https://www.royalmail.com/sites/default/files/Guidance-Document-Infectious-Substances-

171012.pdf 

  
10.3    Pathology reports 

Reports will be posted, but on occasion may be sent by Fax or by telephone if urgent.   
  
10.4     Charges for the service  

There is a charge for processing and reporting biopsies. Please call the RHH lab: 0114 2712240 for up-
to-date pricing. An invoice will be sent with the pathology report or, for regular users of the service, 
bills may be issued monthly or quarterly. 

  
10.5     Advice 
 

          The Oral and Maxillofacial Pathology Department will provide telephone advice to general dental 
practitioners and their staff relating to biopsies and specimens during normal working hours.          
          Please telephone 0114 271 7954 (general office) in the first instance.  
 

  

11.  Dental Implants 
 
11.1  Background 

All referred cases will have their referral letter initially assessed by a consultant in Restorative 
Dentistry or Oral Surgery and those not meeting these guidelines will be returned to the primary care 
practitioner. 

 
Potentially suitable patients will then be initially assessed at a joint Restorative/Oral Surgery 
multidisciplinary clinic with input into the final care pathway from consultants in both Restorative 
Dentistry and Oral Surgery.  

 
The options for conventional dental care will be explored and discussed with the patient and the 
least invasive treatment option will normally be the treatment offered to meet the patient’s needs. 
In the majority of patients this will then be undertaken in primary care. 
 
Referrals should be made on the Charles Clifford Dental Service Referral Form (appendix 1). 

 
11.2  Inclusion criteria 

• Restoration of the mouth and surrounding tissue in the reconstruction following treatment 
for facial neoplasia of whatever origin. Patients should normally be in remission and have 
completed all necessary radiotherapy. However, implants can be used at the time of initial 
resection surgery, for example to support, and give a greatly improved quality of life in a 
patient who is at the start of their cancer care. 

• Restoration of the mouth and surrounding tissues following facial/dental trauma. 

• Restoration of patients with facial anomalies or congenital conditions where other restorative 
therapies are not appropriate. Cleft Lip and Palate, hypodontia or anodontia, or similar 
conditions are typical examples. All necessary orthodontic care should be completed before 
treatment is commenced. 

• Restoration of edentulous patients who have been proven to be unable to tolerate 
conventional dentures will normally be by provision of implant supported overdentures. 

https://www.royalmail.com/sites/default/files/Guidance-Document-Infectious-Substances-171012.pdf
https://www.royalmail.com/sites/default/files/Guidance-Document-Infectious-Substances-171012.pdf
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• Implant treatment that will preserve the supporting tissues and bone to facilitate 
rehabilitation and restoration of the oral environment to maintain or improve function. 
Examples: 

▪ to support a denture or bridge 
▪ to facilitate orthodontic treatment 
▪ tooth loss due to periodontal disease where the disease has been treated and 

remains stable for at least 6 months and where other conventional forms of 
treatment would be detrimental to the health of the supporting tissues 

▪ Oral mucosal disorders 
▪ Cases where the implants will offer a more cost effective solution. 

• Restoration of a single tooth may be provided only in exceptional circumstances, such as 
where a conventional or resin bonded bridge or partial denture is contra-indicated. 

 
11.3  General consideration 

Patients must be fit, free of all oral disease, and have completed any preparatory treatment. The 
following patient factors should be taken into account by referring practitioners: 

• Have a sound dental awareness  

• Are medically fit and well enough to undergo the procedure 

• Have a good standard of oral hygiene and periodontal health 

• Should have been given all the treatment options available to them 

• Be a non-smoker  

• Have a realistic expectation of a reasonable functional life of the remaining dentition 
and acceptable cost/benefits 

• Not purely for cosmetics 

• Oral hygiene must be of a high standard.  
 
 

12.  Special Care Dentistry 
 
12.1  Background 

Special care dentistry in Sheffield is mostly provided by Community and Special Care Dentistry  in 
their primary care clinics. Staff from this service also provide in-reach clinics at CCDS for those 
patients with complex medical conditions who need to be seen in a hospital environment (e.g. blood 
dyscrasias). Special Care operate their own central referrals system and patients are then offered a 
clinic that is both geographically appropriate and has the appropriate facilities or service for that 
particular patient’s needs. The service is led by specialists in special care dentistry and paediatric 
dentistry, but patients will be booked with the dentist appropriate to their needs as identified on the 
referral form. Patients should be informed that they are being referred to the special care dental 
service. 

 
Many patients referred to special care dental services only require the skills of that service for some 
or all interceptive procedures, and routine examination, oral health assessment and preventive care 
can be managed quite satisfactorily in general dental practice7. Unless patients meet strict criteria 
they will be discharged back to the referring dentist at the end of a course of treatment. The Special 
Care service operates a policy of shared care with GDPs for many of these patients and informs them 
that it may be appropriate for them to be referred back to the salaried service in future if they 
require similar treatment. 
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12.2  Referral and acceptance criteria 
Patients from the following categories are accepted: 

• Adults and children with a moderate or severe learning difficulty 

• Adults and children with autistic spectrum disorders that impact on the provision of dental 
care 

• An adult currently under the care of a registered mental health practitioner 

• Children with other special needs affecting the provision of dental care, including those with 
severe anxiety or other behavioural management difficulty 

• A patient who for medical reasons cannot receive care in general dental practice 

• Frail elderly people 

• An adult who meets the entry criteria for Sheffield’s dental pain and anxiety pathway, and for 
whom an assessment of their dental anxiety has been completed  

 
Patients not meeting one of the above criteria will not be accepted. Please note that the Special Care 
salaried service does not provide a GA referral service, nor will it accept children for whom the most 
appropriate referral is to a GA service. Patients requiring complex restorative care, orthodontics or 
oral surgery should normally be referred to specialists in these specialities, and not to special care 
dentistry. 

