



ALTERATION TO ORAL SURGERY REFERRALS
An audit into the quality of referrals received by the Oral Surgery Department was completed throughout September 2008.  The results revealed that in our opinion only 2% of referrals received contained appropriate data to facilitate prioritising patient consultation and treatment.  There exists the possibility of streamlining services so that if a full and detailed referral was made, patients could be booked directly for treatment appointments, without the need for assessment first.  It would give us the opportunity to place patients into the most suitable treatment slots, performed by the most appropriate person, whether that is by staff or by students.  This would allow patients to access treatment more quickly, increase efficiency and reduce waiting times. A new Oral Surgery referral form has been designed to enable this target to be achieved.
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TOOTH OF CONCERN          

REASON FOR  REFERRAL       □    Continued on separate sheet/ letter attached    □   Pain   □   Swell ing   □   Sinus   □   Incidental radiographic finding     □   Other -  please specify below:                                       If requesting removal of third molars please indicate reason (see NICE guidelines):   □   Recurrent P ericoronitis     □   Cystic changes       □   Non - restorable caries   □   A b s cess/   Cellulitis       □   Periodontal disease     □   Internal/External resorption                      

RADIOGRAPHS are required for patient assessment.  Please ensure all relevant radiographs  are enclosed.     DPT  □     Intra Orals   □         Return radiographs on completion of treatm ent    Yes   □  

Incomplete forms will be returned  for missing information to be supplied and patient treatment  may be delayed.     Please return to:  P ATIENT  A CCESS ,   B RISTOL  D ENTAL  H OSPITAL ,   L OWER  M AUDLIN  S TREET ,   B RISTOL  ,  BS 1   2 LY    

HAS THE TOOTH/ TEETH BEEN ROOT TREATED AT LEAST TWICE?    □  YES     □  NO   If NO state reason  :  

PERIODONTAL CONDITION   Oral Hyg ie ne :   □  Good   □  Fair     □  Poor   Deepest probing depth on tooth of concern …….. mm     Deepest recession measurement on tooth  of concern ……… mm        

WHAT CORONAL RESTORATION IS PRESENT?   □   Crown     □   Post Crown     □   Plastic filling   □   Other -  please state :   …………………………………………………………………………………………….     Is this restoration sound?  □   Yes    □   No    
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Incomplete forms will be returned  for mis sing information to be supplied and patient treatment  may be delayed.     Please return to:  P ATIENT  A CCESS ,   B RISTOL  D ENTAL  H OSPITAL ,   L OWER  M AUDLIN  S TREET ,   B RISTOL  ,  BS 1   2 LY    

RADIOGRAPHS are required for patient assessment.  Please ensure all relevant radio graphs  are enclosed.     DPT  □     Intra Orals   □     None  (reason required) □     ………………………………………………..                     …………………………………………… …..     Return radiographs on completion of treatment    Yes   □  
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TREATMENT REQUESTED    (for a picectomy and wisdom tooth removal please use specific forms)     □  Extraction   □ Biopsy   □  Exposure& Bonding   □  Other (please specify below)          

REASON FOR TREATMENT REQUESTED / CLINICAL DETAILS   □    Continued on separate sheet/ letter attached                                                             

RADIOGRAPHS are required for patient assessment.  Please ensure all relevant radiographs  are enclosed.     DPT  □     Intra Orals   □     None  (reason required) □     ………………………………………………..                     …………………………………………… …..     Return radiographs on completion of trea tment    Yes   □  

Incomplete forms will be returned  for missing information to be supplied and patient treatment  may be delayed.     Please return to:  P ATIENT  A CCESS ,   B RISTOL  D ENTAL  H OSPITAL ,   L OWER  M AUDLIN  S TREET ,   B RISTOL   ,  BS 1   2 LY    
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PATIENT DETAILS     Male □ Female □     Mr  □  Mrs  □  Miss  □  Ms  □   Master  □  Dr  □  Other  □   Surname  ………………………………………..   First name  …………….………………………..   Date of Birth  ………….………………………..   Address  ………………….…………………… ……..   …………………………………………………………   Post code  ……………..……………………… …… .   Contact number  ……..………………… …… …….   NHS Numbe r  ……………………………………….  

