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NHS England South Region Standard Operating Procedure for Urgent Dental Care Hubs (UDCH) during the COVID-19 Pandemic
This document should be reviewed weekly as the current situation develops.
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Introduction and Principles

Purpose
The following Standard Operating Procedure (SOP) is applicable in the planning and operating of Urgent Dental Care Hubs (UDCHs) during the COVID-19 Pandemic across the South East region of England, including Kent, Surrey, Sussex, Hampshire and Isle of Wight, Buckinghamshire, Oxfordshire and Berkshire. This SOP aims to encourage a consistent approach towards urgent dental problems across the region, recognising the importance of staff and patient safety in this time while still enabling access to urgent care when patients cannot manage their symptoms themselves. It is essential to minimise the number of patients accessing these centres to reduce the risk of transmission of COVID-19 to staff and patients, avoid unmanageable or inappropriate demand and to conserve available PPE supplies.
This SOP sets out the provision of urgent dental services to be implemented from the above date. In addition, there is further information available in the Issue 3 Preparedness Letter for dental care 25 March 2020 and Issue 4 Preparedness Letter of 15 April 2020.
Key Principles: 
· Flexible arrangements, rapidly developing;
· Care limited to emergencies and urgent dental care;
· Best interests of patients;
· Protecting the local population;
· Protecting NHS frontline staff including the dental team;
· Dental teams to keep up to date with current guidance;
· All patients who will benefit from and need urgent dental treatment will be able to access it and those whose needs do not meet the criteria will be advised to self-manage.
Dental Treatment in Primary Care  
All practices, either individually or collaboratively, are to establish a remote urgent dental care service, providing advice by telephone or other appropriate means for their patients with urgent needs during usual contracted hours and, wherever possible, treating with: 
· Advice 

· Analgesia 

· Antimicrobial means where appropriate 
In line with the Issue 3 Preparedness Letter all routine care in primary care dental services is to be stopped and deferred until otherwise advised. 
In NHS England and NHS Improvement South East, to provide the best urgent care service needs to our patients in this unprecedented time, we would like to remind all practices which provide services for the NHS that they are to remain open or be remotely accessible (i.e. accessible just via telephone) to provide advice and prescribing by a dentist during normal working hours to offer a priority first tier triage for all emergency and urgent patients.  The advice you offer may also be to patients you have not seen in your practice before and who have not recently seen a dental professional. 
Patients who are abroad:
· If you have a patient abroad and you have seen them before you can give advice;
· If you have a patient abroad, you have not seen before you cannot give advice.
Emergency (these patients should be directed to A&E):  
· Life threatening emergencies, e.g. airway restriction or breathing/ swallowing difficulties due to facial swelling 

· Uncontrollable dental haemorrhage following extractions that cannot possibly be dealt with within the Urgent Dental Care Hub;  

· Rapidly increasing swelling around the throat or eye which causes immediate threat to life;  

· Trauma to head and neck to include dental arches that requires maxillofacial services.  
Urgent primary dental care: 
· Trauma such as dento-alveolar injuries or avulsion of a permanent tooth 

· Oro-facial swelling that is significant and worsening but does not present realistic threat to life 

· Post extraction haemorrhage that the patient cannot control by local measures but does not present realistic threat to life 

· Dental conditions that have resulted in acute and severe systemic illness 

· Severe dental and facial pain: that is pain that cannot be controlled by the patient following self-help advice or the use of appropriate antimicrobials.  

· Fractured teeth or tooth with pulpal exposure 

· Dental and soft tissue infections without systemic involvement/effect.
· Oro-dental conditions that are likely to exacerbate systemic medical conditions
· Suspected oral cancer.
 

Each patient should be assessed and managed on their own merit, taking into account the patient’s best interests, professional judgement, local UDC arrangements and the prioritisation of the most urgent care needs. 

Possible list of treatments which could be provided include: 

 

1. Assessment and Diagnosis 

· Examination, assessment and advice;  

· Radiographic examination and radiological report;  

 

2. Interventive Treatments
Aerosol generating procedures (AGPs) should be avoided unless absolutely necessary as per the Issue 3 Preparedness Letter.
For a list of aerosols see the Chief Dental Officer of Scotland’s letter on AGPs. 
A risk assessment should be undertaken, on a case by case scenario, using clinical judgement to consider the risks of aerosol generation versus unnecessary tooth extraction e.g. a pulpectomy on an anterior tooth. Further information can be found at the British Endodontic Society.
· Dressing of teeth and palliative treatment;  

· Re-implantation of an avulsed, luxated or subluxated permanent tooth following trauma with any necessary endodontic treatment being delayed until aerosol generating procedure (AGP) avoidance has been removed
· No surgical extraction of teeth where possible to minimise aerosol;  

· Provision of post-operative care including treatment of infected sockets;  

· Urgent treatment for acute conditions of the gingivae or oral mucosa, including treatment for pericoronitis or for ulcers and herpetic lesions, and any necessary oral hygiene instruction in connection with such treatment;  

· Incising an abscess;  

· Other treatment immediately necessary as a result of trauma.
Staff Induction
Urgent care dental hubs will be set up and staffed initially by staff already employed by the practice for NHS contracted work. A rota will be developed to set out the clinic schedule and staff booked. When new staff will be working in the practice then a local induction should be used and recorded, see below.
RECORD OF INDUCTION
	NAME:

DESIGNATION:

Induction carried out by: 
	Date and Sign on completion

	See appendices for a declaration template for the items below:
· Appropriate indemnity insurance

· GDC registration

· Hold a valid NHS Performer number & EDI pin
· Up-to-date Hep B status  

· Up-to-date IRMER CPD  

· Hold a DBS

· Up-to-date BLS and medical emergencies CPD
Check when attending hub for the first time:
· Photo ID checked, e.g. driving licence or passport
· Display name on PPE, e.g. sticky label
Practice specific:

· Nursing arrangements

· Toilets

· Staff facilities, incl. changing and lockers

· PPE in line with current guidance for COVID-19 (see Issue 3 Preparedness Letter and PHE guidance)
· Emergency drugs/resus equipment location

· Prescription pads location and local pharmacy arrangements

· Medical history form and process

Policies:

· Health and safety policies and regulations, including COSHH

· Cross infection control procedures to HTM-0105 standard

· Sharps injury protocol

· Radiation protection – local rules

· Radiograph processing

· Waste disposal

· Local children and vulnerable adults safeguarding arrangements

· Fire policy

· Accident book location

· Information governance

· Practice NHS complaints policy 

Surgery:

· Start and end of session checklists

· Use of equipment (switch on, switch off etc)

· Location of clinical equipment and materials

· Isolation switches location

· Aspirator maintenance procedure

· Equipment line management

· Autoclaves and decontamination room

Computer system:

· Data protection

· Use of personal DERS login. The South East DERS login normally used will be functional in all South East hubs.
· Basic use of system and clinical notes

· Sending off electronic FP17

· Access to patient records, including paper, or any other patient identifiable information in practice
	


Keeping Staff Safe

Government guidance for business and employers is found here. 

All staff should be risk assessed on an ongoing basis to protect them and keep possible cases, household contacts, staff who should be shielded, or those at increased risk, away from work. 

In line with government advice, it is recommended that as part of risk assessment, dental services review resource requirements for service operations and commitments. Where appropriate, this should allow staff to stay at or work from home to avoid non-essential travel and contact; or to participate in local workforce redeployment efforts in line with local arrangements. 

COVID-19 guidance around social distancing and good hygiene practice should be promoted as far as possible in the workplace. 

For further guidance see the National COVID-19 guidance and standard operating procedure.
Patient Pathway
General dental practices are responsible for providing urgent dental care, limited to advice, analgesia and anti-microbials, where appropriate, as well as triage for any patient who contacts them (this must not be restricted to patients who normally attend the practice).  This includes a COVID assessment of the patient, either individually or by a local collaborative arrangement amongst practices.  A COVID assessment for patients will be completed at first stage triage firstly by the General Dental Practitioner or local Out Of Hours Emergency Dental Services . 
Triage at second stage facilitated through the dental electronic referral system (DERS) followed by contact with the patient remotely by a dentist working for the UDCH prior to any potential face to face clinical assessment in the UDCH.
· General dental practices and CDS services remain first line as per Issue 3 Preparedness Letter and Issue 4 preparedness letter providing:
· Advice

· Analgesics

· Anti-microbials (as appropriate)
· Existing dental Out Of Hours services will remain operational providing the three A as above.
· Initial contact is carried out in primary care which will involve determining the patient COVID status (Hot or Cold) and patient category (1-4- see Issue 3 Preparedness Letter) and triaging as per pathway (see diagram 1). 

· If an appointment is required, the patient will be referred through DERS for further triage and where appropriate an appointment with the appropriately skilled clinician in the UDCH.  A triage will take place by a dentist who will attempt to provide appropriate advice before potentially scheduling an appointment (see below).

· UDCHs triage in real time, 7 days per week (hours to be confirmed, dependent on demand).  There is no target time to see the patient.
· Recommend that operating clinicians are appropriately skilled to carry out the necessary treatment, for example oral surgery procedures should be performed in order to ensure swift care delivery, to reduce risk, and avoid the need for re-attendance or further issues.
Triage Within UDCHs
The expectation is that face to face contacts within UDCHs are kept to a minimum. In doing so, non-essential contact and travel is reduced, cross-infection risks are minimised and essential PPE is protected.
The patient pathway for the UDCH is considered to have two broad stages – remote management and face-to-face management. As far as possible, patients should be managed remotely and exit the pathway at the end of this stage. Those patients who cannot be managed remotely will enter the face-to-face stage of the pathway Issue 4 preparedness letter.

Following electronic referral (DERS) to the UDCH, the triaging dentist will have a responsibility to conduct a further, detailed triage prior to consideration of any face to face appointment. Hub services are expected to have also followed the SOP outlined in Section 4.1 of COVID-19 Urgent Dental Care SOP.

Video conferencing is an extremely useful tool, particularly in relation to the assessment of swellings.
If, following this stage of triage, it is found that the patient can in fact be managed remotely, the patient should be given the appropriate advice, analgesia or antibiotics (as appropriate) and discharged on DERS. A comprehensive discharge summary should also be provided to the referring dentist detailing the reason that the referral has been rejected and providing any advice that is required for their further management of the patient.
A face to face contact must only be made following this triage and conduction of risk assessment on an individual basis for each patient and it is confirmed that the patient cannot be managed remotely.
If the electronic referral to the UDCH does not contain all relevant information to confirm the urgent nature of the referral, the triaging dentist can decide whether to reject the referral or to proceed and discover further information directly from the patient.

Referrals should only be rejected or returned for more information if the dentist at the UDCH decides that there is no risk to the patient by delaying their treatment. 

The triager at the UDCH should ensure that any referrals rejected or returned clearly specify the reason why and note that the referral will be reconsidered if further detail entered by the referrer substantiates this.

Where multiple incomplete or inappropriate referrals are repeatedly received from the same practice, even after advice issued on the returned/rejected referrals, the dentist leading the UDCH should consider a direct approach to the practice provider and if that fails, to inform NHS England South East, quoting relevant URNs at england.southeastdental@nhs.net.
Diagram 1: NHS England South East region urgent dental care pathway

All patients to be treated as potentially ‘hot’.
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Diagram 2: Generic flowchart of GDS/CDS/OOH triage
Access to treatment (depending on COVID-19 status and PPE procedure status)
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Source: SDCEP Acute Dental Problems during the COVID-19 Pandemic. March 2020

Triage
Definition of need:
P1 - Requires immediate treatment on the day

Directed to UDCH or secondary care depending on severity

P2 – Treatment ideally within 24 hours
Directed to UDCH for management

P3 Non-Urgent - Dental emergency that can be treated in GDS or CDS and can be managed once routine care resumes

Two week rule (suspected oral cancer)
The two week pathway via DERS should be utilised for all non-traumatic lesions that have been present for over three weeks.  See NICE guidelines: https://www.nice.org.uk/guidance/ng12
P1 Requires immediate treatment on the day, Directed to UDCH or secondary care depending on severity

Referral to dental facility in community care and or hospital unit depending on patient needs and severity of dental issue and skill mix at UDCH
For example:

· Oral facial dental infection with swelling / pyrexia / airway risk

· Bleeding of dental origin that the patient cannot control

· Trauma of the facial skeleton (usually requiring maxillo-facial input)
· Trauma to teeth requiring urgent management that has defined timeline. (tooth avulsion)

P2 Treatment ideally within 24 hours, directed to UDCH for management
Referral to dental facility in community for management

For example:

· Dental infection that if not treated would escalate to level P1.
· Severe pericoronitis that cannot be managed by analgesics/antibiotics/self-care.
· Localised swelling without pyrexia that can be managed by local dental measures.
· Dental infection that can be treated by removal of a tooth or extirpation of pulp if appropriate on balance of risk assessment, aerosol generation etc.
· Dental trauma of the teeth and supporting structures that can be managed in outpatient facilities.
· Orthodontic Emergencies causing trauma – if attempts have been made to resolve the cause of the ulceration (see P3) and if the trauma is still continuous, severe and causing ulceration.
Patients with significant risk of deteriorating medically may need an assessment at a UDC hub (CDS) prior to the following: 

· cardiac care - valve replacement and heart surgery.
· high risk medication-related osteonecrosis of the jaw (MRONJ).
· patients undergoing planned active oncology treatment.
These may be treated in CDS hubs or in secondary care or a mixture of both dependent upon the results of a virtual multi-disciplinary team (led by secondary care or CDS).

For example, where a patient is at significant risk of MRONJ and a Consultant requests a thorough dental assessment with remedial dental treatment where required prior to commencement of drug therapy, this would fall under the criteria of “oro-dental conditions that are likely to exacerbate systemic medical conditions”.  A referral on the UDC hub pathway should be made selecting “Medication Related Osteonecrosis” ensuring full medical history and medication are detailed and upload a copy of the Consultant’s letter and any recent x-rays.  The UDC hub (CDS) will carry out an examination and for medically complex patients for whom they would usually seek advice, including higher risk patients who are being treated with anti-resorptive or anti-angiogenic drugs for the management of cancer, consideration should be given to holding a virtual multi-disciplinary team following the examination to consult an oral surgery/special care dentistry specialist with regards to treatment planning.  Any treatment that is required may be carried out in the UDC hub and/or oral surgery team in secondary care dependent upon the virtual MDT outcome.  Full guidance can be found here https://www.sdcep.org.uk/wp-content/uploads/2017/04/SDCEP-Oral-Health-Management-of-Patients-at-Risk-of-MRONJ-Guidance-full.pdf.

Guidance on management of adults with cancer:
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P2 services to have close liaison with hospital units.

P3 Non-Urgent, Dental emergency that can be treated in GDS or CDS and can be managed once routine care resumes
For example:
· Mild or moderate pain: that is, pain not associated with an urgent care condition and that responds to over the counter medications.

· Minor dental trauma.

· Post extraction bleeding that the patient is able to control using self-help measures.

· Loose or displaced crowns, bridges or veneers.

· Fractured or loose-fitting dentures and other appliances including orthodontics; 
· If the ulceration is due to part of an orthodontic appliance, patients should be advised to contact their orthodontist for advice. Further information for dentists and patients may be accessed via the BOS website https://www.bos.org.uk 
· If the ulceration is due to a fractured tooth or filling, advice includes purchase of a temp filling kit when someone next visits a pharmacy. 

· Fractured posts; fractured, loose or displaced fillings.

Treatments normally associated with routine dental care bleeding gums.
Dealing with a patient with an urgent dental condition
All patients at UDCHs will be treated as potentially COVID-19 positive, however those who answer yes to the following questions may be at higher risk and will be treated at different times or different locations.
1. Do you have a new or continuous dry cough?

2. Is temperature above 37.8?

3. Have you been diagnosed with COVID-19?

4. Have you or a member of your household been told to self-isolate?
5. Have you suffered a loss of, or change in, your normal sense of smell or taste (anosmia)?
If the patient has COVID-19 symptoms or is self-isolating, then they will be directed to an appropriate site.
Management of Aerosol Generating Procedures (AGP)
High-speed dental drills are accepted as AGPs. Using high-speed drills to open an access cavity or surgical high-speed drills to undertake surgical extraction of a tooth/root will necessitate use of enhanced PPE.
Particular care should be taken to avoid surgical extractions at this time. Where it is necessary to remove bone, slow handpieces should be used with irrigation to reduce the risk. 
The use of 3-in-1 syringes, ultrasonic scalers or other pieces of dental equipment powered by air compressor should be avoided at this time. If, however, they are used as an adjunct to treatment with high-speed drills, staff will already have donned PPE for AGPs.
A risk assessment should be undertaken considering the risks of aerosol generation for extirpation versus unnecessary tooth extraction. 
To reduce cross contamination, consider:
· Use of a pre-operative 1% Hydrogen peroxide or 0.2% povidone-iodine mouthrinse if available.
· Rubber dam should be used where possible to reduce aerosol.  After placing rubber dam decontaminate the operative field with sodium hypochlorite.
· Access into the pulp chamber only without instrumentation of the root canal system.
.
Alternative treatments to be considered:

· Dental extractions.
· Dressings only with caries removal.
· Using hand excavation.
· Avoid endodontic procedures.
· Avoid use of ultrasonic scaler.
Advice on Managing Dental Pain 
The delivery of advice on managing dental pain requires suitable training. 

Patients who are waiting for dental appointments might require basic advice on the effective management of their dental pain. Give the patient the following advice on the use of self-help measures, including appropriate analgesia to relieve pain. 

· Avoid stimuli that precipitate or worsen the pain such as hot or cold foods or cold air. 

· Holding cooled water or crushed ice around the tooth can help some types of dental pain. 

· Severe pain from the mouth or teeth sometimes feels worse when lying flat; therefore, try lying propped up as this might ease the pain. 

· Use painkillers that have successfully provided pain relief for you in the past without adverse effects. 

· Avoid taking aspirin as a painkiller if there is bleeding. 

· Ensure patients are reminded to follow the directions on the packet for advice on precautions in some medical conditions e.g. patients with asthma should avoid non-steroid anti-inflammatories.
· Advise the patient to call back if symptoms persist or worsen.
See Scottish Dental Clinical Effectiveness Programme – Drugs for the Management of Dental Problems During COVID-19 Pandemic
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Shielded Groups

As far as possible, the management of these patient groups should be carried out remotely and invasive treatment delayed. 

The referrals will specifically identify those patients who are shielded (Individuals at the highest risk of severe illness from COVID-19  who are advised to shield themselves and stay at home for 12 weeks)  and patients at increased risk. The DERS referral pathway will contain specific questions in drop down format in order to identify these patients. The system is therefore reliant on the input of specific and accurate information from the referring dentist to ensure reliable identification.    

Following input of this information, the algorithm will ensure that shielded patients (defined in guidance) in particular are separated from other patient groups by directing these patients to the local CDS services.
The patient’s GP and/or other dedicated health and social care professionals should be consulted as necessary to arrange face-to-face care in a way that aligns with the patient’s overall care needs and minimises contact risk. 