 
Referrals should be made using the Charles Clifford Dental Service Referral Form (appendix 1).  A 
supplementary form will need to be completed for adults with severe dental anxiety or dental phobia 
(appendix 6), people with mental health problems (appendix 7) and people with a bariatric need 
(appendix 8).  All referrals should be sent to: Dental Referrals, Community & Special Care Dentistry, 
Firth Park Clinic, North Quadrant, Sheffield S5 6NU.  Alternatively the referral may be emailed to 
sht-tr.centralreferrals@nhs.net 
 
Please note any referral made electronically must only be made from an NHS.net email account to 
ensure security of transmission of patient identifiable data.  
 

12.3  Assessment and treatment 
An initial appointment will be made for assessment and treatment planning, with treatment carried 
out at subsequent appointments. Assessment will be carried out by a senior clinician, but as the 
service is a training service, patients should be made aware that their treatment may not necessarily 
be done by the dentist who initially assessed them, and that some or all of their treatment may be 
carried out by a trainee under supervision. Some treatments e.g. sedation are only provided at 
specific locations, and patients may have to transfer clinics for specific treatments. 

 
12.4  Patients with a moderate or severe learning difficulty and adults and children with autistic 

spectrum disorders 
Patients should only be referred where the learning difficulty severely impacts on their ability to 
accept dental care. In most cases such patients will be accepted for continuing care and referrers 
who only wish for the Special Care service to carry out a single course of treatment should make this 
clear. Many of these patients who meet the Special Care service’s criteria need an accompanying 
carer or relative to enable them to access dental care. Please supply name and contact details of such 
carers when appropriate. 

 
A traffic light system is available for carers or relatives to complete prior to attendance indicating a 
patient’s specific care needs (appendix 9). 
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12.5  Adult mental health 
Only patients under the care of a registered mental health practitioner are accepted (e.g. psychiatric 
team, community mental health nurse). Details of their current mental health practitioner should be 
given in the medical history. It is usual for the Special Care service to contact the mental health 
practitioner and obtain a mental health risk assessment prior to offering such patients an 
appointment. 
 
To make a referral, a supplementary referral form (appendix 6) needs to be completed and sent 
with the normal Charles Clifford Dental Service referral form (appendix 1). 

 
12.6  Children with special needs 

This includes children with either a disability or behavioural problem that affects the provision of 
dental care.  Children will normally be accepted for a single course of treatment but may be offered 
continuing care if difficulties are ongoing.  Note that Community and Special Care Dentistry operates 
a similar policy to CCDS and will reject referrals of children who have a high caries incidence but are 
manageable. 

 
12.7  Patients with complex medical conditions 

Patients with complex medical conditions requiring care in a hospital setting will be seen by special 
care dentists, but should be referred through CCDS. The sort of conditions appropriate for such care 
include the major blood dyscrasias, severe cardiac disease, severe respiratory disease, patients 
undergoing radiotherapy or chemotherapy, patients requiring C1 esterase inhibitor, patients on 
intravenous bisphosphonates, patients who may require sedation and are ASA 3 or above, patients 
who have been positively diagnosed as latex allergic, and patients in the later stages of AIDS. Note 
that neither CCDS nor Community and Special Care Dentistry accepts referrals of patients with blood 
borne viruses who are generally healthy, unless they meet the referral criteria for another reason. 
 

12.8 Adults with a severe dental anxiety/dental phobia 
Many patients struggle to cope with dental treatment within the general dental services due to 
dental anxiety or phobia. Most of these patients may be managed within general dental practice 
through acknowledging their concerns and affording the patient more time and patience. However, 
some patients experience anxiety/phobia to such a degree that they cannot be treated within 
general dental practice. A specialist service is available for adult patients with a severe dental 
anxiety/phobia who meet all of the following criteria: 

• The patient is 16 years or over. 

• The patient has expressed severe anxiety/phobia about routine dental treatment. 

• The patient’s anxiety/phobia has prevented them from accepting routine dental treatment. 

• The patient has scored 19 or above on the Modified Dental Anxiety Scale questionnaire. 

• The referring dentist has attempted to provide dental treatment on at least three occasions. 

• The referring dentist can provide evidence of what they have already tried to do to help the 
patient with their dental anxiety/phobia. 

• The referring dentist can provide evidence of what dental treatment/prevention they have 
already provided for the patient. 

• The patient has agreed to attend any appointments that are made or cancel them as early as 
possible. 

• The patient is ready to have their dental anxiety/phobia addressed. 

• The patient understands that they may be managed using a variety of techniques, which may 
include psychological therapies e.g. cognitive behavioural therapy (CBT). 

• The patient is willing to be contacted by telephone. 
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• The referring dentist is willing to see the patient again following discharge from the specialist 
service. 

 
12.8.1 Treatment 

Although the main stay of treatment in the past for severely anxious/phobic patients has been 
intravenous sedation, there is evidence that many patients do not require this and may be managed 
in other ways, for example using CBT. Patients who are referred to the specialist service for 
anxious/phobic adult dental patients may be managed using one or more of the following: CBT, 
inhalation sedation, intravenous sedation, hypnotherapy and acupuncture.   