REFER R ER DETAILS   Name  ………………………… ……………… ……….   Practice  ……………………………………… ………   ………………………………………………… ……….   Contact No  …………………………………………..   GDP  □  CDS  □  Specialist  □  G M P  □       GP (Medical)  DETAILS   Name  ………………………………………… …..   Practice  ……………………………………… …..   ………………………………………………… ……   ………………………………………………………   Contact No  ……………………………………..  

MEDICAL HISTORY             MEDICATION            

ALLERGIES          

FOR OFFICE USE ONLY   □  ROUTINE   □ URGENT     



General Oral Surgery Referral










Apical Surgery Referral













Wisdom Tooth Referral








Copies of the new referral forms are attached and additional copies will be available for download on the University Hospitals Bristol website:

http://www.uhbristol.nhs.uk/referral-forms 
Thank you for your cooperation.

Mr S. J. Thomas
Consultant Maxillofacial Surgeon 



ALL SECTIONS OF THE FORM MUST BE COMPLETED OTHERWISE THE REFERRAL WILL BE RETURNED REQUESTING FURTHER INFORMATION.





�





Signed……………			Date





Indicate the priority of the referral.


Box for office use only





All core patient, referrer and GMP details must be provided in legible writing.





List details of the patients’ medical history to include significant hospitalisations, operations and ongoing treatment. 





List current medication (to include dosage). 





State any known drug and other substance allergies with a description of the reaction if known





Tick the appropriate box and detail the tooth/ teeth on the charting. If the treatment required does not fit into any of the above categories then detail in the box








Please provide:


Reasoning for above treatment request


Significant history including previous consultations for the condition


Active problems


Clinical information


Preliminary investigations and results 


Relevant patient factors (eg. Phobic, social factors)


Modality (LA/ GA/ IV Sedation)








Radiographs or copies should be included with every referral unless inappropriate (eg. biopsy request).


 


If a radiograph is not available then a description of the radiograph should be provided.





Signed……………			Date …………..





Please sign and date 





Radiographs or copies should be included with every referral.  Any copies should be of a diagnostically acceptable quality.





Please tick the tooth/ teeth requiring assessment adjacent to the appropriate indication:














Tooth to be removed�
LR8





8�
LL8





8�
UR8





8�
UL8





8


�
�
Second or subsequent episodes of Pericoronitis�
�
�
�
�
�
Unrestorable caries in tooth/ adjacent teeth�
�



√�
�
�
�
Untreatable pulpal or periapical pathology�
�
�
�
�
�
Abscess�
�
�
�
�
�
Root resorption in tooth/ adjacent teeth�
�
�
�
�
�
Fracture of tooth�
�
�
�
�
�
Cyst�
�
�
�
�
�
Periodontal disease affecting tooth/ adjacent teeth�
�
�
�
�
�
Tooth causing traumatic occlusion�
�
�
�
�
�
Previous attempted extraction�
�
�
�
�
�
Other - please specify:�
�
�
�
�
�















�











Signed……………			Date











�





Please sign and date 





Assessment of the periodontal tissues and oral hygiene must be recorded. Probing depths & recession must be entered as requested.





Please indicate what type of coronal restoration is present and comment on soundness.





Please explain reason for tooth requiring apicectomy.  


Any additional information can be attached on extra sheets secured to the referral proforma.





An endodontic history of the tooth should be detailed





Please detail the tooth requiring assessment for apicectomy.





Radiographs or copies should be included with every referral.  Any copies should be of a diagnostically acceptable quality.





Please sign and date 





In the appropriate box please tick which tooth/ teeth require assessment and the indication for removal. 





Eg. Carious LL8 





For further information on the assessment of wisdom teeth for removal please see NICE guidelines.


� HYPERLINK "http://www.nice.org.uk" ��www.nice.org.uk� or 





