Where appropriate, urgent dental care may be provided on a domiciliary visit by a dedicated dental team. If there is limited capacity for domiciliary care provision, consideration should be given to prioritising patients at highest risk (i.e. shielded patients).

In the event that a dental team identifies a shielded patient or patient at increased risk as having possible COVID-19 symptoms, refer to a medical practitioner for further assessment.

Advice on Managing Dental Trauma 
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· Avulsed cases should be assessed on a case by case basis, taking into account patient age, co-operation level, medical history and trauma history. Managed if possible in accordance with BSPD (British Society Paediatric Dentistry) guidance, if necessary with advice from a specialist or consultant. 
· For broken or fractured teeth, determine whether dentine has been exposed by asking the patient if they are in pain or are sensitive to heat or cold. If they are, arrange an Urgent appointment with a dentist to help avoid pulpal infection.
· Fracture with no pulp exposure – seal with GIC/L-pop and flowable composite. Follow up with GDP.
· Fractures with pulp exposure – ideally LA, Cvek pulpotomy/direct pulp cap and seal with appropriate bonding agent and flowable composite, or GIC if appropriate.
· Luxations needing repositioning – LA, reposition, splint, follow up with GDP
· If dentine has not been exposed, advise the patient that this does not require emergency care, but that a routine appointment might be necessary to restore aesthetics or to remove sharp edges later - but this can be delayed. 

Advice on Managing Post-Extraction Bleeding 
Patients who have had extractions during the past week might require basic advice on the management of bleeding from the extraction area. 
· Ascertain that no anticoagulant medication is currently being taken. 
· Give the patient the following advice on the use of self-help measures to stop the bleeding. 
· Blood-stained saliva is normal after dental extractions. 
· Make a small pad with a clean cotton handkerchief or kitchen towel and dampen it slightly with water. 
· Rinse the mouth once only with warm (not hot) water to get rid of the blood. Place the damp pad over the socket area and bite firmly. 
· If there are no opposing teeth hold the pad firmly on the socket. 
· Maintain this while sitting upright quietly for 20 minutes and then check. Repeat once if necessary. 
· After the bleeding has stopped, remain rested and as upright as possible. 
· Do not drink alcohol. 
· Do not disturb the blood clot in the socket. 
· Advise the patient to re-contact the service if these self-help measures prove inadequate. 
Orthodontic advice
British Orthodontic Society (BOS) COVID-19 Orthodontic Emergencies Protocol (25th March 2020) can be found here: https://www.bos.org.uk/COVID19-BOS-Advice/COVID19-BOS-Advice 
Prescribing
Introduction

Where patients cannot come to a dental surgery, dental professionals may be asked to provide advice remotely and to work with patients to defer the need for active treatment using pain control and antimicrobial treatment. The basic principles of the GDC’s guidance on remote consultation and prescribing apply (see GDC Guidance on remote consultations and prescribing).

· You must make an appropriate assessment of your patient’s condition, prescribe within your competence and keep accurate records.

· You must have an understanding of your patient’s current health and medication, including any relevant medical history, in order to prescribe medicines safely.

· You must only prescribe medicines to meet the identified dental needs of your patients.

· You should only use remote means to prescribe medicines for dental patients if there is no other viable option and it is in their best interests.

In the specific circumstances of COVID-19, the key requirement is to make an appropriate risk assessment. That risk assessment should be recorded by the dentist and should take into account the infection risk of COVID-19, both from and to the patient, as well the apparent seriousness of the need for treatment and the extent to which it has been possible to make a clinical assessment via telephone/video consultation.  

Patients should have access to the 3A’s such as Advice, Analgesia and Antimicrobials and should not be advised to contact 111 as this is inappropriate.  With the exception of patients that consider they have COVID-19 and require advice relating to COVID-19 symptoms (and not for dental advice), patients should not be advised to contact 111 and you should manage them yourself or refer to the hub if their system cannot be controlled.

National guidance

National guidance can be found at:

https://www.fgdp.org.uk/news/open-letter-prescribing-antibiotics-during-covid-19-%C2%A0
Procedure

Antibiotics still need to be prescribed appropriately for the patient’s condition and should follow choice, dose and duration of antibiotic recommended in FGDP(UK) or SDCEP guidance.

· FGDP(UK): Antimicrobial Prescribing for General Dental Practitioners
· SDCEP: Drug prescribing for dentistry  
· SDCEP: Drugs for the Management of Dental Problems During COVID-19 Pandemic
· The dental AMS toolkit also includes patient information leaflets that could be used to provide or reinforce key messages to patients.

Antibiotics should be prescribed in the following situations:

· If it is considered that the patient has a bacterial infection which requires antibiotics. This would include the treatment of acute apical or periodontal abscess and acute pericoronitis, necrotising ulcerative gingivitis/periodontitis.

· after discussion with the patient about the benefits and risks associated with the treatment options offered.
· with advice on what to do if symptoms continue to progress.
· with consideration of a follow-up call to the patient after a few days to check how their infection has responded to the antibiotics.
· Consider prescribing an antibiotic if there is any swelling even if it is only localised. In these situations, the prescription has a prophylactic role as ideal treatment which could be incisional drainage, extraction or opening the tooth up cannot be carried out.
Antibiotics should not be prescribed in the following situations:

· Because of a patient request.
· Routinely as part of a pathway to care.
· Acute pulpitis should still be managed only with painkillers with regimes described above – refer to analgesic advice section. Prescribing antibiotics is inappropriate as they are of no clinical benefit in managing dental pain from this inflammatory issue.

· Pain on biting in the absence of swelling should be treated with pain killers only.

Provision of a prescription

· During the current COVID-19 pandemic it may be appropriate to use a remote medium to prescribe analgesics and antimicrobials for patients. Pharmacists can supply medication through remote prescribing provided they receive a physical prescription within 72 hours. This applies to prescription only medication.

· Confirm patient details and obtain consent (or follow principles of the Mental Capacity Act 2005).

· Explain how the remote prescription process will work and what to do if the patient has any concerns.

· Explain that prescription will only be provided if it is safe to do so.

· Explain that it is not safe to prescribe without sufficient information about the patient’s health or if remote care is unsuitable to meet their needs.

· Explain it may be unsafe if relevant information is not shared with other healthcare providers involved in their care.

· If it is unsafe to prescribe then signpost to other appropriate services; see above triage SOP.

Issuing the prescription by a GDP

If DERS is unavailable, you should follow the protocol below omitting the sections where you are required to input data into DERS/REGO. You must contact the pharmacy using the following website address to find their telephone number:

https://www.nhs.uk/service-search/find-a-pharmacy
Use your practice nhs.net account to send the prescription once you have confirmed the email address with the pharmacy. An e-mail sent from or to a non-nhs.net e-mail address which contains patient identifiable information could constitute an information governance breach.

Prescribing via DERS

1. Log onto DERS with your normal log in details.

2. Add in the patient details, i.e. name, address, telephone number DOB to create a record and URN for the patient.

3. Check medical history, medications, allergies, any contraindications and interactions.

4. Answer the prompts as to the patients COVID-19 status – this is important. If the patient or a member of their family is symptomatic or self-isolating, they MUST not attend the pharmacy to collect the medication and must arrange for someone else to collect it.

5. Shielded patients should also be advised to ask someone else to pick up the prescription. In some cases, the pharmacy may also deliver, but this will incur an additional charge to the patient and is up to the patient to arrange.  

6. Follow normal prescription guidelines and give patient any advice relevant to the medication prescribed.

7. Select Prescription Pathway from the drop-down menu. Follow the prompts on the screen to create a record of the prescription. Select the appropriate medication, dose, route and frequency.  Ensure items below have been completed.

a. Check the opening times of the patient’s preferred pharmacy you are sending the script to via their profile on the NHS website 
(https://www.nhs.uk/service-search/find-a-pharmacy)   as some pharmacies may have needed to close because of COVID-19 related illness. Try to select the pharmacy local to the patient (after discussion with the patient as to which one they would like to use).

b. You should telephone the pharmacy to confirm they have current access to their pharmacies NHS net mail shared account and to alert them that a dental prescription will be sent. Agree whether this is necessary each time a dental prescription is sent.

c. Select the pharmacy from the list on DERS/REGO screen and then transmit the prescription to the pharmacy.  

8. Send the referral.  The system will save the referral in the prescribing tab visible from the front screen.  

a) The dentist should then write an identical FP10D and sign it prior to posting or otherwise delivering it to the pharmacy.  Please remember to sign and print the prescribers name clearly, along with GDC number, as well as using the practice stamp showing the provider contract number if appropriate.  

b) To help manage patient expectations

· When you have sent the email to the pharmacy, contact your patient and advise them when to go to the pharmacy.  This should ideally be 3 hours after the sending of e-mail to allow for dispensing, however if the patient has a large swelling, medication should be collected and taken as soon as possible.

· Remind the patient to check pharmacy opening times before travelling. 

· Some pharmacies may be extremely busy and therefore enforcing social distancing, and in addition their workloads may result in some pharmacies having 2-3-hour queues at peak times.
The patient or whoever collects the medication must be made aware to tell the pharmacist they have come to collect a dental prescription which has arrived via the pharmacy nhs.net shared email account and will be available in their inbox.  They should advise the pharmacist this is not via the usual method that GPs use (EPS) but from a dentist. 

c) It is the dentist’s responsibility to post the original hand-written prescription (FP10D) to the pharmacy by FIRST CLASS POST to arrive within 3 working days. The pharmacy address can be found on the DERS/REGO screen or on the NHS UK website (link shown above). It is a legal requirement to ensure the prescription arrives at the pharmacy within 72 hours. 
https://bnf.nice.org.uk/guidance/emergency-supply-of-medicines.html 

d) Give an email address on an enclosure in the envelope with the FP10D prescription to which, the pharmacy can acknowledge receipt of the prescription original.
9. Ask the patient to contact you if they are unable to obtain the prescription.

10. All pharmacies have been advised to accept dental prescriptions via these mechanisms, under the “urgent supply at the request of a prescriber” as included in the pharmacy’s terms of service. It is also a requirement that pharmacies have access to their nhs net mail shared account. Dentists can refer pharmacies to their Local Pharmaceutical committee website where this information has been posted. Dentists experiencing difficulties with a specific pharmacy which cannot be resolved locally can email England.Southeastcommunitypharmacy@nhs.net.  Dentists should send any other queries on this process, not relating to the use of DERS to England.southeastdental@nhs.net.
Record keeping

· All records to be kept in accordance with guidelines to include justification for remote prescription (see Record Keeping section of this document).

· Make an entry of any prescription in the prescription log.

· Keep a record of paper prescription sent and confirmation of receipt by pharmacy.

· Keep a record of the URN associated with the prescription for entering onto patients notes.  Await confirmation of receipt by pharmacy. 

Follow up

The patient should be advised that antibiotics will not be effective immediately but if their condition does not improve, they should seek further dental advice.

Stock of analgesia and antimicrobials at UDCHs

After a patient has been offered an appointment there may be instances where it is required to provide either antimicrobials and/or analgesics to the patient alongside the treatment undertaken.  If this is the case and you feel the patient requires these then the hub have available a limited stock of the antimicrobials and analgesia that a dentist can prescribe.  You should do so without charging the patient.

The patient should still be charged for their treatment under urgent care (unless they are an exempt patient), but they cannot be requested to pay for their medication.  Only give analgesics and antimicrobials when it is absolutely necessary as the hub will have limited stock.  It has been agreed that NHS England & NHS Improvement will reimburse the provider of the hubs for the requisition of the stock as listed below. 

No actual level of stock has been determined at this current time; this will be updated as we monitor the situation at each hub as it will be likely to differ from one hub to another.  Stock should be monitored and managed daily with orders being placed as required to ensure adequate stock levels are maintained at all times.   The UDCH provider should ensure their staff are aware of the process/procedure for ordering stock; they should read their locally produced SOP which details how they will do this.  The local SOP should have details as to who to purchase stock from, timescales for delivery once ordered etc, where to store stock once delivered and how to record the stock level for reporting to NHS England and NHS Improvement in relation to any SITREPs that are required.  It will be the responsibility of the hub co-ordinator to monitor and agree a local minimum and maximum stock level in agreement with the UDCH provider following on from analysis of the SITREPs.

The following should be stocked in UDCHs and sourced from the normal provider:

Amoxicillin capsules 500mg and oral suspension 250mg/5ml

Amoxicillin 3g sachet

Metronidazole tablets 400mg and oral suspension 200mg/5ml

Clarithromycin tablets 250mg, oral suspensions 125mg/5ml and 250mg/5ml

Paracetamol tablets 500mg

Paracetamol oral suspension 250mg/5ml and 120mg/5ml

Ibuprofen tabs 200/400mg and oral suspension 100mg/5ml

Record Keeping
Record keeping and treatment claims will be carried out using the UDCHs’ own software systems.  A word document can be uploaded as per below. 
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Cleaning of Surgery

It is accepted that local guidance may exist with NHS Trusts which deviates from the information given here. 

The surgery should be cleaned at the start of the day before seeing any patients (see step by step guide of what to clean).

Staff cleaning surgeries must be trained on the appropriate materials and equipment to use when cleaning a surgery.  Staff that undertake cleaning do not need to be a dental registrant, but they must have been trained on the correct use of the products and the flow of cleaning (please see section below which outlines cleaning process to be followed).  They must also ensure they are wearing the appropriate PPE to undertake the cleaning (gloves, fluid resistant surgical mask (Type IIR FRSM), eye protection and plastic apron).

Air conditioning should not be used in the surgery at any point.

Cleaning

Ideally, use disposable wipes which are chlorine based at 1,000ppm av.cl, to clean and disinfect all hard surfaces, the floor, chairs, door hands and any reusable non-invasive equipment.

If disposable wipes are not available use disposable cloths, paper roll, mop heads, to clean and disinfect all hard surfaces or floor or chairs or door handles or reusable non-invasive care equipment following one of the 2 options below:

· use either a combined detergent disinfectant solution at a dilution of 1000 parts per million (ppm) available chlorine (av.cl.)

· or a neutral purpose detergent followed by disinfection (1000 ppm av.cl.)

You should follow manufacturer’s instructions for dilution, application and contact times for all detergents and disinfectants as these will differ across each product.
Step by step cleaning guide
· Clean all reusable equipment and surfaces systematically and ensure that you regularly change wipes or rinse out the cloth in the detergent disinfectant solution throughout the process below: Ensure the whole chair is cleaned from top to base unit.

· Clean the light on the dental chair thoroughly.

· Clean the foot pedals.

· Clean the dental stools.

· Clean the outside of any material containers used during the procedure.  Where possible dispense materials prior to the episode of care and minimise containers on surfaces.

· When cleaning the surfaces, work systematically from the top or furthest away point. 

· Clean wall cabinets, then work surfaces, then base cabinets.

· Clean the handles on units/ cupboards.

· Clean the computers.

· Clean the taps.

· Clean the hand wash basins.

· Wipe down the paper towel dispenser.

· Wipe down the alcohol gel and soap dispensers.

· Clean the door handle.

· Clean the light switches.

· Other items which are not disposable.

· Clean the outside of the door handle.

Once outside of the surgery any cloths and mop heads used must be disposed of as single use items and not re-used, even if they are designed for multiple uses.  The detergent disinfectant should be emptied, and the mop bucket thoroughly cleaned paying particular attention to the outside and the underside of the bucket.  Ensure enough solution is available for the full session.

Safe Working

Hub location


· Each local UDC system will involve provision of necessary face-to-face treatment at a number of specific, designated sites in a way that allows appropriate separation (through physical or temporal measures, eg zones, sessions/appointment times) and treatment of all patients.

· UDC hubs have been set up as either GDS or CDS to see:

1. Patients who are possible or confirmed COVID-19 patients – including patients with symptoms (new, persistent cough or high temperature), or those living in their household: (“Hot” sessions in the CDS/GDS)

2. Patients who are shielded – those at the highest risk of severe illness from COVID-19: (CDS)

3. Patients who are at increased risk of severe illness from COVID-19. (CDS)

4. Patients who do not fit one of the above categories (GDS).

· The surgery should be readily accessible, ideally ground floor direct access if possible.
· Precautions should be taken to avoid ‘Shielding’ patients or ‘at risk’ patients from coming into contact with other patients.
· The hub should have one/two surgeries allocated to treatment of patients.
· There must be a separate Local Decontamination Unit (LDU) present at the hub. The LDU should ideally have a washer-disinfector in place.
· There should be adequate car parking facility at the hub in case the patient has to wait in a car prior to being seen (minimise use of waiting areas).  If the patient is accompanied their companion should also wait in the car for the duration of the appointment (where possible), or outside the hub observing social distancing.
· The location will have appropriate signage.
· The clinical location will not be advertised in order to avoid walk in contact.
Preparation of the hub

· Waiting rooms and reception areas should allow for 2 metre separation. The care environment should be kept clean and clutter free. All non-essential items including toys, books and magazines should be removed from reception and waiting areas. 

· Urgent dental care surgeries into two categories depending on whether the treatment includes aerosol generating procedures (AGPs) or not. AGPs should be avoided where possible.
· All urgent dental care centres will follow standard infection control precautions (SICPs) necessary to reduce the risk of transmission of infectious agents from both recognised and unrecognised sources. In dental settings, there is guidance from HTM01-05 and NICE describing infection prevention and control measures that should be used by all staff, in all settings, always, for all patients.
Hand hygiene and respiratory/cough hygiene

· Hand hygiene, washing thoroughly with soap and water, is essential to reduce the transmission of infection. All dental staff and patients/carers should decontaminate their hands with alcohol-based hand rub when entering and leaving urgent dental care services. 

· Hand hygiene must be performed immediately before every episode of direct patient care and after any activity or contact that potentially results in hands becoming contaminated, including the removal of PPE, equipment decontamination and waste handling. 

· Respiratory and cough hygiene should be observed by staff and patients/carers. Disposable tissues should be available and used to cover the nose and mouth when sneezing, coughing or wiping and blowing the nose – ‘Catch it, bin it, kill it’. Hand hygiene should be performed after disposing of the tissue.

· Any procedures should be carried out with a single patient and only staff who are needed to undertake the procedure present in the room with the doors shut. Dental care professionals working in urgent care settings should be trained in all aspects of infection prevention and control (IPC) and fully familiar with HTM01 05 for decontamination. 

· Training should include donning (putting on) and doffing (taking off) PPE. 

· Cleaning staff should also be trained in IPC measures.
Personal protective equipment

This section details the minimum standard of PPE to be donned.

During periods of widespread community transmission of COVID-19 dentists should use PPE to treat patients based on the type of urgent care they are providing. In effect, there is now an assumption that all patients present a risk of transmission of the virus. 
Non-AGP treatment of all patients involves compliance with standard infection control procedures. This will ensure there is no contact or droplet transmission of COVID-19. Eye protection, disposable fluid-resistant surgical mask, disposable apron and gloves should be worn. (Level 2 PPE)

For AGP treatment, to prevent aerosol transmission disposable, fluid-repellent surgical gown (or waterproof long-sleeved protective apron), gloves, eye protection (faceshield or visor) and an FFP3 respirator should be worn by those undertaking or assisting in the procedure. (Level 3 PPE)

Risk reduction of droplet contamination can be undertaken by using high-speed suction and use of rubber dam. 