 
In line with national guidance (A Conscious Decision, Department of Health 2000), less invasive 
techniques will be attempted before progressing on to more invasive procedures.  Patients will 
initially be triaged by telephone to assess the urgency of their treatment need and their suitability for 
dental nurse-led CBT. Patients will normally undertake a course of CBT before sedation is considered. 
If sedation is necessary, inhalation sedation will be considered and rejected before intravenous 
sedation is offered. It is therefore essential that the patient is not given any false hope that they are 
being referred for IV sedation. With the exception of patients who have already entered a ‘shared 
care’ arrangement between GDS and the Special Care service, referrals that specify that the patient 
requires sedation may be rejected.  

 
12.8.2 Making a referral 

To refer a patient, complete the anxious/phobic adult dental patient referral form (appendix 5) 
following the instructions on the form and return together with the Charles Clifford Dental Services 
Referral Form (appendix 1). 
 
Please note that this is not an emergency dental service. If a patient needs IV sedation for a ‘one off 
unpleasant dental procedure’ e.g. surgical extraction of wisdom teeth or a biopsy but is not usually 
anxious/phobic about routine dental treatment, please refer them directly to the oral surgery 
department at Charles Clifford Dental Services using the Charles Clifford Dental Services Referral 
Form in appendix 1 of the referral handbook. 

 
12.9  Frail elderly, physical disability and domiciliary care 

Patients referred for domiciliary care will be assessed at home. However, if it is found that they can 
travel to a dental clinic independently, and do not meet any of our other acceptance criteria, they 
will be discharged back to referrers at that point without any treatment being undertaken. Patients 
who cannot access your surgery solely because of physical barriers should be referred to another 
general dental practitioner with appropriate access. 

 
While the Special Care service has the facilities to provide comprehensive care at home it is often 
more appropriate to bring the patient into the dental clinic using appropriate transport. Note: for 
patients living in care homes, many care homes in Sheffield are in the ‘Residential Oral Care in 
Sheffield’ (ROCS) scheme and the home has a visiting dentist. Such patients should be seen by the 
ROCS dentist prior to referral to the salaried service. 

 
12.10  Bariatric patients 

One of the Special Care service clinics is equipped with dental equipment/facilities to treat patients 
who are over 22 stones. This is an undergraduate teaching clinic and such patients will normally be 
treated by undergraduate students under supervision. 
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To make a referral, a supplementary referral form (appendix 5) needs to be completed and sent 
together with the Charles Clifford Dental Services Referral Form (appendix 1) 
 

12.11  Sedation and GA 
As noted above patients should neither be referred specifically for sedation or GA nor promised that 
they will be given sedation.  CBT is normally the method of choice for managing patients with a 
severe dental anxiety/ dental phobia. Sedation is only offered when alternative treatments have 
been tried and considered and failed. The salaried service does have an adult special care GA list at 
the Royal Hallamshire Hospital but patients are only accepted onto this list as a last resort after all 
other options have failed. It is very rare for a fit and well dental phobic adult to meet the criteria and 
be referred onto this list. 

 
Both inhalation and intravenous sedation are available. The salaried service neither provides nor 
encourages oral administration of sedative agents for dental care, as using this route it is not possible 
to accurately titrate the dose appropriately.  

 
For certain patients the salaried service has limited availability of hypnosis or acupuncture, which 
may be appropriate alternatives. 

 
When treating patients under sedation or GA the range of treatment offered is limited.  Specifically 
complex restorative care is not available and teeth that might have been restored if sedation or GA 
had not been required will be extracted. Patients are made aware of these limitations, and referrals 
should not be made for complex care. 



 

 

 
26 

13.  References 
 

1. Royal College of Surgeons (2001). Ed. Pitts NB, Pendlebury ME, Clarkson JE. Clinical Examination 
and Record keeping. Good Practice Guidelines. Faculty of General Dental Practitioners (UK), 
London 

 
2. General Dental Council (2001). Maintaining Standards. Guidance to Dentists on Professional 

Conduct. London 
 
3. General Medical Council (2001). Good Medical Practice. No.46-47, third edition. London 
 
4. British Dental Association (2001). Guidelines for successful referrals. BDA News, Vol. 14. 
 
5. Faculty of General Dental Practitioners (UK) (2004) Selection Criteria for Dental Radiography. 

Second Edition Editors: M Pendlebury, K Horner and K Eaton. London, The Royal College of 
Surgeons of England. 

 
6. Department of Health 2007. Valuing People’s Oral Health. A good practice guide for improving 

the oral health of disabled children and adults. 
 

7. Faculty of General Dental Practitioners (UK) 
www.fgdp.org.uk/content/publications/antimicrobial-prescribing-for-general-dental-pract.ashx 



 

 

 
27 

14. Appendices 
 

Appendix 1  Charles Clifford Dental Services Referral Form 
 
Appendix 2  Two-week Target Wait Cancer Fast Track Form  
 
Appendix 3  Children’s Dentistry Referral Form 
 
Appendix 4  Endodontic Referral Form  
 
Appendix 5  Orthodontic Referral Form and Supporting Papers  
 
Appendix 5a Index of Orthodontic Treatment 
 
Appendix 6  Anxious and Phobic Dental Referral Form 
 
Appendix 7  Mental Health Supplement 
 
Appendix 8  Bariatric Patient Referral and Assessment Form 
    
Appendix 9  Special Care Dentistry Traffic Light Supplement 
 



 

 

 
28 

Appendix 1  Charles Clifford Dental Services Referral Form  
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Charles Clifford Dental Services Referral Form 

