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Watch Dental Group
Guidance for the Minimum Standards of Record Keeping for Associates

Version 1.4
Please read and sign the following document to confirm that you agree to adhere to the following minimum standards for provision of dental services.  Additionally, each page will need to be initialled by the practitioner. 
Minimum Standards

The Minimum Standards of Record Keeping for Associates is an evolving document that will inevitably be updated over time to incorporate new guidelines, standards and recommendations. 
All clinicians records should be should be contemporaneous and in line with the current general standards of the profession at that point in time.  

It is hoped that by having a minimum set of standards for record keeping, we will facilitate practitioners to keep notes in a logical, consistent manner that reduces the scope for human error and enhances the medico-legal protection provided by such records.  The future aim will be to produce an additional A4 Sheet as a quick reference to this document to serve as a memory aid.

Whilst individual practitioners may have their own style of record keeping, their notes should – if inspected – contain a similar level of information content as the examples below.
Some examples below contain a level of detail which may go beyond minimum standards and may be referred to as ‘ideal’.  In such cases, the level of detail will be described as such in the text.  

The examples of record keeping described have been derived from a number of sources, including dental legal feedback, peer reviews, indemnity society advice and dental reference officer feedback. 

Record Keeping: 
All records should be logged with the following minimum details: 
Date of entry – The date of the entry should be recorded.  Computer records usually do this automatically.  Paper cards require a written dated entry . 

Name of practitioner – if via computer this is provided via the login. If on paper then this should be initialled.  Ideally this should also include the name or initials of the accompanying dental surgery assistant for future verification should a conflict arise. 
Details of entry – in a clear legible format.  Refrain from using unfamiliar terminology or contractions that are not widely accepted or understood.  Also refrain from personal comments about patients that could be seen to be inflammatory and serve no clinical purpose.  Keep the notes professional and remember that the patient can request a copy at any time. These notes may ultimately be viewed by the patient, other clinicians, the dental hospital, the RDO officer, a defence society, solicitors and possibly the GDC.  Keep the notes professional!

Notes should be signed off if recorded on paper. 
Presenting complaint:

Every patient has attended for a reason – even if it is simply for a routine recall.  The patients presenting complaining should be recorded in the notes in their own words and should summarise their complaint in a short and concise manner. 
i.e “Pt C/O – Pain in lower left tooth”

History of presenting complaint
Relevant logical details should be recorded of the patient’s complaint.  For example with toothache, the location, duration, exacerbating and alleviating factors are the minimum.  
Medical History

** Make sure that a relevant signed medical history is taken AT EACH VISIT **

This is often conducted whilst the patient is in the waiting room. This should then be checked and initialled by the dentist to confirm that it has been checked.  A common mistake is to think that just because a patient was in recently (i.e. yesterday) that they do not need to sign and confirm no changes or otherwise in their medical history.  This should be conducted at each visit and signed or initialled by the practitioner.  
For this reason, medical histories will almost always be carried out on paper.   Computer medical histories which are filled in by the practitioner carry little weight by themselves as they show no evidence that the medical history was approved or checked by the patient.  

Dental history  - in new patients it should be recorded whether they are regular or irregular attendees.  The approximate time since their last visit should also be recorded.  

Social history – this should form part of the medical history and should encompass dentally relevant aspects of the patients social history such as do they smoke (relating to oral cancer and periodontal disease) and what is their average alcohol intake (relating to oral cancer).  Details of sugar intake and acidic food intakes are usually ascertained verbally during the examination and should be recorded in the notes where relevant. 
Examination

Whenever the clinician sees patients for an examination and claims it as such, the patient should be examined and reported in the notes for the following: 
Extra oral – 

· Written notes to confirm that a check has been performed along with any findings (i.e. EO – Nil).  Ideally this would include reference to TMJ, asymmetry, swellings and other relevant observations. 

Intra oral:

· Dental chart– with up to date assessment of all teeth, their restorative status and any prosthetics in place. 
· Other dental pathology – i.e. caries, fractures, crown margin defects etc.
· Periodontal disease complete with basic periodontal examination (BPE)

· Soft tissue screen – complete with report of nil findings or otherwise. 

· Radiographic screening for caries with report – includes taking of dental bitewings where appropriate in compliant patients with posterior teeth at a frequency of no less than once every 2 years and in accordance to the RCS guidelines.  Includes record of justification, x-rays taken and findings.  

Occlusion: 

Record this where appropriate – i.e. in children with developing teeth.  

Radiographs (most common special investigation):

All dental radiographs should have 3 parts to their patient records:
The WHY, the WHAT and the REPORT.  

The WHY is the justification i.e. “query caries?”). 