Filtering face piece (FFP3) respirators for AGPs

FFP3 respirators must be: 

· Fit-tested on all healthcare staff who may be required to wear an FFP3 respirator to ensure an adequate seal/fit according to the manufacturers’ guidance;

· Fit-checked (according to the manufacturers’ guidance) by staff every time an FFP3 respirator is donned to ensure an adequate seal has been achieved;

· Compatible with other facial protection used – i.e. protective eyewear – so that this does not interfere with the seal of the respiratory protection; regular prescription glasses are not considered adequate eye protection;
· Disposed of and replaced if breathing becomes difficult, the respirator is damaged or distorted, the respirator becomes obviously contaminated by respiratory secretions or other body fluids, or if a proper face fit cannot be maintained; in effect this may mean that FFP3s may be worn once for dental AGPs and then discarded as clinical waste (hand hygiene must always be performed after disposal);
· FFP3s should be removed outside the dental surgery where AGPs have been generated in line with doffing protocol.
· In exceptional circumstances it may be acceptable to use an FFP3 mask for a session. Such exceptional circumstances should be risk assessed and this risk assessment and the rationale for any decision taken should be documented by the UDC Clinician.
· In the unlikely scenario that FFP3 masks are used for a session they must be shielded from ‘splatter’ with a fluid resistant surgical mask or visor to protect the respirator from droplets; a session ends when the healthcare worker leaves the care setting/exposure environment; PPE should be disposed of after each session or earlier if damaged, soiled, or uncomfortable.
Preparing for clinical care 

· Follow standard infection control guidelines (see cleaning section) to set up surgery ensuring surfaces are as clear as possible.
· Ensure further equipment is available in clean decontamination area.
· Remove non-essential items from surgeries and waiting areas
e.g. impression machines/books/magazines
· Assess equipment (kit) required for type of urgent care appointment from patient triage notes.
· The two members of the clinical team in surgery put on COVID-19 full PPE.
· Donning of appropriate PPE should be in “clean” area.  See guidance.
· The runner (third staff member) is to put on PPE then check COVlD-19 full PPE is correctly donned on the clinical surgery team.
· Consider completing notes in an alternative area post treatment.
· Staff should wear footwear that can be wiped down post treatment.
· The runner will remain outside of surgery door (or by hatch if available) and pass through any additional equipment that may be required during urgent care appointment. If additional equipment is required, the runner is to remove gloves, apply gel hand sanitiser and don new gloves.
Treatment of patients in the hub

· Patient should stay outside the hub until instructed by a member of the team to enter (respecting social distancing).
· Wherever possible patients should be brought in on their own – carers should not be allowed except in exceptional circumstances.
· Only nurse and dentist in clinic area during treatment.
· On entering the building ask the patient to sanitise their hands.  Ensure you remain at the safe social distancing (2 metres) from the patient.
· Consider whether taking the patient’s temperature would add value to your assessment, if so this should be taken by the runner. 
· Escort the patient to reception and if the patient is a charge payer, the patient must pay the urgent treatment fee of £22.70. Ideally this should have been paid on the phone prior to the patient attending. documentation should have been pre-prepared at this point for the patient to review by sight and pay the fee (if required).  The patient should not touch any of the documents; you may need to read out the document/information to a patient so they can confirm the details. 

· The patient should then be taken to the surgery and asked to be seated in the dental chair; ideally, they should not touch any door or item other than the dental chair.

· Once in the surgery the nurse and dentist should confirm the medical history of the patient directly verbally.

· Examine the patient.

· Following on from examination, ensure consent to treatment is given by the patient and recorded on the computer. 

· If possible, patient should rinse with mouthwash e.g. 1ml to 8ml diluted hydrogen peroxide mouthwash for 1min, or peroxyl (1.5% hydrogen peroxide) prior to treatment.
· Avoid use of the spittoon and ensure disposable cardboard receiver dish or plastic cup is in place.
· Provide treatment as needed.

· Give verbal post op instructions to the patient.  Confirm the patient has understood these as no document/leaflet will be offered.

· If required, dispense analgesics or if necessary, antimicrobials to the patient.

· Nurse directs the patient to the door and calls for the runner who escorts the patient through reception observing the 2 metre social distancing rules.

· Patient should leave the premises and the cleaning of the area can then commence.

Following treatment

· Patient is escorted by the runner out of the clinic.
· The runner (in Level 2 PPE and remaining outside of surgery) receives dirty instruments from clinical team in surgery, takes instruments to decontamination room and remains in PPE to follow standard decontamination process; removing gloves, gel/wash hands and applying new gloves as required.
· Clinical team in surgery should remove gloves and apron/gown/coverall and dispose in clinical waste stream, wash hands and leave surgery, shutting door behind them

· Outside surgery door, reusable visors (and goggles if worn as well) must be removed from back of head and dropped into designated box and disposable items (mask, some visors) are to be removed from back of head and disposed of in clinical waste bag (bin in corridor), gel hands

· See guidance and PHE video.
· Following an AGP, the surgery should not be re-entered for at least an hour to allow virus to settle (see COVID-19: Guidance and standard operating procedure urgent dental care systems in the context of coronavirus V 1, 15 April 2020)

· Should the environment have negative pressure isolation then this time can be reduced to 20 minutes 

· Windows to the outside in neutral pressure rooms can be opened.
· Record time of re-entry on laminated sheet on surgery door

· At the appropriate time put on Level 2 PPE and re-enter surgery.  Follow standard infection control guidelines to clean surgery paying particular attention to door handles and patient contact points. See step by step cleaning guide section.

· Prepare for next patient in Level 2 PPE

· Repeat after each patient

· If no AGPs have been generated in the surgery, then cleaning can commence in the normal timeframe (20 minutes).

At the end of the day

· Infection control procedures for cleaning and closing of the surgery should be followed with particular vigilance to cleaning door handles, switches, chairs work surfaces or anything else that the patient may come into contact with.
· Uniforms should be cleaned daily and at the end of the day put in a plastic bag to transport home. The plastic bag should be disposed of in the household waste stream.
· It is acceptable to place uniforms in a washable pillowcase or similar provided that this is transported home in a plastic bag which is disposed in the household waste stream. 
· A team debrief should take place at the end of each day to look at lessons learned and any improvements that can be made to the process will be shared and implemented. As the pathway matures the frequency of debrief may be reduced.
	· Personal protective equipment (PPE) for

· COVID-19 urgent dental care settings

	
	Waiting room/ reception

No clinical treatment
	Runner/decon nurse

No clinical treatment
	Dental surgery

Non AGP treatment
	Dental surgery

Treatments involving AGP’s

	Good hand hygiene
	Yes
	Yes
	Yes
	Yes

	Disposable gloves
	No
	Yes
	Yes
	Yes

	Disposable plastic apron
	No
	Yes
	Yes
	No

	Disposable gown*
	No
	No
	No
	Yes*

	Fluid-resistant  surgical mask (FRSM) Type IIR 
	Yes
	Yes
	Yes 
	No

	Filtering face piece (FFP3) respirator
	No
	No
	No
	Yes

	Eye protection/visor or face shield **
	No
	Yes
	Yes
	Yes


*
Fluid-resistant gowns (or long-sleeved waterproof apron) must be worn during aerosol generating procedures (AGPs). If non-fluid-resistant gowns are used, a disposable plastic apron should be worn underneath. 


**
Eye protection ideally should be disposable. If polycarbonate safety glasses/goggles or equivalent are used, they should be disinfected in line with manufacturers’ guidance. Visor or face shield needs to cover the forehead, extend below the chin and wrap around the side of the face.

Additional equipment needed to meet the requirements of this SOP

· Apron.
· Disposable surgical gown/coverall.
· Emergency drug supply should be present and checks of kits should have been undertaken.
· Eye protection: face visor or goggles.
· FFP3 respirator masks and associated training and fit testing.
· Fluid resistant (Type IIR) surgical mask (FRSM).
· Full face re-usable visor (or other suitable eye protection).
· Gloves, normal nitrile gloves.
· Hand sanitiser.
· Surgical gloves.
Workforce

An appropriate team, approved on the National Performer List with a diverse range of skills, is required to deliver care within the UDCH including:

· GDPs competent to provide care within this SOP.
· Access to a clinician with appropriate oral surgery skills on a rostered frequent basis.
· Appropriate links with other specialist support e.g. Special Care Dentistry, Orthodontics, Paediatric Dentistry, Restorative Dentistry, Periodontics and Endodontics.
· Access to clinicians and/or specialists experienced with trauma (e.g. paediatric specialists).
Incident Management and Learning
Each UDHC is responsible for developing its own incident management plan to deal with medical emergencies in the context of the COVID-19 pandemic.
Below is a template for use in reflection and information sharing following incidents that may take place at UDCHs to aid with shared learning:
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Medical Emergencies and Resuscitation Guidelines
The Resuscitation Council (UK)’s website contains updated relevant information on resuscitation and CPR skills specific to COVID-19.
Guidance for dealing with medical emergencies (with thanks to Solent NHS Trust):
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Appendices
Additional information relating to PPE
In times of severe PPE shortage, FFP2 masks may be used as an alternative to Type IIR FRSMs. When used without a face fit test, an FFP2 mask will afford a similar level of protection to a Type IIR FRSM.
FFP2 masks should not be used for AGPs even when face fitted.
Antibiotics Don’t Cure Toothache poster
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Donning of personal protective equipment (PPE)
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Removal of personal protective equipment (PPE)
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PPE for AGPs in the Surgery



PPE for Runner / Decon Nurse and Non-AGPs in the surgery





PPE for Waiting Room / Reception


[image: image15.jpg]Flow Chart for structuring decision making at Secondary Triage in UDC

et oy Contact Secondary Care by Phone
sv;s;m.a‘;

e

{ 0suoc } ((wo \ [ 15the patent nthe shielded/wuinerable group or cos pr2 2 |

Offer correct ARA

GYES _
—

(e

See soonat UDC

\ 7

E—— T

(R e e pemieatuocr) [ no ] [(iwos/andry core forcomplexxia”

(mwe )

(FRCovD symptome=® ] [ Decide ste anatime ot Appoimment |




Secondary triage flow chart references

Note: open embedded PDF to click on URLs.
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hitps://uwwrw. google. com/search?q=Recommendationsfor sOral:Surgery+during-COVID-
19+pandemicirlz=1C1PRF| enGB720G57208 0q=Recommendations+for +OralsSurgery+during+COVID-
19+pandemicBns=chrome. 69ISTIE9ISSIE9iE0. 160508 B sourceid=chrome&le=UTE-&

Sepsis, NICE, April 2020

hitos:/fcks nice.org uk/sepsistiscenario:1




Flow chart PDF file (open for access to URLs): 


[image: image17.emf]Flow Chart for  structuring decision making at Secondary Triage in UDCs ~ May 2020v3.pdf


PHE video: removal and disposal of PPE

https://www.youtube.com/watch?v=oUo5O1JmLH0&feature=youtu.be 

Using a FFP3 respirator
 

Frequently Asked Questions on wearing PPE


[image: image18.emf]Frequently_asked_q uestions_on_wearing_PPE_v1.pdf


Recommended PPE for primary, outpatient and community care by setting, NHS and independent sector


[image: image19.emf]T2_Recommended_ PPE_for_primary_outpatient_and_community_care_by_setting_poster.pdf


Management of acute dental pain in adults within the AAA triaging necessary with COVID-19 

[image: image20.emf]AAA Guidance doc  on Pain and AB management for triagers in Covid 19 - ver6.pdf



Declaration Template
Dear 

Thank you for agreeing to work in the Urgent Dental Clinic in the South East of England.  

Please can you read below, tick the boxes and sign the form.  Please email to XXX

I confirm that I have:

	Valid indemnity insurance
	

	GDC registration with no fitness to practice restrictions
	

	On NHS National Performer List
	

	Up-to-date Hep B status  
	

	Up-to-date IRMER  
	

	DBS check 
	

	Up-to-date BLS and medical emergency training 
	

	PIN Number for FP17 transmissions 
	


Name 

Signature (electronic)

Date


[image: image21.emf]Declaration  template.docx


Feedback template

A group will meet weekly to consider any changes to this document.  If you would like to suggest any changes or additions then please complete the following document and e-mail to england.southeastdental@nhs.net.


[image: image22.emf]Feedback  template.docx


References and Further Guidance
1. SDCEP guidance – describes protocols for management of acute dental care problems during COVID-19 pandemic:
http://www.sdcep.org.uk/wp-content/uploads/2013/03/SDCEP+MADP+Guidance+March+2013.pdf
2. FGDP guidance – prescribing standard operating procedure:
https://www.fgdp.org.uk
3. British National Formula – Dental Practitioner’s Formulae, drug interactions, indications, contra-indications and doses:
https://bnf.nice.org.uk/guidance/emergency-supply-of-medicines.html
4. Chief Dental Officer’s Letter of Preparedness to practice in primary care – current guidance stating routine dentistry is ceased as of 25th March 2020:
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/issue-3-preparedness-letter-for-primary-dental-care-25-march-2020.pdf
5. Chief Dental Officer: Issue 4 Preparedness Letter for Primary Dental Care 15 April 2020:
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0282-covid-19-dental-preparedness-letter-15-april-2020.pdf
6. COVID-19 guidance and standard operating procedure: Urgent dental care systems in the context of coronavirus:
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/04/C0282-covid-19-urgent-dental-care-sop.pdf 

7. British Endodontic Society – Guidelines on urgent endodontic procedur:
https://britishendodonticsociety.org.uk/wp-content/uploads/2020/03/BES-Emergency-Protocol-FINAL-DOCUMENT-29-MARCH-2020.pdf
8. General Dental Council – Guidance on remote consultations and prescribing:
https://www.gdc-uk.org/docs/default-source/guidance-documents/high-level-principles-remote-consultations-and-prescribing.pdf
9. NHS England – Coronavirus SOP for primary care settings:
https://www.england.nhs.uk/publication/coronavirus-standard-operating-procedures-for-primary-care-settings/
10. Mental Capacity Act:
http://www.legislation.gov.uk/ukpga/2005/9/contents
11. British Orthodontic Society – Management of orthodontic emergencies during COVID-19:
https://www.bos.org.uk/Portals/0/Public/docs/Advice%20Sheets/COVID19%20FACTSHEETS/Flow%20and%20Protocol.pdf
12. Chief Dental Officer of Scotland letter on Aerosol Generating Procedures – explains what procedures are aerosol generating:
https://www.fgdp.org.uk/sites/fgdp.org.uk/files/editors/2020.03.18%20CDO%20Scotland%20COVID-19%20letter%20on%20remuneration%20and%20AGPs.pdf
13. British Association of Oral & Maxillofacial Surgeons:
https://www.baoms.org.uk/professionals/omfs_and_covid-19.aspx
14. Resuscitation Council UK: Statements on COVID-19 CPR and Resuscitation:

https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-coronavirus-cpr-and-resuscitation/
**** Fluid-resistant gowns (or long-sleeved waterproof apron) must be worn during aerosol generating procedures (AGP’s).  If non-fluid-resistant gowns are used, a disposable plastic apron should be worn underneath





**A full-face shield/visor needs to cover the forehead, extend below the chin, and wrap around the side of the face. 





Disposable Gown****





Good Hand Hygiene 





Face Mask:


Filtering Face Piece (FFP3) Respirator***





Disposable Gloves





*Eye protection ideally should be disposable or should be disinfected in line with manufacturers’ guidance 





Eye Protection*:


Full-Face Shield/Visor**:





*** FFP3 that is not fluid resistant nor has a valve can still be worn provided a full-face shield/visor is worn





Eye Protection *:


Face Visor or Goggles**





*Eye protection ideally should be disposable or should be disinfected in line with manufacturers’ guidance 





**A full-face shield/visor needs to cover the forehead, extend below the chin, and wrap around the side of the face. 





Disposable Plastic Apron





Face Mask:


Fluid Resistant Surgical Mask rated as Type II R 





Disposable Gloves





Good Hand Hygiene 





Good Hand Hygiene





Face Mask:


Fluid Resistant Surgical Mask rated as Type IIR or FFP2s
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Adult pain relief recommendations 


Recommended drug regimens for dental pain relief in adults:


Recommended regimens for combining
paracetamol and ibuprofen:


Preferred option


1000mg paracetamol four times daily


Or 400mg ibuprofen three times daily.


MILD TO MODERATE PAIN, ANALGESIC OPTIONS


400mg to 600mg ibuprofen three to four times daily*


And 1000mg paracetamol four times daily.


*For severe or acute conditions ibuprofen can be 


prescribed to a maximum of 2.4g daily (600mg four 


times a day). If the patient wishes to purchase the 


product over the counter then the maximum dose is 


1.2g daily (400mg three times a day).


For severe or acute pain paracetamol and ibuprofen 


may be combined, doses of each may be taken 


together or alternately. 


To minimise confusion, it is recommended that doses of 


ibuprofen and paracetamol are taken together.


 Ibuprofen should be taken with food


Do not exceed recommended maximum doses:


     4000mg paracetamol in a 24 hour period


     2400mg ibuprofen in a 24 hour period


Before prescribing or advising analgesia always ask the 


patient what they are already taking or normally take for 


pain. Including any prescribed or OTC remedies. 


Breakfast


1000mg paracetamol


400mg to 600mg ibuprofen


MODERATE TO SEVERE PAIN 


Lunch


1000mg paracetamol


400mg to 600mg ibuprofen


Dinner


1000mg paracetamol


400mg to 600mg ibuprofen


Before Bed


1000mg paracetamol


400mg to 600mg ibuprofen


Or the alternative is to stagger the doses of paracetamol and ibuprofen over 24 hours. 
If this regimen is used, ensure that ibuprofen is taken with food.


�
�
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Pain relief should be used in conjunction with local operative measures.







Avoid ibuprofen in patients:


With a hypersensitivity to aspirin or any other NSAID 


including those who have experienced attacks of 


asthma, angioedema, urticaria or rhinitis precipitated 


by aspirin or another NSAID


With active peptic ulcer disease or a history of NSAID 


associated ulcer disease


In the third trimester of pregnancy


With severe heart failure


Taking any other NSAID painkillers


Avoid paracetamol in patients:
With hypersensitivity to paracetamol or any of the 


preparation excipients


Use paracetamol with caution in patients:
With severe hepatic or renal impairment


Use ibuprofen with caution in patients:


With a history of asthma or other allergic disease, 


bowel problems, ulcerative colitis, Crohn’s disease, 


connective tissue disorders


Patients with severe renal, cardiac or hepatic 


impairment 


Who are elderly


With uncontrolled hypertension


With coagulation defects or inherited bleeding 


disorders


In the first 6 months of pregnancy


Who are breastfeeding


Taking the following medicines: anticoagulants, 


antihypertensives, methotrexate, SSRIs, lithium, 


antiplatelet agents


Child pain relief recommendations


For more information


If further information is required seek advice from a pharmacist, a medical practitioner or 


the North West Medicines Information Centre/National Dental Medicines Information 


Service (NWMIC). The NWMIC enquiry  service is available Monday to Friday 08.30 to 17.00 


by phone on 0151 794 8113 or email at nwmedinfo@nhs.net


Visit www.evidence.nhs.uk for UKMi and NHS Medicines Information resources.