Patient name ______________________Title____ 

Female       Male         Date of Birth ____________ 

Address__________________________________ 

____________________Post code____________ 

Home Telephone___________________________ 

Mobile ___________________________________ 

NHS number ______________________________ 

Referrer name ______________________________ 

Job Title __________________________________ 

Address ___________________________________ 

__________________________________________ 

Post Code  _________________________________ 

Tel No                  ____________________________ 

E mail address     ____________________________ 

GP Name & Address:      
 

Type of referral (please tick) 
         

Community & Special Care Service: 
Send to Dental Referrals,  1st Floor,  
Firth Park Clinic, North Quadrant, Sheffield. S5 6NU 

  Charles Clifford Dental Services: 
Send to CCDS, Wellesley Road, Sheffield  
S10 2SZ 
 

 

Paediatric Dentistry (special care)  Prosthodontics/periodontology/restorative              

Adult or child with learning disability  Endondontics*  

Adult mental health *  Oral Surgery                                           

Pain and anxiety *            Oral and Maxillofacial Surgery              

Bariatric *   Paediatric Dentistry*                             

Medically compromised   Oral Medicine                                        

  Orthodontics *                                        

*Separate referral form must be completed 
Any Named consultant_____________________ 

Interpreter required  Language ________________ 

What treatment is requested and the reason why you believe this patient cannot be treated in general dental 
practice: 
 
 
 
 
 
 
 
 
 
Does the patient have natural teeth   Dentures     

Please tick box to confirm that the referral meets the appropriate referral criteria     
Medical history including details of current medication 

 
 
 
 
 
 
 

 Urgent Referral    
Please state reason for urgent referral and Fax to  
01142717836 

 

 
Supporting information:   Please see the CCDS Dental Referrals Protocols handbook for information on referral criteria 
    

Please use additional sheets if required 
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Appendix 2 Target two-week wait (suspected cancer) referral form 
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Head & Neck 
Fast Track Referral – 2 Week Wait 

 
 

Fax: 0114 271 2280  
Fax: 0114 271 7836 (Oral & Maxillo 

Facial Surgery) 

 

 
Referring Clinician:   Patient’s Details: 

Name:    NHS No:    

Name:    

Address:   

Tel. no.:      

DOB:    

Male / Female   

Language:  
Interpreter required (  ) 

Transport required  (  ) 

Address:  
 

Tel No:   

Fax No:  

Date of Referral:  Time:  

 

Registered GP, if different to above:  

Name:      Tel No:   

Address: Fax No:   

 

 

FOR ADULT REFERRALS ONLY 
For patients under 16 refer to urgent paediatric clinic 

Dear Colleague 

I would be grateful for your opinion on the patient named above who presents with clinical findings I consider suspicious of malignancy.  

I have discussed the possibility of cancer with this patient.      
Has the patient confirmed that they can be available to attend an appointment within the next two weeks?   Yes   (   )  No  (    ) 

Risk Factors: for head and neck cancers  Risk Factors: for thyroid cancers  

Patients with a new 
thyroid swelling/ 

goitre but without a risk 
factor or clinical 

features listed below 
 [in chart 3], should be 
referred as normal to 
the local, designated 
thyroid surgeon to be 
seen within 4 weeks. 

Symptom 
X if 

applies 
Duration, notes  Symptom 

X if 
applies 

 

45 years or older?    Over 55 years with a neck lump   

Unintentional weight 
loss [>3kg in 6 wks?]    Previous neck irradiation   

Previous surgery 
[head, neck, UAT or 
mouth?] 

   FH of endocrine tumours   

Smoking?   Cig/d  FH of thyroid tumour 
 
 

 
 

Alcohol?   Units/w 
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Refer for urgent 2 week wait appointment 

  Head and Neck 
 
 
  Oral cavity (mouth) 

X if 
chosen Feature X if present 

X if  
chosen Feature 

X if 
prese

nt 

 

Stridor and increasing dysphagia  
for solids  

Contact 
Consultant 
and admit  

Red or white patches on the oral mucosa +/- pain, 
bleeding or swelling  

Hoarseness for more than 3 
weeks  Ulcer or mass on oral mucosa for more than 3 weeks  

 

Lump in neck: new or changing 
over past 3-6 weeks   Unexplained tooth mobility for more than 3 weeks  
Persistent swelling of 

submandibular or parotid gland   Sensory loss (Lip or tongue)  

Persistent painful sore throat   Thyroid Mass 

Unilateral nasal obstruction and 
discharge  

 

X if 
chosen Feature 

X if           
present          

NOTE: 
urgency of 
referral is 
variable 

 

Unilateral nasal discharge 
[age over 50 years]  

 

 
Stridor associated with thyroid 

mass  
Contact 

Consultant 
and admit 

Unilateral otitis media with 
effusion 

[age over 50 years] 
 

 
 

Thyroid mass rapidly enlarging over 
a few weeks [eg 2-4 weeks]  

 
 
 

Refer for 2WW 
appointment 

Orbital masses  
  Unexplained hoarseness or voice 

change with thyroid mass  

 

Cervical lymphadenopathy with a 
thyroid mass  

New thyroid mass in those over 55 
years  

 

Contributory Comments: 

 

 

Significant PMH & Notes 
 

Cigs   /day   
 

Alc  u/wk 

 

Clinical Information 
Family History?  Y  (  )  N  (  )         
Please provide details.  
 