The WHAT is the x-ray type (i.e. “2 bitewings taken, Adult Dose, 0.16s”)

The REPORT is the results of the report (i.e. “X-ray grade 1.  no caries detected”). 

Furthermore the radiographic files themselves should carry the following details:  patients name, date of exposure, x-ray type (i.e. PA, OPG or BW), and at the names or initials of the staff involved. 

The staff involved is itself divided into 3 parts – the prescribers ‘P’ (usually the dentist), operator ‘O’ (usually the dentist) and developer ‘D’(often the nurse). Think POD.  

If the prescriber and operator are the same, then a common shorthand would be to record the staff involved as the dentists initials (prescriber operator) and the assistant (developer).  

Special investigations:

These include but are not limited to:

· Percussion tests

· Pulp tests (ie cold air / thermal / electronic)

· Study models

· Radiographs

· Compression-depression (i.e. biting on cotton wool)
For example:

Ideal records for special investigations take the following format

WHY,  WHAT,  REPORT

(justification), (investigation), (report of result):

i.e. 

Query TTP ll5 (justification), percussed (investigation), ll5 TTP (report).  

Where TTP is ‘tender(ness) to percussion’, 

Minimum requirement for non radiographic special investigation:   
(report of result only) ll5 TTP.  

These should be written in a similar manner to dental radiographs. 

Justify why the special investigation was taken, what was actually performed – and report any results of the investigation.  

Note: Dental Radiographs require full ‘justification, investigation and report’ standard of record keeping. 

Diagnoses:  Any diagnoses should be listed in the patient notes and should form the basis of any subsequent treatment plans. 

This could be “lingual calculus detected”, or a cavity in a specific tooth, denture fracture and so on. 

Options:  Should be given to the patient to address each of the diagnoses.  These should be recorded in the patient notes and should be realistic (i.e. you cant realistically crown every tooth, if it is too far broken down).  The practitioner should however only offer to perform those treatments that they THEMSELVES deem to be  within their competence at that point in time.  Other treatments beyond this competence should be offered by referral where necessary and also recorded in the notes.  A valid treatment option is often to do nothing. 
When working under the NHS system, there is no prescriptive or restrictive list of treatments and statements such as ‘white crowns are available on the NHS’ are essentially misleading.  The patient seen under the NHS should always be offered a clinically appropriate / necessary option on the NHS, and can then be given additional options privately.  If for example, its not possible to place an amalgam on a back tooth – and a composite is the only realistic solution – then that IS the NHS solution.  But its all case dependant.  
As for white or gold crowns on back teeth – it is again case dependent.  A patient wanting a molar tooth crowning may be judged by the dentist to be best served by a full metal crown which is both thin (conservative for health of the tooth) and strong (for posterior occlusal loads).  In this scenario, a metal crown could be offered on the NHS and a white crown alternative privately, as the primary purpose would be cosmetics.  

If however a patient already has a white crown, then the arguments about tooth preservation no longer apply and it may be judged by the dentist to be an appropriate option on the NHS.  

The bottom line is that there IS NO PRESCRIPTIVE or RESTRICTIVE list of treatments on the NHS.  Each scenario should be taken on a case by case basis.  The only rules of thumb that the NHS option should be clinically appropriate / necessary for oral health and that if the treatment is primarily for cosmetic purposes then its usually private.

The price of the treatments should be made clear to the patient when giving treatment options. 
Treatment plans:  Any treatment plans agreed should be recorded in the patients notes.  The patient notes ARE NOT the same as any computerised treatment plans used for the purposes of claiming.  

It must be clear from the patient’s notes what treatment plan has been agreed.  Any treatment plans that involve bands 2,3 or mixed NHS and private work should result in a written or printed treatment plan which is subsequently agreed and signed by the patient.  For complex, involved, destructive or cosmetic work – the patient should be given a treatment plan and allowed a period of reflection (i.e. minimum 3 days) during which the patient may or may not change their mind.  Only after this cool off period should it be deemed that consent has be given for treatment commence. 

Risks and complications:  At a bare minimum, the risks and complications of the chosen course of treatment should be written in the patients notes.  This is essential for any interventional treatment that may result in further problems as a result of the intervention.  For example a filling may lead to pulpitis, root fillings and tooth loss.  As may a crown, veneer or conventional bridge prep. 

i.e 

risks:  crowning may lead to fracture or irreversible nerve sensitivity which may lead to root filling or extraction.

A complete list of the risks for each interventional item of treatment on the treatment plan should be written, preferably beneath the treatment plan itself. 

For more interventional or involved treatments, the dentist should ensure that the patient is properly consented.  This would minimally be recorded in the notes and ideally issued in writing whereupon it would be signed and dated.    