Remind patients that if they exceed the recommended dose or experience any abnormal 


reactions seek advice from a pharmacist, their GP or attend A&E in the case of an 


emergency.
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3aracetemol 'ose Ibuprofen 'ose


For Child � monthsÌ1 year 


For Child �Ì3 years 


120mg every 4o6 hours
max 4 x per day For Child �Ì11 months


For Child 1Ì3 years 


50mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day


For Child 4Ì5 years


For Child �Ì7 years 


For Child 4Ì� years 


For Child 10Ì11 years 


For Child 8Ì9 years


For Child 10Ì11 years 


For Child 7Ì9 years 


For Child 1�Ì17 years 


For Child 1�Ì15 years 


For Child 1�Ì17 years


180mg every�4Ì� hours
max 4 x per day


�40mg every 4o6 hours
max 4 x per day


�40��50mg every 4o6 hours
max 4 x per day


3�0�375mg every 4o6 hours
max 4 x per day


480�500mg every 4o6 hours
max 4 x per day


480�750mg every 4o6 hours
max 4 x per day


0.5�1g every 4o6 hours
max 4 x per day


100mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day


150mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day


�00mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day
up to ma[ �.4g per day


300mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day
up to ma[ �.4g per day


Initially 300Ì400mg 3Ì4 
times a day �up to �00mg 4 
times a day� maintenance 
�00Ì400mg 3 times a day


Regimens for combining paracetemol and ibuprofen as for adults, but using doses in tables below: 


Encourage patients and colleagues�to 


become an antibiotic guardian� 
www.antibioticguardian.com


Last Updated June 2019
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Removal of (doffing) personal protective 
equipment (PPE) for aerosol generating 
procedures (AGPs)


1


COVID-19
Quick guide


The order of removal of 
PPE is as follows:


Eye protection - 
the outside will be 
contaminated


Clean hands with 
alcohol hand rub. Do 
not touch the front of 
the respirator as it will 
be contaminated


Clean hands 
with alcohol gel


PPE should be removed in an 
order that minimises the potential 
for cross contamination.


Gloves – 
the outsides of 
the gloves are 
contaminated


2


3
Wash 


hands with 
soap and 


water


5Respirator 4


Gown – 
the front of the 
gown and 
sleeves will be 
contaminated
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What is PPE?
Personal Protective Equipment is what we use 
at work to protect ourselves (all health care 
workers) and our patients from coronavirus. 
The amount of PPE you need will depend 
upon where you work.


Why do we have a new guide on PPE?
We are learning more about coronavirus every 
day. The new guide has been produced by 
experts from many different areas and takes 
into account this new knowledge.


Does the WHO (World Health 
Organisation) support his guide?
The WHO has confirmed that the UK’s 
guidance is consistent with the highest levels 
of protection in the world. 


Does all face-to-face 
patient contact put me 


at risk of catching 
coronavirus and 
should I wear PPE 
all the time? 
Looking after patients 
means that we often 


have to get closer than 
2 metres. What PPE 


you need to wear will 
depend upon where you 


work. We take your safety 
very seriously and you will be 
given clear instructions on what 
to wear in each area.


What is an aerosol generating 
procedure (AGP)?
An AGP results in tiny droplets of fluid that 
become suspended in the air and may contain 
coronavirus which could then be breathed in. 
If you are working in an area where AGPs are 
performed, you will be given the right PPE 
to protect yourself and training to make sure 
you use it correctly.


If I am on a COVID-19 ward but am not 
in direct contact with patients, do I need 
to wear PPE?
Yes, if you are on a COVID-19 ward more 
than 2 metres from a patient then you should 
wear a face mask and assess the need for 
eye protection.


If you are within 2 metres of a patient on a 
COVID-19 ward, you should use disposable 
gloves, a disposable apron and fluid-resistant 
surgical mask, with eye protection. If an AGP is 
to be performed you will need more protection 
and these procedures will not be performed 
until all staff in the area are safe. You will need 
to wear gloves, gown, an FFP3 mask (or FFP2) 
and eye protection.


Can the virus land and stay on my hair? 
Do I need to wear a cap to cover my 
hair as well as recommended PPE? 
The virus does not land and stay on hair 
for any length of time. Surgical hats or other 
headwear is not required for clinical staff apart 
from areas where they are normally worn such 
as operating theatres.


Frequently Asked Questions


on wearing Personal 
Protective Equipment (PPE)







What should I do with my shoes?
You should wear the right shoes for the area 
where you work and your trust will have a dress 
code you should follow. 


Should I shower when I get home? 
There is no requirement to routinely shower after 
you finish work. However, do ensure you follow 
recommended hand hygiene measures at work, 
when you are out and about, and when you are 
at home.


Should I remove my uniform or 
workwear before going home?
It is best practice to change into your uniform 
when you arrive at work and out of it before you 
leave. You shouldn’t wear your uniform when 
travelling. If you wear your own clothes, then you 
should change when you get home. 


This does not apply to community health workers 
who are required to travel between patients in the 
same uniform.


Wash uniforms and clothing worn at work at 
the hottest temperature suitable for the fabric.  
A wash for 10 minutes at 60ºC removes almost 
all micro-organisms. Washing with detergent at 
lower temperatures – down to 30ºC – eliminates 
MRSA and most other micro-organisms, 
including coronaviruses.


Should clinicians wear scrubs in all 
clinical areas with patient contact?
There is no requirement to wear scrubs, but you 
will be given local guidance on this. Organisations 
may consider the use of theatre scrubs for staff 
who do not usually wear a uniform but who are 
likely to come into close contact with patients 
e.g. medical staff. 


Should staff assisting with AGPs wear 
PPE as well as staff carrying out the AGP?
Yes. AGPs should only be performed when 
all staff in the area are safe and wearing the 
correct PPE.


In an emergency do I need to put 
on PPE if it costs valuable time?
If you are working in an area where emergency 
care is given, your department will ensure that you 
are wearing the right PPE. Sudden procedures, 
such as chest compressions for cardiac arrest 
can be started without PPE. However, if an 
emergency AGP is needed, this will be delayed 
until staff in the area are safely protected in the 
appropriate PPE.


What is the difference between 
standard surgical mask and FFP2/3?
A standard surgical mask will protect you and 
your patient from virus that may be present in 
spittle. You will be clearly told where and when 
you should wear this mask and also when patients 
should wear one.


A FFP mask has a filter that removes particles 
and must be used in certain areas where there is 
a risk of particles in the air carrying coronavirus 
usually where an AGP is taking place. The areas 
and times when these masks are needed will be 
made clear by your trust.


You should make sure your FFP mask fits 
properly. If you have any doubts, ask! 


Can you re-use PPE? 
You should change gloves and aprons between 
each patient and wash your hands. However, 
you can wear gowns, respirators and eye 
protection for an entire session (eg ward round 
or GP session), depending on the area where 
you work. This will be made clear to you by 
your organisation. 


Some of the PPE I have is out of date, 
is it safe?
Yes, these have a much longer shelf-life than 
the date marked and all PPE has passed stringent 
tests. Any supply that is not up to standard 
is destroyed.


© Crown copyright 2020. Version 1 05-04-2020 Public Health England Gateway number: 2019306


Public Health England	 Frequently Asked Questions on wearing Personal Protective Equipment (PPE)
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Management of acute dental pain in adults within the AAA triaging necessary 


with Covid 19 


The document has been written with a view to reviewing existing knowledge bases and 


streamlining the information within them for specific targeting of AAA triaging.  Whilst guidelines 


are readily available it is understood that many dentists will not be familiar with their content and 


the aim of this document is centralise the knowledge for the management of pain and sepsis over 


the phone.     


 


1. Appropriate Pain management protocols 


 


This is intended to help those tasked with triaging patients in pain who may need the services of 


an Urgent Dental Care centre (UDC).  


 


Whenever considering the management of adult patients suffering with severe dental pain it is 


important to remember that antibiotics have a very limited role and are rarely needed to manage 


the common causes of dental pain.  Where antibiotics are used, they are intended as an adjunct to 


local measures (treatment of the tooth) and are not a “cure”. In cases of significant worsening 


infection, they have a role to help manage the infection until such time as local measures can be 


delivered.  


 


As a rule of thumb: if the patient has severe pain in the absence of accompanying swelling or 


raised temperature then antibiotics are unlikely to be needed. If a course has been taken and the 


symptoms have not resolved then it is more likely than not that local measures are needed rather 


than further antibiotics.  


 


We have good empirical evidence to help us recommend appropriate pain relief medication for 


adult patients suffering with severe dental pain.  


 


It is generally accepted that the appropriate pain relief pathway begins with paracetamol and then 


includes ibuprofen if the initial medication is not sufficient. This approach reflects the relatively 


fewer side effects associated with paracetamol compared to Ibuprofen.   


For mild to moderate dental pain, paracetamol may be sufficient but this is rarely the case for 


severe pain. Ibuprofen is an example of a Nonsteroidal anti-inflammatory (NSaids) and is the best 


pain relief medication for severe dental pain with the lowest risk of side effects for this group of 


medication.  


 


For adults, an appropriate pain relief medication pathway for adults is as follows (please consult 


SDCEP guidelines for children) : 


 


paracetamol 1000mg x4 day to a maximum of 4g 


 


Paracetamol 1000mg x4 per day + ibuprofen 200-400mg x6 day  


 


Paracetamol 1000mg x4 per day + ibuprofen 600mg x4 per day to a maximum of 2.4g per day 


 


These are the maximum doses allowable for these medications. No other pain relief remedies 







containing these drugs should be taken.  The use of Ibuprofen is not contra-indicated for Covid 


patients.  


 


Many patients cannot take NSaids due to underlying health conditions. It is assumed that those 


providing triaging services will have access to appropriate guidelines regarding contra-indications 


to NSaids use but in general the following patients should avoid their use entirely or only use with 


caution. 


Those with known problems with NSaids use are: 


  


History of GI haemorrhage or perforation or recurrent GI ulceration 


Allergic reactions or hypersensitivity to NSaids 


Severe heart failure, hepatic or renal impairment 


High dose ibuprofen (>2.4g/day {400 mg x6 per day}) should be avoided in patients with ischaemic 


heart disease, peripheral arterial disease, cerebrovascular disease, congestive heart failure or 


patients with uncontrolled persistent hypertension 


NSaids should not be used in the 3rd Trimester 


 


There are other NSaids in use with Diclofenac and Naproxen being the two most commonly used 


alternatives. Naproxen is a non-selective cox inhibitor, like ibuprofen but is usually prescribed with 


omeprazole to help minimise the risks of GI complications and side effects. Diclofenac is an 


example of a selective Cox2 inhibitor and is commonly prescribed to help with pain associated 


with musculo-skeletal disorders. (Cox is cyclo-oxygenase – an enzyme needed for prostaglandin 


synthesis). 


 


Naproxen and diclofenac do not offer any significant advantage over ibuprofen in the management 


of acute dental pain and carry greater risk of side effects and complication. (Diclofenac should be 


avoided in patients with Inflammatory bowel disease, along with all of the other conditions 


mentioned above).  The use of Naproxen and diclofenac should not be seen as an alternative to 


local measures for patients who are already taking appropriate levels of paracetamol and 


ibuprofen. 


 


For patients who cannot take NSaids and are not able to manage their pain with paracetamol 


alone, the use of an opioid in conjunction with paracetamol can be considered.  The most 


commonly used combination drug prescribed for severe acute pain is co-codamol 30/500 which 


contains 30mg of codeine and 500mg of paracetamol in each tablet. Patients can take up to 


60/1000 (ie 2 tablets) 4 times a day. This dose has been shown to have an equivalent pain relief 


outcome to 600mg ibuprofen.  Lower doses of co-codamol are available – for instance 8/500 


tablets can be purchased over the pharmacy counter but are unlikely to be effective.  NB. Co-


codamol is not listed in the DPF and therefore can only be prescribed on a private 


prescription.  


 


All opioid medication carries a risk of dependency and as such should be used for short courses 


only, avoiding repeat prescriptions where possible. They should be used with caution in patients 


with a history of drug dependence. They should also be avoided in acute ulcerative 


colitis/antibiotic associated colitis and conditions where there is inhibition of peristalsis. As with all 


opioids they should be avoided in patients with respiratory depression/impaired respiratory 


function, head injury cases, raised intracranial pressure, adreno cortical insufficiency, inflammatory 


bowel disorders, hypotension and hypothyroidism. For approximately 10% of the population 







codeine is ineffective, due to underlying metabolic conditions.  


 


Dihydrocodeine is often prescribed as stand-alone pain relief medication (not in combination with 


paracetamol). This is considered to be less effective than the combination of codeine and 


paracetamol which is better supported in the literature.  For this reason, stand-alone 


Dihydrocodeine should not be used even though Dihydrocodeine is listed in the DPF and so is 


available on an NHS prescription. Even the BNF states that it is relatively ineffective for dental 


pain. 


 


Steroidal pain relief in the form of corticosteroids such as dexamethasone with doses of 2-8mg per 


day, over a short, decreasing dose prescription can help with inflammatory dental pain. The risk of 


promoting infection due to the immunosuppressive nature of steroids is considered to be low but 


needs to be considered against a background of Covid-19. Their use would need to be restricted 


to cases where appropriate, high doses of paracetamol/ibuprofen had proved to be ineffective, 


particularly following local measures where additional pain relief is required for the short term.. 


 


Summary 


 


Severe acute dental pain can usually be managed in the short term with appropriate pain relief 


medication. Antibiotics are rarely needed and will be of no benefit in inflammatory pain such as 


pulpitis and acute apical periodontitis; their use here is completely contraindicated.  


 


Paracetamol and ibuprofen in combination and at appropriate doses are the “gold standard” of 


pain relief for acute dental pain: nothing works better than these. 


 


When prescribing pain relief medication, it should be stressed that they will reduce the symptoms 


to a manageable level but may not remove them entirely.  


 


Alternatives to ibuprofen exist and should be used where NSaids cannot be taken. Some patients 


who cannot tolerate ibuprofen due to gastric side effects can tolerate Naproxen in combination 


with omeprazole although this does not offer any greater pain relief. (Naproxen is not listed in the 


DPF – Diclofenac is). 


 


A combination of paracetamol and codeine (or dihydrocodeine with paracetamol combination) is a 


suitable alternative for patients who cannot take NSaids but does not offer any greater pain relief 


than appropriate doses of ibuprofen for those who can take NSaids. These are private only 


prescriptions. 


 


High doses of any pain relief medication should be avoided for extended periods as all carry risks 


of complications. Self-prescribed paracetamol overdose due to tooth ache is the second 


commonest cause of patients being admitted to hospital with paracetamol induced liver toxicity!  


 


Patients in severe dental pain need treatment of the offending tooth; the pain relief medication will 


buy them time until a suitable appointment is available.  
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2.  Appropriate Antibiotic management protocols 


The Role of Antibiotics in Managing Acute Pain in Covid 19 and Risk of Antibiotic 


Associated Colitis (known as CDiff Infection) 


Prior to the arrival of Covid 19 and AAA triaging, guidelines on the use of antibiotics were clear 


that antibiotics do not cure toothache and should only be used where there was evidence of 


systemic involvement as determined by a temperature of 38 C or above, swellings moving to the 


eye or towards the neck, trismus or difficultly in swallowing, and lymphadenopathy.  Interventive 


dentistry is much more effective for the treatment of dental problems and studies indicate that 


between 50-80% of AB prescriptions in dentistry are inappropriate.  Prior to Covid 19 the 


emphasis was towards reducing the risk of AMR and the consequences of this in the future.   


With the advent of Covid 19 and the loss of face to face consultations the prescribing protocols 


have been relaxed to include localised swellings as well.  However, the main reason for patient 


contacts is pain and it is important for dentists to understand that the ability of antibiotics to resolve 


a localised swelling and any associated pain is very limited.  The reason for extending the 


recommendation for the use of antibiotics for localised swellings is prophylactic to reduce the risk 


of the swelling spreading.  Access for ABs to the bacteria causing the localised swelling is 


extremely limited.  It is very likely that in cases of localised swelling the antibiotics will not resolve 


the swelling and the pain needs to be controlled with analgesics which have a far more important 


role to play.  A diagnosis of apical periodontitis (my tooth hurts to bite on) in the absence of any 


swelling should be managed by analgesics alone.  It would be helpful for the dentist to inform the 


patient that the aim of the antibiotics is to prevent the spread of infection rather than eliminate the 


swelling to establish an appropriate level of expectation.  In cases of continued pain and localised 


swelling, it is likely that the dentist will have to prescribe another course of antibiotics as 


DERs/Rego may not allow the case to be referred on to a hub. 


The current guidelines state the 2 main antibiotics that should be used in dentistry are Penicillin 


(Amoxicillin or Pen V) and Metronidazole.  Depending on the diagnosis:  


• Amoxicillin is the first choice and Metronidazole becomes the first choice if the patient is 


allergic to penicillin, or  


• Metronidazole is first choice with Amoxicillin second.   


 


Dosages in Adults: 


Amoxicillin is 500mg TDS 5 days and review after 3 days. 







Metronidazole for gram negative anaerobic infections (e.g. pericoronitis and AUG) is 400mg TDS 


up to 5 days review after 3 and discontinue if resolving 


Metronidazole for Mixed infections (e.g. dental abscesses) is 400 mg TDS 5 days and review at 3 


days.  


The reason for reviewing at 3 days is if there is no improvement consideration should be given for 


an alternative antibiotic.  If there is improvement the patient should stop taking the antibiotic. 


NB. Metronidazole dose has increased from 200mg to 400mg several years ago because it 


was shown that 400mg is the MIC (minimum inhibitory concentration is the lowest 


concentration of this drug, which prevents visible growth of the bacteria sensitive to it that are 


associated with dental infections).  Avoid using metronidazole in: 


• alcohol dependency (metronidazole mimics disulfiram and can lead to death) 


• pregnancy  


• check for drug interactions  


 


Clarithromycin or Azithromycin, is 3rd choice rather than Erythromycin which now has less value 


in dentistry as a result of antimicrobial resistance to it and greater side effects. 


Dosages in Adults: 


Clarithromycin is 250mg bds for up to 5 days review at 3 days 


Azithromycin is 500mg x 1 daily for 2-3 days 


 


If the first course of ABs has not worked and you need a second course then you would prescribe 


the second choice antibiotic.  This should be determined after 3 days having rung the patient back.   


Rarely, if you feel that 2 different antibiotics are needed straight away because the infection is 


serious enough then the combination choice should be Amoxicillin plus Metronidazole and not Co-


Amoxiclav as the former combination has a better spectrum of activity and the latter has an 


increased risk of a CDiff Infection -see below. 


 


CDiff – Clostridium Difficilis 


The risk of CDiff increases with each course of antibiotic. It is clear to see what impact Amoxicillin 


has on the gut flora with the frequency of diarrhoea associated with its use.  Not everyone carries 


CDiff in their guts so it is the patients who do that are at risk and you cannot know who is a carrier 


and who is not.  The 2 most likely ABs in dentistry to cause CDiff are Co-amoxiclav and 


Clindamycin.  Rarely Amoxicillin on its own has been known to cause death from CDiff (there have 


been some cases) but the most potent antibiotic of all for causing this infection is Clindamycin.  