Family History 
 

 

Medical History 
Active problems: 
 
Active Problems (w/o contents) 
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Consultations: 
 
Latest Consultation 
 
Investigations: (FBC, U&E, LFT, LNR, TFT) 

 

Recent Pathology 
Recent Pathology 
 
Outstanding Pathology 
Outstanding Pathology 
 

 

Current Medications 
 
 

 

Known Allergies 
 
 

 

Patient information & support needs 
Please provide details.  
 

 
 
 
 

To be completed by the Data Team 

Date of decision to refer  

Date of appointment  

Date of earliest offered appointment (if different to above)  

Specify reason if not seen at earliest offered appointment  

Periods of unavailability  

Booking number (UBRN)  

  

Final diagnosis: Malignant    Benign  
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Appendix 3 Paediatric Dentistry Referral Form  
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Charles Clifford Dental Hospital 
Sheffield Teaching Hospitals 
Wellesley Road 
Sheffield 
S10 2SZ 

 

 

 

Urgency of referral: 

Routine  Urgent     

(give reason if urgent) _________________________ 

 
 

 

Referral for: 

          Advice only                Treatment     

             
 

 

Date sent: ________________________________________ 
 

 

 

PRACTICE STAMP & TELEPHONE NO. 

 
 
 
 
 
 
 
 

 
 

REFERRING GDP DETAILS 
 

Name  
 
 

 

 
Email address  
 

 
 

Telephone No.  
 

 
 
Fax No.  
 

 

 

PATIENT DETAILS 
 

 

Surname  
 
 

 
Forename (s) 

 
 
 
 

 
Previous Surname  
 
 
           

  

  
 
 

NHS Number  
 
 
 
Hospital Unit    
(If applicable) 

       

 

Sex                         M      F  
 

 
Date of Birth         
 
 

 
 

GMP NAME & ADDRESS 

 

 

 

 

PATIENT’S ADDRESS 
   

 
 
 
 
 
 
 
 
 
 
 
   

 Postcode 
        

 

 

 

Telephone  
 
 

 
 

Name of legal guardian 

 
 

 

 

REFERRAL LETTER FOR PAEDIATRIC DENTISTRY 
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CLINICAL INFORMATION 
 
DETAILED REASON FOR REFERRAL 
 

 

Main reason for referral:      Caries         Trauma         Pathology         Dental anomaly         Other      
Please tick 

 
 
 

 

Please provide details regarding referral: 
 

 

PRIOR TO REFERRAL 

 
1.    Where appropriate the following have been undertaken in accordance with DOH / BASCD tool kit for prevention: 
 

          Toothbrushing instruction            Diet advice            Fluoride varnish            Fissure sealants     
 

2.    Relevant radiographs enclosed           

3.    If referral is for general anaesthesia (GA), I can confirm that I have discussed the risks of GA and alternatives with  

       the legal guardian                                  

 

MEDICAL HISTORY 

 

 

CURRENT AND RECENT MEDICATION  

 

 

ADDITIONAL RELEVANT INFORMATION / ENCLOSURES 

 (including patient issues, social circumstances, interpreter language & special needs) 
 

 

 

Name of referring dentist / health professional 
 

 
_______________________________________       _____________________________________     ____________________ 
 

                                 Print name                                            Signature of referring dentist / health professional       Date 
 

 

 

 

 

 

 

IF DETAILS ARE INCOMPLETE THIS LETTER WILL BE RETURNED – 
PLEASE SEE REFERRAL PROTOCOL 
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Appendix 4 Endodontic Referral Form 
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Referral to  (Named Consultant)  
 

 

        

Charles Clifford Dental Services 
Sheffield Teaching Hospitals 
Wellesley Road 
Sheffield 
S10 2SZ 

 
 

 

Urgency of referral (give reason if urgent)  

Urgent      Routine            

 

GMP name and address 
 

 

 

Practice stamp and telephone number. 

 
 
 
 
 
 
 
 

 
 

Date sent: ________________________________________ 
 

Referring GDP details 
 

Name 
 
 

 

Email address 
 

 

Telephone No. 
 

 
Fax No. 
 
V code                  
 

 

 

 

 

 

 

Patient details 

Surname 
 

Forename(s) 
 
 
Previous Surname 
 
           

  

 
 
NHS Number 

 
Hospital Unit No. 
(If applicable) 

Sex                        M      F  
 

Date of Birth 
 
 
 

Telephone 
 

 

 

 

 

      

 

        

 
 
 
 

Patient’s address 
  

 
 
 
 
 
 
 
 
   

 Postcode 
 

        

 

 

Correspondence address 
 

 

 

ENDODONTIC REFERRAL FORM 

Medical history including current and recent medication  

Past dental history 
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Guidelines for acceptance Referral 
Reason 
(please tick) 

Tooth 
notation 

Comments 

a. For advice only on complex endodontic problems    

b. For endodontic complications of trauma   

c. Single/multiple root canals with curvature >40°   

d. There is a peri-operative radiographic evidence 
demonstrating that an attempt has been made to 
negotiate a root canal but this has not been achievable 
throughout its entire length 

  

d. Non-surgical endodontic re-treatment of post-
crowned teeth 

  

e. For peri-radicular surgery when conventional 
endodontics has been previously tried and failed 

  

f. Teeth with iatrogenic damage or pathological 
resorption 

  

 

Radiographic report 
                        
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Please tick the following boxes to confirm that: 
 

The tooth is restorable, has good periodontal support and is opposed                                         

The patient understands that they must be available to attend CCDS for several appointments         

The patient understands you will provide the coronal restoration following endodontic treatment        

Additional relevant information/enclosures (including patient issues, social circumstances, interpreter language & special 

needs) 

 

Please provide clinical justification for retaining this tooth 
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Appendix 5 Orthodontic Referral Form  
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CCDS Orthodontic Referral Proforma.  
 