The ideal standard – would be to list the risks AND benefits of each individual treatment option in addition to the chosen course of treatment.  

The likelihood of success should ideally be mentioned to the patient, even if only in qualitative terms.  
Consent:
Consent can only be given by the patient being treated and can be withdrawn at any moment.  However patients under the age of 16 should ideally be accompanied by their parents or guardians.  You may wish to defer treatment in such a scenario.  In rarer occasions, if the patient is younger than 16 and you can get them to understand by explaining the procedure, risks and complications and then getting them to demonstrate this back through questioning, then you may proceed where the treatment is in their best interest.  This however is a grey area and should be avoided where possible.  

Any consent given is invalid if the patient does not understand the treatment or the words and terminology being used.  Treatment options and consents must therefore be given in very simple lay terms.  Note: The consent is additional to the treatment plan. 
Verbal and implied consent is acceptable for a routine dental examination. 

Verbal consent should be obtained and recorded in the patient records for any simple and routine health treatments provided, including the administration of local anaesthetics.  

Any treatments that go beyond this require a written, comprehensive level of informed consent:

Written consent should be provided for a range of items including (but not limited to):
· Complex treatments - i.e. dental implants

· Interventional dental work – i.e fillings, crowns, veneers, bridges etc. 

· Treatment involving substantial cost – i.e. private crowns 

· Treatments involving significant risk to the patient – i.e. wisdom tooth removal or dental treatment under sedation. 

· Treatment for the sole purpose of cosmetics – i.e. veneers, tooth whitening or conversion to white fillings. 

· Where there is a potential for confusion or misunderstanding as judged by the clinician.
Note – the consent is not the treatment plan. 

The consent should describe the nature of the treatment, the risks, benefits, alternatives and the cost.  There should ideally be a cool off period between a written informed consent and the actual treatment (i.e. minimum 3 days).  

Treatment records:
All treatments performed should be recorded in the notes and dated. 

It should be clear from each entry what the intended treatment at that date was – and what was actually performed.  

Any relevant observations should be detailed in the notes – including:

· The types local anaesthetic used, its concentration, dosage, batch number and expiry date and method of administration (i.e. “VCG LA lid 2% EPI 1:80k BN 04343 EXP 2011 06: 4ml used via IDB”  Whereas VCG is ‘Verbal consent given’, LA is ‘local anaesthesia’ epi is ‘epinephrine/adrenaline’, EXP is ‘Expiry date’, and IDB is ‘inferior dental block’.  

· Any relevant treatment notes – such as deep caries removed.  Remaining dentine sound.  

· Materials ACTUALLY used in the restoration including any linings, cores or bases used (i.e. setting calcium hydroxide lining placed, restored with amalgam).  

· Any post op instructions given (at the very least record that ‘post op instructions were given). 

· Any relevant dietary, hygiene, preventative or treatment advice provided given (i.e. sugar cessation advice, fluoride advice, advised interdental cleaning  between molars etc).  

Prescriptions and drugs:

According to recent dental reference officer visits, the practitioner should record the names, doses and quantities of any drugs given.  If these are prescribed from an NHS pad then the prescription number should be included also (i.e. Amoxicillin 250mg tds x 5 days – 15 capsules.  PN:  409465456464 – whereas PN is the prescription number on the bottom of the yellow pads, tds is shorthand ‘three times per day’).   

The reason for the prescription should be clear.  A common mistake is to prescribe antibiotics without any reference to the reason for doing so (i.e swelling etc).  It should not be assumed that the person reading the notes is aware of the reason why you are giving the prescription.  

Local anaesthesia: 
The name, concentration, dosage, batch number, expiry date and method of administration should be recorded in the patient notes for all local anaesthetics given. 

For exampleL
“VCG LA lid 2% epi 1:80k BN 04343 EXP 2011 06: 4ml used via IDB”

Whereas VCG is ‘Verbal consent given’, LA is ‘local anaesthesia’ EPI is ‘epinephrine/adrenaline’, EXP is ‘Expiry date’, and IDB is ‘inferior dental block’.  

Patient Information and Advice:
Giving out relevant clinical information and advice is part of being a clinician – and this process should be recorded in the notes.  

Relevant advice can fall under the category of ‘new patient advice’ – relating to any conditions they might have – and treatment advice, relating to any treatment provided.  

Patient Advice – Very Important!
There are two types of patient advice – treatment advice and dental health advice. 
Treatment advice would be for example – advising someone to remove their dentures at night following denture insert.  Or advising post op instructions following an extraction.  Examples are shown later on.  It is however critically important to include dental health advice. 