There is a 6% mortality rate associated with CDiff apart from the fact that it is an extremely 


unpleasant infection anyway.  In the current climate of Covid 19, any patient who develops a CDiff 


infection who then goes onto to catch Covid 19 now has a much greater chance of mortality. 


Advice from the FGDP guidelines state:  


 "The prescribing of clindamycin, cephalosporins or co-amoxiclav offers no advantage over 
a penicillin, metronidazole or a macrolide and is not recommended for the routine 
management of dento-alveolar infections. 







The inappropriate use of clindamycin, cephalosporins or co-amoxiclav will contribute to the 
development of resistance to these drugs and can lead to the development of Clostridium 
Difficile infection. 
The use of antibiotics other than recommended in this guidance should only be at the direction of 
a specialist". 
 
It is not the purpose of this guidance document on the use of antibiotics to go into details on 
dosages or drug interactions as these are freely available. It is well understood that a dentist may 
prescribe any drug that is available in the Dental Practitioners Formulary but just because the drug 
is available does not mean that it is the best one to use.  It is incumbent on dentists from a medico 
legal perspective to explain the risks of complications with treatment and this does include CDiff.  
A patient who develops a CDiff infection is deemed to have suffered harm and any successful 
legal defence in the event of litigation will be based on whether the patent has had the risks 
properly explained and that these are recorded in the notes.  If the swelling has not resolved after 
a course of Amoxicillin and Metronidazole it is very likely that the infection will not resolve without 
active clinical intervention.  Any dentist thinking of a 3rd course of antibiotics should take advice 
and should think very carefully about the appropriateness of Co-Amoxiclav or Clindamycin.   
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Dear 



Thank you for agreeing to work in the Urgent Dental Clinic in the South East of England.  



Please can you read below, tick the boxes and sign the form.  Please email to XXX



I confirm that I have:

		Valid indemnity insurance

		



		GDC registration with no fitness to practice restrictions

		



		On NHS National Performer List

		



		Up-to-date Hep B status  

		



		Up-to-date IRMER  

		



		DBS check 

		



		Up-to-date BLS and medical emergency training 

		



		PIN Number for FP17 transmissions 

		









Name 



Signature (electronic)
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Setting Context Disposable  
Gloves


Disposable  
Plastic Apron


Disposable 
fluid-repellent 
coverall/gown


Surgical  
mask


Fluid-resistant 
(Type IIR) 


surgical mask
Filtering face 


piece respirator
Eye/face 


protection1


Any setting Performing an aerosol generating procedure2 on 
a possible or confirmed case3 single use4 single use4 single use4 single use4


Primary care, ambulatory care, and other 
non emergency outpatient and other 
clinical settings e.g. optometry, dental, 
maternity, mental health


Direct patient care – possible or confirmed case(s)3 
(within 2 metres) single use4 single use4 single or 


sessional use4,5
single or 


sessional use4,5


Working in reception/communal area with possible 
or confirmed case(s)3 and unable to maintain 2 metres 
social distance6


sessional use5


Individuals own home 
(current place of residence)


Direct care to any member of the household where 
any member of the household is a possible or 
confirmed case3,7


single use4 single use4 single or 
sessional use4,5


 risk assess 
single or 


sessional use4,5,8


Direct care or visit to any individuals in the extremely 
vulnerable group or where a member of the 
household is within the extremely vulnerable group 
undergoing shielding9


single use4 single use4 single use4


Home birth where any member of the household 
is a possible or confirmed case3,7 single use4 single use4 single use4 single or 


sessional use4,5
single or 


sessional use4,5


Community-care home, mental health 
inpatients and other overnight care 
facilities e.g. learning disability, hospices, 
prison healthcare 


Facility with possible or confirmed case(s)3 – and direct 
resident care (within 2 metres)


single use4 single use4 sessional use5
risk assess 


sessional use5,8


Any setting Collection of nasopharyngeal swab(s)
single use4  single or 


sessional use4,5
 single or 


sessional use4,5
 single or 


sessional use4,5
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1. �This may be single or reusable face/eye protection/full face visor or goggles.
2. �The full list of aerosol generating procedures (AGPs) is within the IPC guidance [note APGs are undergoing a further review at present].
3. �A case is any individual meeting case definition for a possible or confirmed case: https://www.gov.uk/government/publications/wuhan-novel-coronavirus-initial-investigation-of-possible-cases/investigation-and-initial-clinical-management-of-possible-cases-of-wuhan-novel-coronavirus-wn-cov-infection 
4. �Single use refers to disposal of PPE or decontamination of reusable items e.g. eye protection or respirator, after each patient and/or following completion of a procedure, task, or session; dispose or decontaminate reusable items after each patient contact as per Standard Infection Control Precautions (SICPs). 
5. �A single session refers to a period of time where a health care worker is undertaking duties in a specific care setting/exposure environment e.g. on a ward round; providing ongoing care for inpatients. A session ends when the health care worker leaves the care setting/exposure environment. 


Sessional use should always be risk assessed and considered where there are high rates of hospital cases. PPE should be disposed of after each session or earlier if damaged, soiled, or uncomfortable.
6. �Non clinical staff should maintain 2m social distancing, through marking out a controlled distance; sessional use should always be risk assessed and considered where there are high rates of community cases.
7. �Initial risk assessment should take place by phone prior to entering the premises or at 2 metres social distance on entering; where the health or social care worker assesses that an individual is symptomatic with suspected/confirmed cases appropriate PPE should be put on prior to providing care.
8. Risk assessed use refers to utilising PPE when there is an anticipated/likely risk of contamination with splashes, droplets or blood or body fluids. 
9. For explanation of shielding and definition of extremely vulnerable groups see guidance: https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19


Recommended PPE for primary, outpatient and 
community care by setting, NHS and independent sector


Table 2



https://www.gov.uk/government/publications/wuhan-novel-coronavirus-initial-investigation-of-possible-cases/investigation-and-initial-clinical-management-of-possible-cases-of-wuhan-novel-coronavirus-wn-cov-infection

https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19
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Flow Chart for structuring decision making at Secondary Triage in UDC 


Is immediate emergency care needed in secondary care? 


(Uncontrollable bleeding, spreading infection, severe trauma)1 
 YES Contact Secondary Care by Phone 


Is the patient in the shielded/vulnerable group or CDS Pt? 2,3,6 7 


Is it a post-operative bleeding?1  YES See as soon as possible at UDC to control 


 YES  NO  GDS UDC  CDS UDC 


Is it trauma to the dentition (avulsion, luxation or complicated #)?1  YES See as soon as possible  


Is it an infective process? 


Irreversible pulpitis due to caries, trauma or # 


Acute apical abscess, Acute periodontal abscess/ Perio-endo lesions, Acute pericoronitis 


Has correct AAA been offered and has been unsuccessful?2, 3   YES  NO Offer correct AAA1 


Has the patient got a condition where dental disease could put the patient’s general 
health at increased risk (such as cardiovascular disease, bleeding disorders, immuno-
suppression, neurological condition other needs)? See RED FLAG conditions5 


 YES See sooner at UDC 


 NO 


Consider frequency, severity, duration of symptoms and number 


episodes, time between episodes  


Consider duration and effectiveness of antibiotics 


Consider risk of pain relief overdose 


See soon at UDC 
 YES 


If extraction is needed consider is this possible at UDC?5  NO 


 YES 


See at UDC, refer for second opinion if still unclear 


IMOS/2ndry care for complex XLA5 


2ndry Care GA Paeds 6 


Is the exact cause of pain unclear from telephone triage? 


Ask COVID Symptoms2,3,4 Decide site and time of Appointment  


Contact Secondary Care by Phone Consider signs of SEPSIS9  


See at UDC 


Is a cancer or serious non-dental pathology suspected ?8  YES Refer onwards as normal  
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Pre-donning instructions
• ensure healthcare worker hydrated
• tie hair back
• remove jewellery
• check PPE in the correct size is available


Perform a �t check.


This is undertaken outside the patient’s room.


Putting on (donning) personal protective 
equipment (PPE) for aerosol generating 
procedures (AGPs)


COVID-19
Quick guide


 Perform hand 
hygiene before 
putting on PPE


Put on the long-sleeved fluid 
repellent disposable gown


2
Respirator


3
Eye protection


4
Gloves 
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Removal of (doffing) personal protective 
equipment (PPE) for aerosol generating 
procedures (AGPs)


1


COVID-19
Quick guide


The order of removal of 
PPE is as follows:


Eye protection - 
the outside will be 
contaminated


Clean hands with 
alcohol hand rub. Do 
not touch the front of 
the respirator as it will 
be contaminated


Clean hands 
with alcohol gel


PPE should be removed in an 
order that minimises the potential 
for cross contamination.


Gloves – 
the outsides of 
the gloves are 
contaminated


2


3
Wash 


hands with 
soap and 


water


5Respirator 4


Gown – 
the front of the 
gown and 
sleeves will be 
contaminated
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Pre-donning instructions
• ensure healthcare worker hydrated
• tie hair back
• remove jewellery
• check PPE in the correct size is available


Perform a �t check.


This is undertaken outside the patient’s room.


Putting on (donning) personal protective 
equipment (PPE) for aerosol generating 
procedures (AGPs)


COVID-19
Quick guide


 Perform hand 
hygiene before 
putting on PPE


Put on the long-sleeved fluid 
repellent disposable gown


2
Respirator


3
Eye protection


4
Gloves 






Example Clinical record template 





1. Patient seen at ………….COVID 19 UTC   



Insert Centre name



[bookmark: Text2]     



2. Patient has been triaged by:

[bookmark: Triage1]

3. The following staff were in attendance:

[bookmark: Dropdown2]

4. The patient has the following pain:

[bookmark: Dropdown3]

Text:



[bookmark: Text3]     



5. Is all pain experienced from same site? 

[bookmark: Dropdown4]

6. Severity of pain drop down (1-10)

[bookmark: Dropdown6]

7. Pain relief tried drop down- 

[bookmark: Dropdown25]

[bookmark: Text4]     

8. Any abnormality with soft tissues including swelling 



[bookmark: Dropdown55]



[bookmark: Text5]     



9. Affecting swallowing? 

[bookmark: Dropdown5]

10. Increasing in size?

[bookmark: Dropdown23]

11. Duration 

[bookmark: Text6]     

12. Oral Cancer risk 



[bookmark: Dropdown29]



13. MH: see printed MH sheet completed by pt (original in the possession of UDC)



14. Clinical presentation, if not already stated (highlight and individualize as necessary):

· Cavity present into dentine and tooth sl ttp

· Facial swelling associated with a tooth

· Trauma

· Mobile tooth

· Oral ulceration etc



15. Differential Diagnosis:

[bookmark: Dropdown33]

[bookmark: Text7]     

16. Risk assessment: if AGP (Aerosol Generating Procedure) indicated outline risk: benefit of AGP being carried out 

[bookmark: Text8]     

17. Tx Options



[bookmark: Dropdown35]



[bookmark: Text9]     



18. Treatment options outlined to patient along with risks (particularly of AGP) and benefits and treatment option chosen:

[bookmark: Dropdown44]

[bookmark: Text10]     




19. Consent

Pt agreed and consented to 

· radiographs

· antibiotics

· leaving tooth unrestored

· extirpation of the pulp

· dressing of the tooth

· extraction

· splinting  

· discussed pros and cons of treatment and if applicable costs . 

· Warned temporary tx during this covid crisis and will need to see own gdp for follow up when practices return to normal.



20. Radiographic and special tests as appropriate (highlight and individualise as necessary):



		Extra oral radiographs 

		if available are preferred – radiolucencies present , bone levels , pathology reported and quality scored



		PA 

		1 PA taken to check for caries, bone levels and PA area – rad shows caries, bone levels ok and no PA change visible Grade 1



		BW

		1BW taken to check for caries and bone levels – rad shows caries   , bone levels ok Grade 1



		Vitality test taken 

		using cold spray to check for sensitivity and vitality



		Bite test 

		not carried out and shows ? positive result







21. Before treatment carried out

Rinse with peroxyl/ hydrogen peroxide/other     

[bookmark: Text1]     






22. LA given 

Type

[bookmark: Dropdown10]	

[bookmark: Text11]     

Amount given

[bookmark: Dropdown7]

How administered:

[bookmark: Dropdown8]	 

[bookmark: Text12]     			 

23. Treatment drop downs 

[bookmark: name33]



24. Treatment carried out (highlight and individualise as necessary):



· Carious exposure (large) tooth opened and dressed with ledermix and cavit temp pulp v.hyperaemic  

· Carious exposure tooth non vital and infected

· Pulp extirpated under RDam, irrigated and dressed

· abscess incised bucally – drainage point created advised HSWMW +/- corsodyl m/wash and cold compress and express / massage affected area for drainage

· cavity cleaned and excavated and glass ionomer temp filling placed

· sharp edge of tooth/ root  smoothed 

· xla with luxator and forceps haem poi given. Pt given spare swabs and post op instruction sheet

· Advised analgesia as required and advised Sx may take time to resolve 

· Traumatic fracture dressed with GIC bandage/ teeth splinted with composite and pulp opened 

· Other complete free text 



25. Prescribed:

[bookmark: Dropdown11]




26. Follow up advice

Advised to see GDP for follow up tx and full assessment warned only limited / temp Tx provided at COVID UDC Pt given discharge letter and where appropriate radiograph too.

If Sx escalate OOH contact UDC again or if necessary contact A & E- outline symptoms that would necessitate this –– swelling affecting airway/breathing, limited mouth opening getting worse and less than 1 finger at incisors



Additional notes - 








Solent interpretation of Public Health England guidance

(given that all patients are to be treated as possible contamination risks for Covid-19) 

Pathway where AED is available



Patient is unresponsive and not breathing normally









yes

No droplet or aerosol risk therefore  no need for PPE

Risk of droplet or fomite spread therefore 

Level 2 PPE:



· Surgical mask

· Gloves 

· Apron

· +/- visor





Is a 

DNACPR

in place?



yes



Keep Comfortable



	



If level 3 PPE is available (and more advanced equipment is available) …

Don L3 PPE & attempt full CPR until help arrives

Cover patient’s nose and mouth with cloth and commence cardiac compression

No rhythm

Unshockable

Administer shocks as advised

Normal rhythm

Shockable

Keep Comfortable and monitor for signs of life

Normal rhythm

AED guidance

Don L2 PPE & assess cardiac rhythm with AED

Risk of aerosol spread therefore Level 3 PPE:

· FFP3 mask

· gloves

· gown

· full face shield or visor

If level 2 PPE is available…

no

Call for help
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Adult pain relief recommendations 


Recommended drug regimens for dental pain relief in adults:


Recommended regimens for combining
paracetamol and ibuprofen:


Preferred option


1000mg paracetamol four times daily


Or 400mg ibuprofen three times daily.


MILD TO MODERATE PAIN, ANALGESIC OPTIONS


400mg to 600mg ibuprofen three to four times daily*


And 1000mg paracetamol four times daily.


*For severe or acute conditions ibuprofen can be 


prescribed to a maximum of 2.4g daily (600mg four 


times a day). If the patient wishes to purchase the 


product over the counter then the maximum dose is 


1.2g daily (400mg three times a day).


For severe or acute pain paracetamol and ibuprofen 


may be combined, doses of each may be taken 


together or alternately. 


To minimise confusion, it is recommended that doses of 


ibuprofen and paracetamol are taken together.


 Ibuprofen should be taken with food


Do not exceed recommended maximum doses:


     4000mg paracetamol in a 24 hour period


     2400mg ibuprofen in a 24 hour period


Before prescribing or advising analgesia always ask the 


patient what they are already taking or normally take for 


pain. Including any prescribed or OTC remedies. 


Breakfast


1000mg paracetamol


400mg to 600mg ibuprofen


MODERATE TO SEVERE PAIN 


Lunch


1000mg paracetamol


400mg to 600mg ibuprofen


Dinner


1000mg paracetamol


400mg to 600mg ibuprofen


Before Bed


1000mg paracetamol


400mg to 600mg ibuprofen


Or the alternative is to stagger the doses of paracetamol and ibuprofen over 24 hours. 
If this regimen is used, ensure that ibuprofen is taken with food.


�
�
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Pain relief should be used in conjunction with local operative measures.







Avoid ibuprofen in patients:


With a hypersensitivity to aspirin or any other NSAID 


including those who have experienced attacks of 


asthma, angioedema, urticaria or rhinitis precipitated 


by aspirin or another NSAID


With active peptic ulcer disease or a history of NSAID 


associated ulcer disease


In the third trimester of pregnancy


With severe heart failure


Taking any other NSAID painkillers


Avoid paracetamol in patients:
With hypersensitivity to paracetamol or any of the 


preparation excipients


Use paracetamol with caution in patients:
With severe hepatic or renal impairment


Use ibuprofen with caution in patients:


With a history of asthma or other allergic disease, 


bowel problems, ulcerative colitis, Crohn’s disease, 


connective tissue disorders


Patients with severe renal, cardiac or hepatic 


impairment 


Who are elderly


With uncontrolled hypertension


With coagulation defects or inherited bleeding 


disorders


In the first 6 months of pregnancy


Who are breastfeeding


Taking the following medicines: anticoagulants, 


antihypertensives, methotrexate, SSRIs, lithium, 


antiplatelet agents


Child pain relief recommendations


For more information


If further information is required seek advice from a pharmacist, a medical practitioner or 


the North West Medicines Information Centre/National Dental Medicines Information 


Service (NWMIC). The NWMIC enquiry  service is available Monday to Friday 08.30 to 17.00 


by phone on 0151 794 8113 or email at nwmedinfo@nhs.net


Visit www.evidence.nhs.uk for UKMi and NHS Medicines Information resources.


Remind patients that if they exceed the recommended dose or experience any abnormal 


reactions seek advice from a pharmacist, their GP or attend A&E in the case of an 


emergency.
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3aracetemol 'ose Ibuprofen 'ose


For Child � monthsÌ1 year 


For Child �Ì3 years 


120mg every 4o6 hours
max 4 x per day For Child �Ì11 months


For Child 1Ì3 years 


50mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day


For Child 4Ì5 years


For Child �Ì7 years 


For Child 4Ì� years 


For Child 10Ì11 years 


For Child 8Ì9 years


For Child 10Ì11 years 


For Child 7Ì9 years 


For Child 1�Ì17 years 


For Child 1�Ì15 years 


For Child 1�Ì17 years


180mg every�4Ì� hours
max 4 x per day


�40mg every 4o6 hours
max 4 x per day


�40��50mg every 4o6 hours
max 4 x per day


3�0�375mg every 4o6 hours
max 4 x per day


480�500mg every 4o6 hours
max 4 x per day


480�750mg every 4o6 hours
max 4 x per day


0.5�1g every 4o6 hours
max 4 x per day


100mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day


150mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day


�00mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day
up to ma[ �.4g per day


300mg 3 times a day, max 
daily dose in 3o4 divided
doses� max 30mg/kg per day
up to ma[ �.4g per day


Initially 300Ì400mg 3Ì4 
times a day �up to �00mg 4 
times a day� maintenance 
�00Ì400mg 3 times a day


Regimens for combining paracetemol and ibuprofen as for adults, but using doses in tables below: 


Encourage patients and colleagues�to 


become an antibiotic guardian� 
www.antibioticguardian.com


Last Updated June 2019
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Drugs for the Management of Dental Problems 


During COVID-19 Pandemic   8 April 2020 
 


 


 


 


This advice might change as new information becomes available. Please ensure that you 


are viewing the most recent version of this document by referring to www.sdcep.org.uk.  