ALL FIELDS MUST BE COMPLETED 
 
To:  
………………………………… 
Department of Orthodontics 
Charles Clifford Dental Hospital 
Wellesley Road 
Sheffield, S10 2SZ 

From: 
Name of referring practitioner…………………………… 

Signature of referring practitioner……………………… 

Address……………………………………………………. 

             …………………………………………………….. 

Contact number…………………………………………… 
 
Date of Referral ___/___/___ 
 
 
Patient 
details 

 
Surname 

First name 

NHS Number 

Date of birth 

Address 

 
……………………………………………………………………. 

……………………………………………………………………… 

…………………………………………………………………….. 

____/____/____ 

………………………………………………………………………………

……………………………………………………………… 
 
 
Reason 
for 
referral 

 
…………………………………………………………………………………………

………………………………………………………………………………………… 

…………………………………………………………………………………………

………………………………………………………………………………………… 

Medical 
History 

 
………………………………………………………………………………………… 

 
Previous types of 
radiographs taken 

Dates taken OPT/cephalometric 
radiographs enclosed 

 
 
 

 Yes□                      No□ 

 
Is the patient caries free? Yes□                                              No□ 
 
If not, what is your caries 
management plan? 

 
……………………………………………………………………

……………………….……………………………………… 

 
Is your referral for: 

Advice only  □ A treatment plan □ Provision of treatment □ 

 
Do you think that the patient has a low IOTN score? Yes□                              No□ 
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Orthodontic Department 
Charles Clifford Dental Hospital 
Wellesley Road 
Sheffield 
S10 2SZ 
 
Referring Colleague 
 
 
Dear Colleague, 
 
Thank you for your referrals to the Orthodontic Department, Charles Clifford Dental Hospital. Your 
support is invaluable. 
 
We would like to share with you some of the results of a recent departmental audit which investigated 
the caries incidence in the permanent dentition for patients referred for orthodontic treatment. While 
we understand that teeth of poor prognosis may be included in extraction patterns, we were 
disappointed with the result that 33% of patients presented with caries at first assessment. 
 
The standard for the audit was based on British Orthodontic Society advice that patients with active 
caries should not be referred for orthodontic treatment (unless advice is needed for extractions only). 
 
Following this audit, we developed a new orthodontic referral proforma with a focus on caries rather 
than the details of a malocclusion. 
 
We hope that you will support us in our bid to improve this aspect of our patients’ journey from you to 
us. We have attached the new proforma to be used for referrals to the Orthodontic department. We 
welcome any feedback. 
 
Yours sincerely, 
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Appendix 5a Index of Orthodontic Treatment 
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Index of Orthodontic Treatment Need 
 
The detailed IOTN categories are as follows: 
 
IOTN Grade 3 – Moderate treatment need 

a. Increased overjet 3.5 mm but ≤6 mm with incompetent lips. 
b. Reverse overjet greater than 1 mm but ≤3.5 mm 
c. Anterior or posterior crossbites with 1 mm but ≤2 mm discrepancy between retruded contact 

position and intercuspal position. 
d. Displacement of teeth 2 mm but to ≤4 mm. 
e. Lateral or anterior open bite greater than 2 mm but ≤4 mm. 
f. Increased and complete overbite without gingival or palatal trauma. 

 
IOTN Grade 4 – Great treatment need 

h. less extensive hypodontia requiring prerestorative orthodontics or orthodontic space closure to 
obviate the need for prosthesis 

a. Increased overjet 6 mm but ≤9 mm 
b. Reverse overjet 3.5 mm with no masticatory or speech difficulties 
c. Anterior or posterior crossbites with 2 mm discrepancy between retruded contact position and 

intercuspal position 
d. Severe displacements of teeth 4 mm 
e. Extreme lateral or anterior open bites 4 mm 
f. increased and complete overbite with gingival or palatal trauma 
l. Posterior lingual crossbite with no functional occlusal contact in one or both buccal segments 
m. Reverse overjet greater than 1 mm but less than or equal to 3.5mm with recorded masticatory 

and speech difficulties 
t. Partially erupted teeth, tipped and impacted against adjacent teeth 
a. Supplemental teeth 

 
IOTN Grade 5 – Very great treatment need 

a.   Increased overjet 9 mm 
h.    Extensive hypodontia with restorative implications (more than one tooth 

missing in any quadrant) requiring pre-restorative orthodontics 
i. Impeded eruption of teeth (with the exception of third molars) due to crowding, displacement, 

the presence of supernumerary teeth, retained deciduous teeth and any pathological cause 
      m. Reverse overjet greater than 3.5 mm with reported masticatory and speech 

difficulties 
       p.   Defects of cleft lip and palate 
       s.    Submerged deciduous teeth 
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Details of Aesthetic Component 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Grade 1 = most aesthetic arrangement of the dentition 

Grade 10 = least aesthetic arrangement of the dentition 

Grade 1-4 = little or no treatment required 

Grade 5-7 = moderate or borderline treatment required 

Grade 8-10 = treatment require 
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Appendix 6 Anxious and Phobic Dental Referral Form 
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Anxious/phobic adult dental patient referral form 
 

Notes on completion of referral form 
 

 
1. Ask the patient the five questions on the Modified Dental Anxiety Scale Questionnaire  (overleaf) 

and add up their score.  Do not let the patient see the scoring system. 
 