Dental Health Advice

When seeing new patients, it is the ideal time to provide and record any relevant advice.  It is vital for the medico-legal defence of the clinician that such relevant advice is provided and recorded in the patient’s records. 

Examples:

A preferred format for this advice, is concise and efficient.

i.e. 

Advised XXX Cessation,  Explained that XXX may lead to YYY which may lead to ZZZ.  

If a patient smokes – then it should be recorded in the notes that they have been told of the risks of smoking in oral cancer and periodontal disease and an offer smoking cessation help.   Failure to point this out could later be viewed as negligent, should the patient with oral cancer. 

“i.e. Advised smoking cessation.  Explained that smoking may lead to oral ancer which may lead to death.  Explained role of smoking in gum disease which may lead to tooth loss.  Advised Smoking cessation.  Pt declined.”

If a patient has a high alcohol intake (i.e. 20+ units per week) then they should be informed of the risk of alcohol in oral cancer which may lead to death.  

“i.e. Advised alcohol cessation.  Explained role of alcohol in oral cancer which may lead to death.  Advised reduction in alcohol consumption below 20 units per week”.  

If a patient presents with dental decay or a significant history of sugar consumption – then they should be warned of the role of sugar in dental caries which may lead to tooth loss.  This should be recorded in the notes.  Failure to do so may later be viewed as negligent.  

“i.e. Advised sugar cessation.  Explained the role of sugar in dental caries, which may lead to tooth loss.  Explained presence of sugar in …(sweets, chocolates, biscuits, fizzy drinks, cakes etc)”
This may go hand in hand with other preventative advice:

“Advised fluoride usage:  Patient to brush with ‘adult’ toothpaste containing fluoride 1500ppm twice per day”.  

If a patient presents with gum disease or any relating condition – they should be informed of their condition and the risk of tooth loss.  The patient should be offered relevant oral hygiene advice.  Failure to do so may later be viewed as negligent.  
“i.e Patient informed of presence of gum disease.  Explained that this may lead to tooth loss through teeth becoming loose.  Advised oral hygiene advice, including…(interdental cleaning, flossing advice, electronic tooth brushing etc….)”

If a patient presents with dental decay or other dental pathology, this is an ideal time to provide and record relevant clinical advice to new patients. 

Having a patient attend with decay, but never being given sugar cessation advice could later be seen as negligent.  

Having a patient attend with periodontal problems, without being informed unacceptable in the event of a 

Advice given to the patient should be recorded in the patients notes.

It should be clearly 
Treatment related advice:

Prosthodontics

Please check the following examples of advice to be given and recorded in the patient notes. 

Dentures

Following the insertion of dentures, patients should be given the appropriate denture hygiene advice – which should be recorded in the notes.  

“i.e. Inserted upper and lower complete dentures.  Advised cleaning dentures at night both chemically with cleansing tables (steradent) and mechanically with a tooth brush.  Advised removal of dentures at night.”

Restorative:

Amalgam restoration
“i.e. lower left six restored with large mod amalgam. Explained may be sensitive.  Advised avoidance on eating for 1 hour and soft diet for 24 hours.  Patient told to avoid lip biting from anaesthetic”. 
Oral Surgery:

“i.e. Extracted upper left six with couplands elevators and forceps.  Crown fractures.  Root removal complete.  All tooth removed.  

Post operative instructions give.  Haemostasis achieved.”

Dental Recalls
Under the new NHS dental system, the dental recalls should be made with reference to the NICE guidelines.  This means that the recalls should be justified in the notes. The recall period is determined through discussion between the dentist and the patient, based on clinical need and patient requirements. 

Format:  JUSTIFICATION, RECALL. 

i.e   “Nice recall discussed, moderate ohi and caries risk, recall 6/12”

Laboratory work
When sending work off: 

It should be recorded in the notes which lab was used.  This allows the work to be traced back in the event of a problem or associate moving on suddenly. 

When fitting lab work: 

The Job (or Case) number should be recorded, along with confirmation of the lab used.  
These details can be found on the lab sheet, which itself should be stored as a vital patient record.  

i.e.  

“Crown fit LR5

VCG LA lid 2% Epi 1:80k BN 03232 Exp 2011 06: 4ml via idb. 

Temp crown removed.  Cemented lR5 PFM with GIC.  

Job Number:  2050/32432  Watch Lab. 
OHI Given. Interdental cleaning advised.   

Nice recall discussed.  Good oral hygiene – Recall agreed 6/12”
Finally

This is an ever evolving document that will change with time.  

If you have any comments, queries of suggestions for future updates of this document then please email them to:  Karl_nightingale@msn.com
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