This supplement to the SDCEP guide on the Management of Acute Dental Problems During 


COVID-19 Pandemic includes information based on the SDCEP Drug Prescribing for 


Dentistry guidance. It lists the drug regimens that dentists are most likely to remotely advise 


or prescribe for their patients during the COVID-19 pandemic to support Advice & Self 


Help (see Figure 1).  


 


Current national policy during the COVID-19 


pandemic is that primary care dental triage 


should focus on the provision of the three As:  


• Advice;  


• Analgesia;  


• Antimicrobials (where appropriate). 


 


Patients should be encouraged to manage their 


symptoms at home where possible as treatment 


options are severely restricted at this time. Mild 


and moderate dental symptoms should be 


managed remotely by providing advice and 


analgesics and/or antimicrobials where necessary.  


 


 


Patients with dental pain and infection may need to self-manage for longer than normal 


during the COVID-19 pandemic. If this applies to a patient with a relevant underlying health 


condition (see both Contraindications and cautions sections below), liaison with their 


general medical practitioner or specialist is advised.  


In all cases, if self-management is particularly extended or the patient’s symptoms do not 


resolve, liaison with designated providers of urgent dental care is required to agree whether 


to refer for urgent care or whether self-management should continue.    


Figure 1 Triage of Commonly Presenting 


Acute Dental Problems 



http://www.sdcep.org.uk/

http://www.sdcep.org.uk/published-guidance/acute-dental-problems-covid-19/

http://www.sdcep.org.uk/published-guidance/acute-dental-problems-covid-19/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/
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General Advice 


• Where telephone triage has identified that analgesics and/or antibiotics are necessary, 


an up-to-date medical history should be obtained from the patient. This should include 


details of any medical conditions, current medications (including over-the-counter 


drugs, e.g. analgesics) and allergies that the patient might have.  


• Due to self-isolation and shielding policies, patients might have attempted to self-


manage symptoms. It is important to establish the patient’s self-management to 


date to check for possible overdose, particularly paracetamol.   


o In an adult, more than 8 x 500 mg paracetamol tablets (or equivalent) in 24 hours 


should raise concern of overdose and medical advice should be sought. Paracetamol 


is present in many over-the-counter preparations and you should identify all 


paracetamol-containing medications that a patient has ingested. For further details, 


see Contraindications and cautions - analgesics section below. 


• Common drug interactions that could have serious consequences are identified within 


this document. Refer to the BNF (www.medicinescomplete.com) for comprehensive 


information on drug interactions and more-detailed information on contraindications, 


cautions and side effects. 


• Be aware that prescribing for some patient groups might differ. Examples include the 


elderly, patients who are immunocompromised or with hepatic or renal problems, 


patients who are pregnant and nursing mothers. Refer to the BNF 


(www.medicinescomplete.com) for further details. 


• During the COVID-19 pandemic, it is advisable to liaise with local pharmacy colleagues 


to ensure that the drugs you are prescribing are available. 


• Advise patients to recontact the practice if symptoms persist or worsen. 


• If patients are referred for urgent dental care, ensure that details of all drugs already 


taken to manage the condition (prescribed and over-the-counter) are provided. 


 


Ibuprofen and COVID-19 


There has been concern raised about the use of NSAIDs, e.g. ibuprofen, in patients with 


COVID-19. There is currently no strong evidence indicating that ibuprofen can make  


COVID-19 infection worse. However, the MHRA have recommended that patients who have 


confirmed COVID-19, or those who have symptoms of COVID-19, should take paracetamol 


in preference to ibuprofen/NSAIDs. Ibuprofen is still appropriate for management of dental 


pain in patients who do not have symptoms of COVID-19 infection. 



https://www.medicinescomplete.com/#/

https://www.medicinescomplete.com/#/

https://www.gov.uk/government/news/ibuprofen-use-and-covid19coronavirus
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Analgesics 


Most odontogenic pain can be relieved effectively using paracetamol and/or ibuprofen. The 


SDCEP guide on the Management of Acute Dental Problems During COVID-19 Pandemic 


advises optimal analgesia1 to manage dental pain.  


It is important to first establish the patient’s self-management to date to check for possible 


overdose of analgesics – see Contraindications and cautions - analgesics section below. 


The following analgesics can be recommended for patients with no contraindications. 


Contraindications and cautions for each drug are listed after the advice on recommended 


doses. During the COVID-19 pandemic, patients may have to take analgesics for longer than 


normal and particular caution is required for patients with underlying health conditions.  


The analgesic drug regimens presented here can be advised for patients to control their 


symptoms using over-the-counter drugs or provided by prescription. Instruct patients to 


take the drugs at regular intervals that are as spaced out as possible. 


Recommended analgesic doses for adults  


• For moderate dental pain in adults, an appropriate 5-day regimen is either:  


- paracetamol, 2 x 500 mg tablets up to four times daily (i.e. every 4–6 hours)  


or 


- ibuprofen, 2 x 200 mg tablets up to four times daily (i.e. every 4–6 hours), 


preferably after food.  


• For severe dental pain in adults, an appropriate 5-day regimen is either:  


- increase the dose of ibuprofen to 3 x 200 mg tablets up to four times daily, 


preferably after food  


or 


- ibuprofen and paracetamol together, preferably after food, without  


exceeding the daily dose or frequency for either drug, as above  


or 


- diclofenac (1 x 50 mg tablet three times daily) and paracetamol together, 


preferably after food, without exceeding the recommended daily dose or 


frequency for either drug. 


N.B. Maximum drug doses in 24-hour period: 4 g paracetamol; 2.4 g ibuprofen; 150 mg 


diclofenac.  


Do not prescribe diclofenac or high doses of ibuprofen (i.e. more than 1.6 g daily dose) for patients 


with moderate or severe asthma, those with hypersensitivity to aspirin or any other NSAID or those 


with renal impairment. 


                                                           
1 Optimal analgesia is defined as the maximum recommended dose of painkillers that takes into account the patient’s age 


and is within the normal safe limits. 



http://www.sdcep.org.uk/published-guidance/acute-dental-problems-covid-19/
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In adult patients who have a history of previous or active peptic ulcer disease and require a 


NSAID for the treatment of odontogenic pain, a proton pump inhibitor (PPI) can be 


prescribed to prevent gastric problems. Many of these patients will already be taking a PPI 


and will not require an additional prescription. For those patients who are not currently 


prescribed a PPI, liaise with their general medical practitioner before prescribing. 


• For adult patients who require a proton pump inhibitor, an appropriate 5-day is 


regimen is:  


- lansoprazole, 1 x 15 mg capsule daily 


or   


- omeprazole, 1 x 20 mg capsule daily. 


Recommended analgesic doses for children 


• For dental pain in children, an appropriate 5-day regimen is either:  


- paracetamol (500 mg tablets, or 120 mg/5 ml or 250 mg/5 ml oral 


suspension*), dose depending on age (see below); up to four times daily 


(max 4 doses in 24 hours): 


6-12 months       120 mg  8-9 years       360-375 mg  


2-3 years       180 mg  10-11 years       480-500 mg  


4-5 years       240 mg  12-15 years       480-750 mg  


6-7 years       240-250 mg   16-17 years       500 mg-1 g  


or 


- ibuprofen (200 mg tablets or 100 mg/5 ml oral suspension*), dose  


depending on age (see below), preferably after food, up to three times  


daily unless indicated otherwise below: 


6-11 months         50 mg (4 x daily) 7-9 years       200 mg    


1-3 years       100 mg  10-11 years       300 mg  


4-6 years       150 mg   12-17 years       300-400 mg (4 x daily) 


*Sugar-free preparation is available. 


N.B. Combining paracetamol and ibuprofen is not recommended for children without consulting a 


pharmacist or medical practitioner. 
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Contraindications and cautions - analgesics 


Paracetamol 


• Avoid in patients with hypersensitivity to paracetamol.  


• Use paracetamol with caution in those with severe hepatic or renal impairment.  


• Overdose with paracetamol is dangerous because it can cause hepatic damage that 


is sometimes not apparent for 4–6 days and can be fatal. Note that a patient who 


ingests a therapeutic excess (defined as more than the recommended daily dose  


[8 x 500 mg tablets for adults] and more than or equal to 75 mg/kg in any 24-hour 


period) should be referred for assessment in an emergency department. 


NSAIDs (Ibuprofen, diclofenac) 


• Do not prescribe ibuprofen or diclofenac for patients taking a low dose of aspirin 


daily. 


• Do not prescribe diclofenac for patients with ischaemic heart disease, 


cerebrovascular disease, peripheral arterial disease or mild to severe heart failure. 


• Avoid ibuprofen and diclofenac in those with a hypersensitivity to aspirin or any 


other NSAID, including those in whom attacks of asthma, angioedema, urticaria or 


rhinitis have been precipitated by aspirin or any other NSAID.  


• Avoid ibuprofen and diclofenac in pregnant patients.  


• Avoid ibuprofen and diclofenac in those with previous or active peptic ulcer disease, 


unless a proton pump inhibitor is co-prescribed.  


• Use diclofenac with caution in patients with a history of cardiac failure, left ventricular 


disfunction, hypertension, in patients with oedema for any other reason, and in 


patients with other risk factors for cardiac events. 


• Use ibuprofen and diclofenac with caution in the elderly, patients with allergic 


disorders, nursing mothers, those taking oral anticoagulants such as warfarin, those 


with coagulation defects, those with an inherited bleeding disorder, and those with 


renal, cardiac or hepatic impairment.  


• Restrict ibuprofen and diclofenac use to 5 days or less in patients taking 


antihypertensive drugs. 


Lansoprazole/omeprazole 


• Use lansoprazole or omeprazole with caution in patients with liver disease, in 


pregnancy and in patients who are breastfeeding. 
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Antibiotics 


Where an antibiotic is required to manage a dental infection causing swelling and pain, 


amoxicillin or phenoxymethylpenicillin are equally effective. Metronidazole is a suitable 


alternative for patients who are allergic to penicillin. It can also be used as an adjunct to a 


penicillin in patients with spreading infection or pyrexia. (Note that each drug is used at the 


same dose as when administered alone.)  


Metronidazole is the drug of first choice for pericoronitis and necrotising ulcerative 


gingivitis/periodontitis.  


The first-line antimicrobial management of dental infections is summarised in the table 


below, along with the recommended duration of treatment for each condition. 


Table 1 First-line antimicrobial management of dental infections 


Diagnosis Management 


Acute apical abscess, Acute periodontal 


abscess/perio-endo lesions 


Prescribe a 5-day course of amoxicillin, 


phenoxymethylpenicillin or metronidazole. 


Acute pericoronitis, Necrotising 


ulcerative gingivitis/periodontitis 


Prescribe a 3-day course of metronidazole or 


amoxicillin. 


The following antibiotics can be recommended for patients with dental infections causing 


swelling and pain. For severe infections (e.g. extra-oral swelling, eye closing or trismus) in 


adults, the dose of amoxicillin and phenoxymethylpenicillin can be doubled. See under each 


individual drug for advice on prescribing for severe infections in children. 


Advise patients that they should take the drug at regular intervals that are as spaced out as 


possible. 


Contraindications and cautions for each drug are listed after the advice on recommended 


doses. 


Recommended first-line antibiotic doses for adults (see Table 1 for duration) 


• For dental infection in adults, either:  


- amoxicillin, 1 x 500 mg capsule 3 times daily, 


or 


- phenoxymethylpenicillin, 2 x 250 mg tablets 4 times daily,  


or 


- metronidazole, 1 x 400 mg tablet 3 times daily.  


N.B. For severe infections (e.g. extra-oral swelling, eye closing or trismus), the dose of amoxicillin and 


phenoxymethylpenicillin can be doubled.  
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Recommended first-line antibiotic doses for children (see Table 1 for duration) 


• For dental infection in children, either:  


- amoxicillin (250 mg capsules, or Oral Suspension* 125 mg/5 ml or  


250 mg/5 ml) dose depending on age (see below); three times daily, 


6-11 months       125 mg 5-11 years       500 mg    


1-4 years       250 mg  12-17 years       500 mg  


For severe infection in children aged 6 months to 11 years, increase the dose of 


amoxicillin up to 30 mg/kg (max 1 g) three times daily.  


For severe infection in children aged 12-17 years, double the dose of amoxicillin. 


or 


- phenoxymethylpenicillin (250 mg tablets, or Oral Solution*, 125 mg/5 ml  


or 250 mg/5 ml) dose depending on age (see below); four times daily, 


6-11 months       62.5 mg 6-11 years       250 mg    


1-5 years       125 mg  12-17 years       500 mg  


For severe infection in children up to 11 years, increase the dose of 


phenoxymethylpenicillin up to 12.5 mg/kg four times daily.  


For severe infection in children aged 12-17 years, increase the dose up to 1 g four  


times daily. 


or 


- metronidazole (200 mg tablets, or Oral Suspension, 200 mg/5 ml) dose 


depending on age (see below) three times daily unless indicated below 


1-2 years       50 mg 7-9 years       100 mg    


3-6 years       100 mg (2 x daily) 10-17 years       200 mg  


*Sugar-free preparation is available. 


 


For advice on second-line antibiotics for dental infection, refer to the SDCEP Drug 


Prescribing for Dentistry guidance or the Dental Prescribing app. 


  



http://www.sdcep.org.uk/published-guidance/drug-prescribing/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/dental-prescribing-app/
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Contraindications and cautions - antibiotics 


Amoxicillin/phenoxymethylpenicillin 


• Amoxicillin and phenoxymethylpenicillin can result in hypersensitivity reactions, 


including rashes and anaphylaxis, and can cause diarrhoea. Do not prescribe 


amoxicillin or phenoxymethylpenicillin to patients with a history of anaphylaxis, 


urticaria or rash immediately after penicillin administration as these individuals are at 


risk of immediate hypersensitivity. 


• Amoxicillin and phenoxymethylpenicillin potentially alter the anticoagulant effect of 


warfarin. Therefore, if amoxicillin or phenoxymethylpenicillin is prescribed for patients 


taking warfarin, the INR should be checked 4-7 days after the antibiotic course has 


started.  


Metronidazole 


• Metronidazole has a disulfiram-like reaction with alcohol therefore advise patients to 


avoid alcohol. 


• Do not prescribe metronidazole for patients taking warfarin. 


 


 


Refer to the BNF (www.medicinescomplete.com) for comprehensive information on drug 


interactions, contraindications, cautions and side effects. 


It may be necessary to prescribe drugs that are not listed in this document. Refer to the 


SDCEP Drug Prescribing for Dentistry guidance or the Dental Prescribing app for more 


information. 


 


 


 


About this supplement 


This resource is based on the SDCEP Drug Prescribing for Dentistry guidance, adapted for 


the extraordinary circumstances imposed during the COVID-19 pandemic. It has been 


developed by the SDCEP guidance development team in consultation with a range of 


experienced and expert dental professionals.  


Please refer to the Disclaimer included in Drug Prescribing for Dentistry, available at 


www.sdcep.org.uk.  


As with all SDCEP guidance, the information presented here does not override the individual 


responsibility of the health professional to make decisions appropriate to the individual 


patient.  



https://www.medicinescomplete.com/#/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/dental-prescribing-app/

http://www.sdcep.org.uk/published-guidance/drug-prescribing/

http://www.sdcep.org.uk/
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SAVE A KNOCKED OUT TOOTH


PICK IT, LICK IT, STICK IT!
and go to a dentist immediately.


If you are unable to replant a tooth, put it in milk and go to the dentist immediately.
.


Never replant a baby tooth.


Keep calm!


Find the tooth and 
PICK IT up holding 
the crown only.


PICK IT


LICK IT


STICK IT


Clean the mouth with water 
and mop up any blood.


If the tooth is visibly dirty, 
LICK IT or pour water over it.


Gently STICK IT back into 
position and bite down on 
a tissue to keep it in place.
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Medicines Q&A 


 


How should adults with cancer be managed by general dental 
practitioners if they need dental treatment? 


 
Prepared by a UK Medicines Information (UKMi) team for NHS healthcare professionals 


Before using this Q&A, read the disclaimer at https://www.sps.nhs.uk/articles/about-ukmi-medicines-qas/ 
Date prepared: November 2019 


 
Summary 
 


This advice relates primarily to general dental practitioners  


Dentists working in community or hospital dental services may have experience providing care to patients 
with more complex medical conditions and health needs, and may have competence and experience to 
provide dental treatment to patients with cancer that a general dental practitioner would not.  


 
Dental infections 


 Dentists should be alert for the possibility of neutropenic sepsis in any patient with a dental infection 
who is currently receiving chemotherapy, or received chemotherapy in the previous six months, or 
had a stem cell/bone marrow transplant in the last six months – if suspected, call 999 and urgently 
contact the patient’s oncology or haematology team and secondary dental care. 


 


 For a patient who is currently receiving chemotherapy, or received chemotherapy in the previous six 
months, or had a stem cell/bone marrow transplant in the last six months, who does not have 
neutropenic sepsis, dental infections may be treated in primary care but dentists must get advice 
from the patient’s oncology or haematology team. Infections should be managed aggressively with 
close monitoring. Treatment choice often depends on whether the patient is immunosuppressed or at 
risk of bleeding. Obtain the patient’s blood test results taken within the last 48 hours and check with 
the patient’s oncology or haematology team whether treatment in primary care is suitable or if special 
precautions are needed. 


 


 In all other patients with cancer, treat infections the same as those in patients who do not have 
cancer, but be extremely vigilant about follow-up and monitoring for deterioration. 


 


 Before prescribing or using medicines, the dentist should consider the possibility of interactions with 
the patient’s current cancer treatments. 


 
Dental procedures 
Ideally, the patient’s oncology or haematology team is responsible for arranging or carrying out all active 
dental treatment while the patient is currently receiving cancer treatment, so always liaise with them 
before starting a dental procedure during this time.  


 


 Provide emergency dental treatment to a patient currently receiving chemotherapy or radiotherapy to 
head or neck, or who received chemotherapy or radiotherapy to head or neck in the previous six 
months, or had a stem cell/bone marrow transplant in the previous six months, ONLY after 
contacting the patient’s oncology or haematology team to find out whether treatment can be carried 
out safely. If this is not possible, refer the patient urgently to secondary dental care. 


 


 Do not provide elective invasive dental treatment to a patient currently receiving chemotherapy or 
radiotherapy to head or neck, or to those who received chemotherapy or radiotherapy to head or 
neck in the previous six months, or had a stem cell/bone marrow transplant in the last six months, 
without taking advice from the patient’s oncology or haematology team. 