2. Check that the patient meets the following referral criteria: 
 

• The patient is 16 years or over. 

• The patient has expressed severe anxiety/phobia about dental treatment. 

• The patient’s anxiety/phobia has prevented them from accepting dental treatment. 

• The patient has scored 19 or above on the Modified Dental Anxiety Scale. 

• You have attempted to provide dental treatment on at least three occasions. 

• You can provide evidence of what you have already tried to do to help the patient with their dental 
anxiety/phobia. 

• You can provide evidence of what dental treatment/prevention you have already provided for the 
patient. 

• The patient has agreed to attend any appointments that are made or cancel them as early as 
possible. 

• The patient is ready to have their dental anxiety/phobia addressed. 

• The patient understands that they may be managed using a variety of techniques, which may 
include psychological therapies e.g. cognitive behavioural therapy. 

• The patient is willing to be contacted by telephone. 

• The referring dentist is willing to see the patient again following discharge from the specialist 
service. 

 
3. Ensure that the patient agrees to be referred and understands that they may be managed using a 

variety of techniques, which may include psychological therapies e.g. cognitive behavioural 
therapy.  Please note, this is not a referral for IV sedation.  Also ensure that the patient 
understands that they will be triaged by telephone and that they must attend any appointments 
that are made or cancel them as early as possible. 

 
4. Attach the patient’s Modified Dental Anxiety Scale Questionnaire to the referral form and send it 

to:  
Dental Referrals, 1st Floor, Firth Park Clinic, North Quadrant, Sheffield S5 6NU.  
 

5. Please note that this is not an emergency dental service. If a patient needs IV sedation for a ‘one 
off unpleasant dental procedure’ e.g. surgical extraction of wisdom teeth or a biopsy but is not 
usually anxious/phobic about routine dental treatment, please refer them directly to the oral 
surgery department at Charles Clifford Dental Services using the referral form in Appendix 1 of 
the NHS Sheffield referral handbook. 
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Modified Dental Anxiety Scale Questionnaire - Please complete with patient 
 
Patient’s Name __________________________________________   
Date of completion of questionnaire ________________________ 
 
1. If you went to your Dentist for TREATMENT TOMORROW, how would you feel? 

Not Anxious       
Slightly Anxious        

Fairly Anxious       

Very Anxious       
Extremely Anxious       

 

2. If you were sitting in the WAITING ROOM (waiting for treatment), how would you feel? 

Not Anxious       
Slightly Anxious        

Fairly Anxious       

Very Anxious       
Extremely Anxious       

3. If you were about to have a TOOTH DRILLED, how would you feel? 

Not Anxious       
Slightly Anxious        

Fairly Anxious       

Very Anxious       
Extremely Anxious       

4. If you were about to have your TEETH SCALED AND POLISHED, how would you feel? 

Not Anxious       
Slightly Anxious        

Fairly Anxious       

Very Anxious       
Extremely Anxious       

5. If you were about to have a LOCAL ANAESTHETIC INJECTION in your gum, above 

an upper back tooth, how would you feel? 

Not Anxious       
Slightly Anxious        

Fairly Anxious       

Very Anxious       
Extremely Anxious       

 ----------------------------------------------------------------------------------------------------------------------- 
Scoring The Modified Dental Anxiety Scale - DO NOT show this to patient. 

 

Each item is scored as follows: 

 

Not anxious = 1 

Slightly anxious = 2 

Fairly anxious = 3 

Very anxious = 4 

Extremely anxious = 5    Total score (please complete)  _________________ 
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Anxious/Phobic Adult Dental Patient Referral Form 
 

 
Please complete in block capitals in black ink 
 
                                              

Criteria   
 

Please tick to 
confirm 
criteria met 

a.  Patient is 16 years or above 
 

 

b.  Patient has expressed severe anxiety/phobia about dental treatment  

c.  Patient’s anxiety/phobia has prevented them from accepting normal dental treatment  

d.  Patient scores 19 or above on Modified Dental Anxiety Scale questionnaire  

e.  You have tried to treat the patient unsuccessfully on at least 3 occasions  

 
 

Please explain why the patient requires referral to 
the specialist dental anxiety/phobia service? 

 
 
 
 
 
 
 

What have you already attempted to help the 
patient with their dental anxiety/phobia? 

 
 
 
 
 
 
 
 

 
 

Referring dentist, 
practice address and 
phone number 

 

 
 
 
 

Patient’s name  Gender (please circle) Male         Female 

Patient’s date of birth  Age at referral (years)  

Patient’s address 
(including post code) 

 

 

 
 
 
 

Patient’s phone number Landline 

Mobile 
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What dental treatment/prevention 
have you already provided for 
this patient? 

 
 
 
 

What treatment does the patient 
require from the specialist 
service? 
 
 

 

Does the patient have a routine or 
urgent (acute pain, swelling or 
bleeding) dental need?      
(please tick) 
 

Routine           □                                       Urgent           □ 
 
Please note: this is not an 
emergency dental service 

Please include details of any 
relevant medical history or any 
other relevant information 
 
 
 
 
 

 

 
 
Please tick the following boxes to confirm that: 
 

• The patient has agreed to attend any appointments that are made, or cancel them as early as possible   

          □ 

• The patient is ready to have their dental anxiety/phobia addressed    □ 

 

• The patient understands that they may be managed using a variety of techniques, 

 which may include psychological therapies e.g. cognitive behavioural therapy     □ 

 

• The patient is willing to be contacted by telephone for initial assessment    □ 

 

• Referring dentist is willing to see patient again following discharge from the specialist service □ 

 

 
Patient’s signature ………………………………………Date…………………………………. 
 
Dentist’s signature  .……………………………………..Date…………………………………. 
 
For office use only 

------------------------------------------------------------------------------------------ 

  

  Tick Date 

Referral received     

Referral meets criteria and 
accepted 

  

Referral does not meet criteria 
and refused and returned 

  

Reason for refusal  
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Appendix 7 Mental Health Supplement  
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Mental Health Supplement 
 

 
Client name  _________________________  DOB  __________________________ 

Can the client attend a family dentist?         Yes   □  No   □ 
 
If patient is on a mental health ward, how long until discharge? ……………………………………………… 
 
Name of care co-ordinator / named nurse ………………………………………………………………………… 
 
Name of Mental Health worker…………………………………………………………………………………….. 
 

Is the client agreeable to referral? Yes   □  No   □ 
 
Note, Although we do try to see patients as soon as possible, we are not an emergency service. 
Unregistered patients requiring emergency dental treatment should ring  
NHS 111 

 
Risk Factors 
 
Mental Health Diagnosis ___________________________________________ 
 
 

 History Current 

Relapse signs   

Distressing delusions or ideas   

Command hallucinations   

Ideas of self harm / Suicide   

Ideas / threats of harming others   

Self harm / Suicide attempts   

Harm to others   

Drug / Alcohol misuse   

Risk to staff from client or clients situation   

Conviction for violence   

Other (please specify)   

 

Overall Risk Assessment 

 

 History Current Current level 

Risk to self    

Risk to others    

Self neglect    

 
 
Name of person completing form  ____________________ Position ____________________ 
 
Signature__________________________________ Date  ___________________________ 

 
Please return by post or internal mail to  
Tina Tomlinson, Dental Office, 1st floor, Firth Park Clinic. North Quadrant, Sheffield. S5 6NU 
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Appendix 8 Bariatric Patient Referral and Assessment Form 
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COMMUNITY & SPECIAL CARE DENTISTRY 

Bariatric Patient Referral and Assessment Form 

 

 

Definition: 

 

The term bariatric patient, in the case of referral to Community & Special Care Dentistry, refers to patients assessed as being heavier 

than 22 stone (139KG) or are thought to be 22 stones prior to being weighed.   However, other individuals with a lower weight and BMI 

may be included depending on their size, shape, weight distribution or support needed. Please indicate this in the referral information * 

below. 

GMP ADDRESS:  

NHS NO:  

RMH: 

(Please include any recent hospital 

admissions, when and where.) 

 

 

 

 

* REASON FOR REFERRAL:  
 

 

 

 

 

BARIATRIC ASSESSMENT  

PATIENT’S WEIGHT (kg):  PATIENT’S HEIGHT (m):  BMI (kg/m2):  

BMI: 

(tick 

category) 

<18.5 

underweight 

18.5-24.9 

healthy weight 

25.0-29.9 

overweight 

30.0-34.9 

obesity class I 

35.0-39.9 

obesity class II 

40.0-44.9 

obesity class III 

>40+ 

Morbid obesity 

BODY SHAPE: 

(tick category) 

Proportional 

- weight distribution comparable to 

patients of average weight 

 Apple-shaped 

- weight distributed around the centre 

or torso of body 

 Pear-shape 

- weight distributed unevenly with heavier 

lower body 

 

WAIST 

CIRCUMFERENCE: 

(tick category) 

Low-risk 

Men: < 94cm/37” 

Women: <80cm/32” 

 High-risk 

Men:  94-102cm/37-40” 

Women: 80-88cm/32-35” 

 Very high-risk 

Men: >102cm/40” 

Women: >88cm/35” 

 

MOBILITY ASSESSMENT        

IS THE PATIENT INDEPENDENT? YES / NO 

ARE THEY PRONE TO FALLS? YES / NO 

IS THE 

PATIENT? 

(circle appropriate 

category) 

A 

-Ambulatory, but 

may use a cane or 

similar support. 

-Independent, can 

clean and dress 

themselves 

B 

-Uses walking frame 

or similar. 

-Can support 

themselves to some 

degree. 

-Has trunk stability 

and can weight bear, 

but may need 

assistance in 

standing and walking 

-Carer assistance 

needed in demanding 

situations 

C 

-Sits in wheelchair 

-Some trunk stability 

-Can partially weight 

bear on at least one 

leg 

-Able to shift weight 

from side to side 

-Dependent on carer 

in most situations 

D 

-Sits in wheelchair. 

-No capacity to support 

themselves 

-Cannot weight bear 

-Limited ability to shift 

weight from side to side 

-Extensive help required 

for mobilising 

-Dependent on carer in 

most situations 

E 

-Passive 

-Might be almost completely 

bedridden 

-Totally dependent 

-Often stiff, contracted joints 

AIRWAY ASSESSMENT        

PATIENT’S NECK CIRCUMFERENCE:  cm  inches (>44cm/17.5” increases risk of intubation problems)   

IS PATIENT AWARE OF A SNORING HABIT WHEN ASLEEP? YES / NO  (If yes, indicative of 

DOES PATIENT REGULARLY WAKE UP DURING THE COURSE OF A NIGHT’S SLEEP? YES / NO  obstructive sleep apnoea) 

DOES THE PATIENT OFTEN FEEL TIRED DURING THE DAY? YES / NO  
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Appendix 9 Special Care Dentistry Traffic Light Supplement 
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