 


 Non-invasive dental treatment may be provided in primary care to all patients with cancer, except 
non-essential work should be avoided during the six months after a stem cell/bone marrow 
transplant. If the patient is currently receiving chemotherapy or radiotherapy to head or neck (or 
received it in the last six months) or had a stem cell/bone marrow transplant in the last six months, 
contact the patient’s oncology or haematology team before proceeding. 


Summary continued on page 2 



http://www.ukmi.nhs.uk/ukmi/about/default.asp?pageRef=1

https://www.sps.nhs.uk/articles/about-ukmi-medicines-qas/
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 Invasive dental treatment may be provided in primary care without taking advice from a specialist to 
patients who: 


o are currently receiving radiotherapy to areas other than head or neck, or 
o received chemotherapy more than six months ago, or  
o are receiving biological or hormonal therapies for their cancer.  


 
Confirm with patients who have received chemotherapy that their blood tests are normal prior to 
providing invasive dental treatment. If patients are not sure, consult their oncology or haematology 
team. Also confirm patients with blood cancer are in remission/blood tests are normal. The dentist 
should be aware of the possibility of oral adverse effects from cancer treatment, including risk of non-
healing. 
 


Osteoradionecrosis risk 


 High doses of radiation to the head or neck carry a lifelong risk of osteoradionecrosis. In a patient 
who has received radiotherapy to head or neck, refer to secondary dental care if oral or periodontal 
surgery is needed or dental infections do not respond to treatment. Do not extract teeth involving 
irradiated bone due to risk of osteonecrosis.  


 
Medication-related osteonecrosis of the jaw risk 


 Patients who are receiving or have received bisphosphonates will be at higher risk of medication-
related osteonecrosis of the jaw (in some cases lifelong). Patients who have received denosumab in 
the last nine months will be at higher risk of medication-related osteonecrosis of the jaw. Patients 
currently receiving anti-angiogenic biological therapies (e.g. bevacizumab, sorafenib or sunitinib) will 
also be at higher risk.  


 Assess whether the patient is at low or higher risk of osteonecrosis of the jaw – see SDCEP 
Risk Assessment Flowchart: 
o Patients being treated with a bisphosphonate, denosumab or an anti-angiogenic drug (e.g. 


bevacizumab, sorafenib or sunitinib) as part of the management of cancer are always considered 
to be at higher risk. 


o Patients taking bisphosphonates for osteoporosis or other non-malignant bone diseases for less 
than five years and not also concurrently being treated with systemic glucocorticoids are at low 
risk of osteonecrosis. If they are also on a systemic glucocorticoid or have taken a 
bisphosphonate for more than five years, they are at higher risk of osteonecrosis. 


o Patients who have taken a bisphosphonate at any time in the past and those who have taken 
denosumab in the last nine months should be allocated to a risk group as if they are still taking 
the drugs. 


 For patients at higher risk of osteonecrosis of the jaw in whom an extraction is indicated, explore all 
possible alternatives where teeth could potentially be retained, e.g. retaining roots in the absence of 
infection. Consider seeking advice from secondary dental care. 


 If an extraction or any procedure that impacts on bone is required, discuss the risks and benefits of 
treatment with the patient to ensure valid consent before proceeding.  


 Do not prescribe antibiotics or antiseptic prophylaxis unless required for other clinical reasons.  


 Refer to secondary dental care if the socket has not healed at eight weeks. 
 


 
Background   
 
Patients who have had cancer or are living with cancer could have received or may still be taking a 
variety of different treatments, which are associated with a range of adverse effects that may affect 
dental treatment. Decisions about dental treatment should be handled individually, taking into account 
the patient’s medical and cancer history, the treatments they have received or are still taking, and their 
ability to tolerate dental treatment. There is no UK guideline for primary care dentists on providing dental 
care to patients with cancer that discusses all possible cancer therapies and their consequences for 
dental treatment. 
 
This Medicines Q&A provides advice on what to consider when providing dental treatment, and 
information about the main adverse effects of cancer therapies that could cause problems when dental 
health professionals provide treatment.  


 
  



http://www.sdcep.org.uk/wp-content/uploads/2017/04/SDCEP-MRONJ-Guidance-Assessment-of-Patient-Risk.pdf

http://www.sdcep.org.uk/wp-content/uploads/2017/04/SDCEP-MRONJ-Guidance-Assessment-of-Patient-Risk.pdf
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Answer 
 


The advice in this Medicines Q&A relates primarily to general dental practitioners  


Dentists working in community or hospital dental services may have experience providing care to 
patients with more complex medical conditions and health needs, and may have competence and 
experience to provide dental treatment to patients with cancer that a general dental practitioner would 
not.  


 


Advice on providing dental treatment 


For advice on providing dental treatment, click on the links below: 


 


Appendix 1 


including 
algorithm 


Patient having an invasive* dental procedure 


* An invasive dental procedure includes extraction, incision and drainage of intra-oral swellings, full 


periodontal examination, root surface instrumentation, scaling and restoration (filling) below the gum-
line, flap raising procedures such as periodontal (gum disease) surgery and dental implants, gingival 
re-contouring and biopsy [1]. 


Appendix 2 Patient having a non-invasive dental procedure 


Appendix 3 Patient with a dental infection 


Appendix 4 All cancer patients after cancer treatment finishes (general advice) 


 
 
Information to help when providing dental treatment 
For information that can help when making decisions about dental treatment, click on the links below: 


 


Appendix 5 Information needed to help make decisions about dental treatment in a patient with cancer 


Appendix 6 List of cancer and other drug treatments  


Includes cytotoxics (chemotherapy), biological therapies such as targeted therapies and 
immunotherapies, hormonal therapies, and bisphosphonates. 


 


Adverse effects of cancer therapies 


Nearly all cytotoxic drugs impair bone marrow function to some degree, suppressing formation of white 
blood cells, red blood cells and platelets (myelosuppression) [2,3]. Some biological therapies cause 
myelosuppression, whilst hormone therapies and bisphosphonates are very unlikely to affect blood cells 
[4]. Some cytotoxic drugs are described as stomatotoxic because they have toxic effects on oral tissues 
[3]. Oral complications of chemotherapy depend on the drugs used, dosage, length of treatment course, 
degree of dental disease and concurrent use of radiation [5]. 
 
Dentists need to consider the possibility of increased risks of bleeding and infection, and oral 
complications in patients who have received or are receiving treatment for cancer. Risks change 
depending on which treatment the patient received, and when they received it. Ideally, the oncology or 
haematology team is responsible for arranging or carrying out active dental treatment in patients 
undergoing treatment for cancer [6]. Patients currently receiving chemotherapy or radiotherapy to head 
or neck, and those who received therapy within the last six months, and those who have had a stem 
cell/bone marrow transplant (usually involving high-dose chemotherapy with or without total body 
irradiation) in the last six months, should not be given dental treatment unless advised by their oncology 
or haematology team because their mouth may be very sore and there is a risk of systemic infection and 
bleeding – patients currently receiving treatment for cancer should be referred to secondary dental care, 
wherever possible, if they need urgent treatment. Patients taking biological therapies or hormonal 
treatments can receive treatment from their general dental practitioner. 
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Bleeding 


 Thrombocytopenia (platelet count less than 150 x 10
9
/L [7]) is fairly common in patients receiving 


most cytotoxic drugs; anaemia is less common [8].  


 Onset, duration and severity of thrombocytopenia vary considerably with different cytotoxic drugs [8].  


 Thrombocytopenia commonly occurs seven to ten days after cytotoxic drug administration, but is 
delayed for certain drugs, such as carmustine, lomustine, and melphalan [2]. With most drugs, 
platelet count recovers within 14 to 26 days [9]. 


 Total body irradiation before a stem cell/bone marrow transplant and some biological therapies (e.g. 
intravenous aflibercept, bevacizumab, ibrutinib and trastuzumab emtansine) can also cause 
thrombocytopenia, as can marrow infiltration by malignancy (e.g. leukaemia, lymphoma, myeloma or 
metastases) [2,7,10].  


 The main effect of a reduced platelet count is an increased risk of bleeding, but this rarely occurs 
until it is less than 100 x 10


9
/L [11].  


 
Infection 


 All cytotoxic drugs except vincristine and bleomycin cause bone marrow suppression [2]. It 
commonly occurs seven to ten days after administration, but is delayed for some drugs (e.g. 
carmustine, lomustine, and melphalan) [2]. With most drugs, white cell count recovers within 14 to 26 
days [9]. 


 Radiotherapy sometimes causes white cell count to fall. It is more likely when large areas of the body 
or bones of the legs, chest, abdomen or pelvis are treated [10]. 


 High-dose dexamethasone (20-40mg daily), used to treat multiple myeloma, commonly causes bone 
marrow suppression, especially when used in combination with other cancer drugs [12]. 


 Risk of infection is assessed by measuring white cell count, particularly neutrophil count. The normal 
range for neutrophils is 2.5 to 7.5 x 10


9
/L [13]. As the neutrophil count falls, especially once 


neutrophils are less than 1 x 10
9
/L, a patient becomes at risk of serious infections [13]. 


 In immunosuppressed patients, infections can be life-threatening [14] and they may deteriorate more 
rapidly than someone with normal immune function [15].  


 Patients who have previously been exposed to, or are currently undergoing, radiotherapy to head or 
neck may be susceptible to local infection as a result of reduced blood supply to the irradiated area. 
This risk increases with time. Careful assessment of patients prior to radiotherapy and maintenance 
of good oral health is important [14].  


 In patients who have had a stem cell/bone marrow transplant, the increased risk of infection may last 
for up to a year as the patient’s immune system will be very immature even though blood test results 
may be normal [3,16]. 


 Reactivation of herpes simplex virus commonly occurs in a patient who is immunosuppressed [17]. 
 
Oral complications 


 Oral complications may be caused directly by cancer or by cancer treatment [6].  


 Oral complications occur in virtually all patients receiving radiotherapy to head or neck, in about 80% 
of stem cell transplant recipients, in more than two-thirds of patients with leukaemia, in one-third of 
patients with non-Hodgkin lymphoma, and in nearly 40% of patients receiving chemotherapy [3,19]. 
They are more likely to occur, and are usually more severe, if chemotherapy and radiotherapy to the 
head and neck are both given [18,19].  


 Oral complications caused by cytotoxic drugs result from a direct effect on the oral mucosa (primary 
stomatotoxicity), the patient's inability to contain local, minor oral disease during myelosuppression 
(secondary stomatotoxicity), or a combination of the two [19].  


 Risk for oral complications can be classified as low (with minimally myelosuppressive or non-
myelosuppressive cytotoxic drugs) or high (with stomatotoxic cytotoxic drugs that also cause 
prolonged myelosuppression, bone marrow/stem cell transplant, and radiotherapy to head or neck) 
[3].  


 Some complications occur only during treatment; others, such as dry mouth (xerostomia) and 
osteoradionecrosis after radiotherapy for head and neck cancer, may persist for years [3] or develop 
months or years later [18]. Most people find that oral adverse effects of radiotherapy have noticeably 
improved six to eight weeks after therapy has ended [18]. 


 Some biological therapies cause oral side effects – targeted therapies such as everolimus can cause 
oral aphthous ulcers, and some types of immunotherapy can cause mucositis and salivary gland 
changes [20]. 
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Oral complications common to both chemotherapy and radiotherapy to head or neck include: 
 


o Oral mucositis (inflammation and ulceration of mucous membranes) can increase the risk for 
pain, oral and systemic infection, and nutritional compromise [3]. It begins five to ten days after 
chemotherapy starts (two weeks after radiotherapy starts and one week after stem cell/bone 
marrow transplant), and usually gradually clears up three to four weeks after drug treatment 
ends (six to eight weeks after radiotherapy ends) [6,18,21]. Oral mucositis occurs in at least 45-
50% of patients receiving chemotherapy or biological therapy to treat a solid tumour, and over 
95% having a stem cell transplant, or radiotherapy to head or neck [22]. 
 


o Xerostomia (dry mouth due to altered, reduced or absent salivary flow) increases risk of 
infection and compromises speaking, chewing and swallowing [3]. Medicines other than 
chemotherapy (e.g. biological therapies and hormone therapies [21]) can also cause salivary 
gland dysfunction. It usually resolves two months after chemotherapy ends but can be 
permanent after radiotherapy and stem cell/bone marrow transplant [6,18]. Persistent dry mouth 
increases the risk for dental caries [3]. 


 
o Infection (viral, bacterial and fungal) results from myelosuppression, dry mouth and/or damage 


to the mucosa from chemotherapy or radiotherapy [3].  
 


o Functional disabilities (impaired ability to eat, taste, swallow and speak) because of mucositis, 
dry mouth, trismus and infection [3].  
 


o Taste alterations, ranging from unpleasant to tasteless, which may take weeks or months to 
recover [3,18,21]. 
 


o Poor nutrition from eating difficulties caused by mucositis, dry mouth, dysphagia and loss of 
taste [3]. This can often lead to patient’s being reliant on dietary supplements, such as Build-up 
drinks, which are highly cariogenic. 
 


o Abnormal dental development due to radiotherapy or high-dose chemotherapy before age 
nine [3].  


 
Other complications of chemotherapy include: 
 


o Neurotoxicity (persistent, deep aching and burning pain that mimics a toothache, but for which 
no dental or mucosal source can be found) is a side effect of certain classes of drugs, such as 
vinca alkaloids [3].  


 
o Oral bleeding from decreased platelets and clotting factors [3]. 
 
o Mouth ulcers, which can be very painful (causative drugs include bleomycin, cisplatin, 


fluorouracil, methotrexate) [23,24]. 
 


Other complications of radiotherapy to head or neck include: 
 


o Radiation caries (lifelong risk of rampant dental decay) may begin within three months of 
completing radiotherapy if changes in either quality or quantity of saliva persist [3] or if diet does 
not return to normal.  


 
o Trismus/tissue fibrosis due to loss of elasticity of masticatory muscles [3].  
 
o Osteoradionecrosis (blood vessel compromise and necrosis of bone exposed to high-dose 


radiotherapy) results in decreased ability to heal if traumatised [3]. 
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Limitations 


 The advice in this Medicines Q&A relates primarily to general dental practitioners. Dentists working in 
community or hospital dental services may have experience providing care to patients with more 
complex medical conditions and health needs, and may have competence and experience to provide 
dental treatment to patients with cancer that a general dental practitioner would not. 


 


 The advice in this Medicines Q&A that general dental practitioners should contact the patient’s 
oncology or haematology team for up to six months after cancer treatment finishes before providing 
dental treatment is based on expert opinion, but it is always the dental health professional’s 
individual decision whether they feel competent to provide treatment: 


 
o A specialist in special care dentistry has advised that a six-month post-cancer treatment window 


ensures patients who have received chemotherapy or radiotherapy to head or neck are 
managed safely and will encourage primary care dentists to consider their actions before 
providing treatment. It is excessive for patients who have only received radiotherapy to areas 
other than head or neck. [UK] 
 


o The Faculty of General Dental Practice (UK) states that it is best to delay routine dental care until 
the patient is in the stable post-transplant phase, usually six months after surgery [14]. [UK] 
 


o Christie NHS Foundation Trust patient information booklet states that non-essential dental work 
should be avoided for approximately six months following autologous stem cell transplant, and 
the period of highest risk of infection is the first six months after treatment [25]. [UK] 


 
o The Memorial Sloan Kettering (MSK) Cancer Center advises that if patients who have had an 


autologous stem cell transplant need extensive dental work, they should ask their local dentist to 
call a dentist at MSK before treating them. The patient’s transplant doctor will tell you when it’s 
safe to resume all dental care with your dentist [16]. [US] 


 
o The National Institute of Dental and Craniofacial Research advises that, except for emergency 


dental care, patients who receive organ or stem cell transplants should avoid dental treatment for 
at least three months [26]. Once the graft has stabilised (which typically occurs within three to six 
months of the transplant procedure), and the medical team clears the patient for dental 
treatment, patients can be treated in the dental office with proper precautions. [US] 
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Search strategy (conducted November 2019) 


 
1. Embase via NICE Evidence (exp *NEOPLASM/ + [exp *DENTAL PROCEDURE/ or DENTIST/]; 


Limit to English Language and (Publication Types Review). 


2. Medline via NICE Evidence (exp *NEOPLASMS/ + [exp *DENTISTRY/ or exp DENTISTS/]; Limit 


to Document type Review) and (Language English)]. 


3. Cochrane Library (cancer + [dentist* or dental] 


4. In-house database/ resources  


5. Internet Search www.google.co.uk (dentist cancer patient; dentist guidelines cancer patient; 


neutropenic sepsis) 


6. Scottish Dental Clinical Effectiveness Programme www.sdcep.org.uk 


7. National Institute for Health and Care Excellence www.nice.org.uk 


8. Faculty of General Dental Practice (UK) www.fgdp.org.uk 


9. British Dental Association www.bda.org   


10. Cancer Research UK www.cancerresearchuk.org  


11. Macmillan Cancer Support www.macmillan.org.uk 


12. Christie Hospital NHS Foundation Trust www.christie.nhs.uk  


13. The Clatterbridge Cancer Centre NHS Foundation Trust www.clatterbridgecc.nhs.uk    
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 Andrew Kwasnicki. Consultant in Special Care Dentistry. Liverpool University Dental Hospital. 


 Tara Madhok, General Dental Practitioner, Longfield Lodge Dental Practice, Manchester. 


 Sarah Mosedale, General Dental Practitioner, Stockland Green Dental Practice, Birmingham. 


 Professor Simon Rogers. Consultant Maxillofacial Surgeon. University Hospital Aintree. 


 Dr Michele Seager. Assistant Clinical Director and Specialist in Special Care Dentistry. North Wales 
Community Dental Service. 


 Dr P Vaughan-Williams, Consultant in Special Care Dentistry, Lancashire Care NHS Foundation 
Trust. 
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Comments from clinicians (received January/February 2020) 


 Andrew Kwasnicki. Consultant in Special Care Dentistry. Liverpool University Dental Hospital. 
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Trust. 
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Appendix 1. Patient having an invasive dental procedure 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Advice algorithm on whether to provide invasive dental treatment in primary care 


STOP and THINK. Could the patient have sepsis? Are they very unwell? Is a red flag present? 


See UK Sepsis Trust dental services decision support tool for more information. 


Symptoms of sepsis are acting confused, slurred speech or not making sense; blue, pale or blotchy skin, lips or tongue; a rash 
that does not fade when you roll a glass over it; and difficulty breathing, breathlessness or breathing very fast [27]. 


 


Yes No 


Chemotherapy or 
radiotherapy to 
head or neck 


Contact the oncology 
or haematology team 


for advice.  
If emergency dental 
treatment is needed 


but treating in primary 
care is not safe, refer 
urgently to secondary 


dental care. 


Radiotherapy to 
areas other than 
head or neck, or 


other drug 
treatment 


e.g. biological 
therapies (erlotinib, 


trastuzumab), 
hormonal treatments 
(goserelin, tamoxifen) 
or bisphosphonates. 


Treatment 
finished  
more than  


six months ago.  
 


Treatment 
finished  


less than six  
months ago  


Check manufacturer’s 
prescribing information for 


any drugs taken 
Look at contraindications, 


precautions, adverse effects and 
interactions. 


Chemotherapy, 
other cancer 


drugs, or 
radiotherapy to 


areas other 
than head or 


neck  
 
 


Radiotherapy 
to head or 


neck 
 


If treatment is urgent, 
contact the oncology or 


haematology team before 
starting treatment. 


 
If not urgent, consider delaying 
treatment until six months after 


treatment is complete. 
Otherwise, contact the oncology 


or haematology team. 
 


Give dental treatment as normal 
Consider increased risks of bleeding and 
infection. Check for oral adverse effects.  


 


In patients who have received 
bisphosphonates or denosumab, or are 


taking anti-angiogenic drugs (e.g. 
bevacizumab, sorafenib or sunitinib), there 


may be a higher risk of osteonecrosis  
(see table below and Appendix 4).  


There is a lifelong risk of osteoradionecrosis  
Refer to secondary dental care if extractions or surgical 
procedures involving the mucoperiosteum are needed 


within the radiotherapy field.  
 


If considering a non-invasive procedure or the procedure 
will not be in the radiotherapy field, treat as normal. 
Consider increased risks of bleeding and infection. 


Check for oral adverse effects. 


Are they currently receiving 
chemotherapy, radiotherapy or another 


drug treatment for cancer? 
 


Yes 
Call 999 and refer urgently to the 
oncology or haematology team 
and/or secondary dental care 


(See Appendix 3) 


 


Treatment has not 
started yet. 


Make sure the patient 
is dentally fit prior to 


cancer treatment 
starting. Liaise with 


the oncology or 
haematology team. 


 
Confirm patients with 
blood cancer are in 
remission/blood test 
are results normal 


 



https://sepsistrust.org/professional-resources/clinical/
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Appendix 1 continued. Patient having an invasive dental procedure 
 


Invasive dental procedures include extraction, incision and drainage of intraoral swellings, full periodontal examination, root surface instrumentation, scaling and restoration (filling) 


below the gum-line, flap raising procedure such as periodontal (gum disease) surgery and dental implant, gingival re-contouring and biopsy [1]. 


 


Patient: 


 is currently 
receiving 
chemotherapy 
or radiotherapy 
to head or 
neck, or 


 received 
chemotherapy 
or radiotherapy 
to head or neck 
in the last six 
months, or 


 had a stem 
cell/bone 
marrow 
transplant in 
the last six 
months. 


Contact the patient’s 
oncology or 
haematology team 
[6]. 
 
Before starting an 
invasive dental 
procedure, obtain 
blood test results 
taken within the last 
48 hours [6] and 
check with the 
oncology or 
haematology team 
whether treatment in 
primary care is 
suitable or special 
precautions are 
needed. 


Managing risk of bleeding Managing risks of infection and osteonecrosis 


For a patient needing emergency dental treatment 


 Follow the advice of the patient’s oncology or haematology team [13]. If no advice is available, urgently refer the 
patient to secondary dental care. 


For a patient needing elective dental treatment 


 Consider delaying treatment [6] until six months 
after chemotherapy or radiotherapy to head or neck 
finishes, and six months after stem cell/bone 
marrow transplant. 


 In a patient who has received chemotherapy or 
total body irradiation: 
 Confirm platelet count is more than 100 x 10


9
/L 


(threshold chosen as spontaneous bleeding rarely 
occurs above this level [11]) – if not, refer to 
secondary dental care or delay treatment. 


 Confirm all coagulation results (other than platelet 
count) are normal [6]. 


 Check if the patient is taking other medicines that 
can increase risk of bleeding (e.g. anticoagulants, 
antiplatelet drugs, non-steroidal anti-inflammatory 
drugs and some antidepressants) [1].  


 Provide dental treatment but be prepared to 
manage bleeding using local measures [28].  


 In a patient who has received radiotherapy to head or 
neck, refer to secondary dental care if extractions or 
surgical procedures involving the mucoperiosteum are 
needed within the radiotherapy field [6,14]. Do not extract 
teeth involving irradiated bone in primary care due to 
lifelong risk of osteoradionecrosis [6,14]. 


 In a patient who has received chemotherapy or total body 
irradiation: 
 Treatment must wait until neutrophils are more than 1 x 


10
9
/L [28].  


 If neutrophil count is more than 2 x 10
9
/L, treat as normal 


[6]. 


 Ask the patient’s oncology or haematology team whether 
prophylactic antibiotics are needed [6]. Clinical judgement 
is critical: if infection is present or unclear, more aggressive 
antibiotic therapy may be indicated. 


 If the patient has mucositis, avoid dental treatment if 
possible as there is a risk of systemic infection [6].  


Patient: 


 is receiving radiotherapy to areas 
other than head or neck, or 


 is taking medicines to treat cancer 
other than chemotherapy, or 


 received chemotherapy or 
radiotherapy to head or neck more 
than six months ago, or  


 had a stem cell/bone marrow 
transplant more than six months ago. 


 Treat as normal, unless there is a risk of osteonecrosis (see below).  


 Confirm with patients who have received chemotherapy that their blood tests are normal prior to providing invasive 
dental treatment. If patients are not sure, consult their oncology or haematology team.  


 Confirm patients with blood cancer are in remission/blood test results are normal [29]. 


 Be prepared to manage increased risks of bleeding and infection with current non-chemotherapy cancer treatments, 
although these should be minimal with most medicines. Ask the patient about their general wellbeing, and if they 
bruise or bleed easily. Check prescribing information for advice on whether the medicine needs to be stopped before 
and after a procedure (e.g. ibrutinib [30]) – but always check with the patient’s oncology or haematology team before 
stopping cancer treatments. 


 Consider possibility of oral adverse effects and drug interactions with current non-chemotherapy cancer treatments. 
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Patient: 


 is receiving radiotherapy to areas 
other than head or neck, or 


 is taking medicines to treat cancer 
other than chemotherapy, or 


 received chemotherapy or 
radiotherapy to head or neck more 
than six months ago, or  


 had a stem cell/bone marrow 
transplant more than six months ago. 


Risk of osteoradionecrosis in patients who have had radiotherapy to head or neck 


 Refer patients who have had radiotherapy to head or neck to secondary dental care if extractions or surgical 
procedures involving the mucoperiosteum are needed within the radiotherapy field.  


 Extractions from irradiated sites following radiotherapy to head or neck should be avoided because of the lifelong 
risk of osteoradionecrosis [3,6]. Patients at higher risk include those whose total radiation dose exceeded 60Gy, with 
uncontrolled periodontal disease or an ill-fitting prosthesis, or who are malnourished [6]. 


 
Risk of medication-related osteonecrosis of the jaw  


 Patients who have taken anti-resorptive drugs (bisphosphonates, or denosumab in the last nine months) or are 
taking anti-angiogenic biologic therapies (e.g. bevacizumab, sorafenib, sunitinib) are at higher risk of medication-
related osteonecrosis of the jaw [31].  


 If tooth extraction is indicated, explore all possible alternatives where teeth could be retained. Consider seeking 
advice from secondary dental care.  


 If extraction is the most appropriate treatment, discuss risks and benefits with the patient to ensure valid consent.  


 Do not prescribe antibiotic or antiseptic prophylaxis unless required for other clinical reasons.  


 Refer to secondary dental care if the socket has not healed at eight weeks [31].  


 Avoid placing implants in patients receiving high-dose anti-resorptive or anti-angiogenic drugs [31]. 


 
 
Appendix 2. Patient having a non-invasive dental procedure 
 
 


Non-invasive dental procedures include oral hygiene advice, simple dressing, atraumatic restorative treatment, constructing dentures, placing (and re-cementing) crowns, local 


anaesthetic injection, basic periodontal examination, root canal work, and scale and polish above the gum-line [1]. Also examinations and radiographs. 


 


Patient: 


 is currently receiving chemotherapy or radiotherapy to head or 
neck, or 


 received chemotherapy or radiotherapy to head or neck in the 
last six months, or 


 had a stem cell/bone marrow transplant in the last six months. 


Contact the 
patient’s oncology 
or haematology 
team [6] to confirm 
arrangements for 
dental care.  


Managing risks of bleeding, infection and osteonecrosis 


 All non-essential work should be avoided for six months after 
a stem cell/bone marrow transplant. 


 Treat all other patients as normal, including if the patient has 
received radiotherapy to the head or neck. 


 Consider and be prepared to manage increased risks of bleeding 
and infection with current cancer treatments and radiotherapy, 
although these should be minimal with non-invasive procedures.  


 Ask the patient about their general wellbeing, and if they bruise or 
bleed easily. 


 Consider the possibility of oral adverse effects and drug 
interactions. 


Patient: 


 is receiving radiotherapy to areas other than head or neck, or 


 is taking medicines to treat cancer other than chemotherapy, or 


 received chemotherapy or radiotherapy to head or neck more than six months ago, 
or 


 had a stem cell/bone marrow transplant more than six months ago. 
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Appendix 3. Patient with a dental infection 
 
 It is important to maintain good dental care and treat dental infections aggressively [14].  


 Recognising and managing dento-alveolar infections early are critically important, because immunosuppressed patients can become systemically ill within 
a short time. If untreated, local infections can spread, giving rise to serious life-threatening sequelae [14].  


 


Patient: 


 is currently 
receiving 
chemotherapy, or 


 received 
chemotherapy in the 
last six months, or  


 had a stem cell/bone 
marrow transplant 
in the last six 
months. 


All suspected infections 


 Always contact the patient’s oncology or haematology team for advice.  


 If the patient is very unwell, suspect neutropenic sepsis [32,33]. This can be life-threatening. See UK Sepsis Trust decision support 
tool for primary dental care for more information [34]. Is one of the listed red flags present?  


 If a red flag or any of the following symptoms are present, call 999 and urgently contact the oncology or haematology team and 
secondary dental care. 


o acting confused, slurred speech or not making sense 
o blue, pale or blotchy skin, lips or tongue 
o a rash that does not fade when you roll a glass over it, the same as meningitis 
o difficulty breathing, breathlessness or breathing very fast [27]. 


 If neutropenic sepsis can be confidently ruled out, obtain blood test results taken within the last 48 hours and check with the patient’s 
oncology or haematology team whether treatment in primary care is suitable or if special precautions are needed. Then manage as 
below, taking into account advice from the oncology or haematology team. 


Patient: 


 is receiving 
radiotherapy to any 
area of the body, or 


 is taking medicines 
to treat cancer other 
than chemotherapy, 
or 


 received 
chemotherapy more 
than six months ago, 
or 


 had a stem cell/bone 
marrow transplant 
more than six 
months ago. 


Dental abscess 


Treat patients with cancer the same as those who do not have cancer, but be extremely vigilant about follow-up and monitoring for 
deterioration.  
 
Confirm with patients who have received chemotherapy that their blood tests are normal; if patients are not sure, consult their oncology or 
haematology team. Confirm patients with blood cancer are in remission/blood test results are normal. 
 
First [14]:  


 check for fever, malaise, fatigue, dizziness or other debility,  


 measure pulse and temperature (normal temperature 36.3°C to 37°C), 


 define nature, location and extent of the swelling, 


 identify cause of the infection.  
 
The dentist should then decide whether they can provide treatment in primary care or the patient needs to be referred to secondary dental 
care; for example, if there is/are [14]:  


 signs of septicaemia, e.g. grossly elevated temperature (i.e. above 39.5°C), lethargy, tachycardia, 


 spreading cellulitis, 


 swellings that may compromise the airway, or cause difficulty swallowing or closing the eye, 



https://sepsistrust.org/professional-resources/clinical/
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Patient: 


 is receiving 
radiotherapy to any 
area of the body, or 


 is taking medicines 
to treat cancer other 
than chemotherapy, 
or 


 received 
chemotherapy more 
than six months ago, 
or 


 had a stem cell/bone 
marrow transplant 
more than six 
months ago. 


 dehydration, 


 significant trismus associated with a dental infection, 


 failure to respond to previous treatment or an uncooperative patient. 
 


Treat with local measures first [14,35]: 


 if pus is present in a dental abscess, drain by extracting the tooth (unless the patient has received radiotherapy to head or neck) or 
through the root canals, 


 if pus is present in any soft tissue, attempt to drain by incision. 
 
Prescribe a first-line antibiotic (amoxicillin 500mg three times daily for five days, or metronidazole 400mg three times daily for five days for 
penicillin-allergic patients) if [14,35]: 


 the patient is immunosuppressed [15], 


 local measures prove ineffective [35], 


 there is cellulitis, spreading infection (to face or neck [15]) or systemic involvement (fever or lethargy) [14,35],  


 definitive treatment has to be delayed due to referral to specialist services (e.g. inability to establish drainage in an uncooperative 
patient who requires sedation or general anaesthesia for treatment, or the patient needs to be treated in hospital due to comorbidities) 
[14]. 


 
When prescribing antibiotics [14]: 


 ensure fluid balance is maintained, 


 follow-up the patient two to three days after draining and removing the cause of infection (sooner if necessary),  


 if the infection resolves and temperature is normal, stop antibiotics, 


 failure of the infection to resolve is usually caused by inadequate drainage, poor host resistance, poor patient compliance or the wrong 
diagnosis. Re-establish drainage or refer for specialist advice. 


Necrotising gingivitis or necrotising periodontitis 


 If there are signs of spreading infection, systemic infection or the patient is immunocompromised, prescribe metronidazole 400mg 
three times daily for three days [14,15,35]. 


 Scale teeth as effectively as symptoms allow – local anaesthesia may be required [14,15]. Refer also to the Advice algorithm if scaling 
is required below the gum-line (in Appendix 1). 


 Prescribe chemical plaque control (hydrogen peroxide and 0.2% chlorhexidine mouthwashes), and consider giving oral hygiene and 
smoking cessation advice [15]. 
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Patient: 


 is receiving 
radiotherapy to any 
area of the body, or 


 is taking medicines 
to treat cancer other 
than chemotherapy, 
or 


 received 
chemotherapy more 
than six months ago, 
or 


 had a stem cell/bone 
marrow transplant 
more than six 
months ago. 


Fungal dental infections  


 Refer an immunosuppressed patient to their oncology or haematology team, or their general medical practitioner [15,35]. Fungal 
infections in immunosuppressed patients are likely to need intravenous antifungals [35].  


 If the patient is not immunosuppressed, treat as normal. If antifungal drug treatment is required, prescribe:  
o fluconazole (dose and duration will vary depending on type of infection) [36], or  
o miconazole oromucosal gel four times daily, continuing for seven days after lesions have healed [35].  


 If these are contraindicated (for example, because of interactions with warfarin or statins), prescribe nystatin oral suspension 1mL four 
times daily, continuing for 48 hours after lesions have healed [35]. 


 Prescribe a patient with dentures antifungal drug treatment for at least two weeks [6].  


Viral dental infections 


Herpes simplex 
Treat with local measures first [35]: 


 Advise the patient to avoid dehydration and alter their diet (include soft food and adequate fluids). 


 Give analgesics regularly to minimise oral discomfort, e.g. benzydamine hydrochloride mouthwash or oromucosal spray.  


 Prescribe an antimicrobial mouthwash (chlorhexidine 0.2% 10mL twice daily, or hydrogen peroxide 6% 15mL diluted in half a tumbler 
of warm water three times daily) [35]. 


 
In addition, prescribe an antiviral agent if: 


 the patient is immunosuppressed – use oral aciclovir 400mg five times daily for five days [2]. 


 the patient is not immunosuppressed but the infection is severe – use oral aciclovir 200mg five times daily for five days; the dose may 
be doubled if necessary [2,35].  


 the patient is not immunosuppressed and the infection is not severe – use aciclovir 5% cream five times daily for five days [2,35]. 
 
Refer an immunosuppressed patient with severe herpes simplex infection to a hospital specialist [35]. 
 
Herpes zoster (shingles) 


 Treat herpes zoster infection with oral aciclovir 800mg five times daily for seven days [35]. 


 Refer all patients with herpes zoster to their oncology or haematology team, or their general medical practitioner [35]. 
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All patients with cancer 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Dental caries risk depends on the type of treatment received and changes in oral health-related behaviours as a consequence of the treatment:  


 Patients receiving radiotherapy to head or neck, or total body irradiation prior to a transplant, are at higher risk of dental caries [6]. 


 Other factors that increase the risk include xerostomia (resulting in more cariogenic oral microflora), patients consuming more cariogenic foods 
and drinks (in response to altered taste, mucositis, difficulties chewing and swallowing or weight loss), and poor oral hygiene (due to difficulties 
with toothbrushing as a result of limited mouth opening or reduced motivation) [6]. 
 


Consider lifelong daily use of high-strength fluoride toothpaste and fluoride mouthwash (each used at a different time of day), and regular fluoride 
varnish application [5,6]. Patients with a higher risk of caries will need more frequent follow-up; recall interval should be determined on an individual 
basis dependent on risk factors and presence of active dental disease [6]. 
 
Dentures may need reconstruction if treatment altered oral tissues. Some people struggle to tolerate dentures due to friable tissues/dry mouth [3]. 
 
Malignancy may recur in patients with oral and head or neck cancers. Dentists should thoroughly examine all oral mucosal tissues at every recall 
appointment [3]. Confirm patients with blood cancer are in remission/blood test results are normal before treating. 
 
Medication-related osteonecrosis of the jaw 


 Ask if the patient has received or is receiving a bisphosphonate or denosumab. Be aware the patient may not know they have received a 
bisphosphonate (oral or intravenous). Patients will be at increased risk of osteonecrosis even after treatment with a bisphosphonate has 
stopped [31]. The effect of denosumab on bone turnover diminishes within nine months of treatment completion, whilst anti-angiogenic drugs 
associated with medicated-related osteonecrosis of the jaw (e.g. bevacizumab, sorafenib or sunitinib – see also Appendix 6) are not thought to 
remain in the body for extended periods of time [31]. 


 Estimated incidence of medication-related osteonecrosis of the jaw in cancer patients treated with anti-resorptive drugs (bisphosphonates and 
denosumab) or anti-angiogenic drugs (e.g. bevacizumab, sorafenib or sunitinib) is one case per 100 people [31]. This compares with an 
incidence of one to 10 cases per 10,000 people with osteoporosis treated with anti-resorptive drugs [31]. 


 Assess whether the patient is at low or higher risk of medication-related osteonecrosis of the jaw [31]: 
o Patients being treated with an anti-resorptive drug or an anti-angiogenic drug (or both) as part of the management of cancer are always 


considered to be at higher risk of osteonecrosis. 
o Patients taking bisphosphonates for osteoporosis or other non-malignant bone diseases for less than five years and not also 


concurrently being treated with systemic glucocorticoids are at low risk of osteonecrosis. If they are also on a systemic glucocorticoid or 
have taken a bisphosphonate for more than five years, they are at higher risk of osteonecrosis. 


o Patients who have taken a bisphosphonate at any time in the past and those who have taken denosumab in the last nine months should 
be allocated to a risk group as if they are still taking the drugs [31]. 


 For patients at higher risk of medication-related osteonecrosis of the jaw in whom an extraction is indicated, explore all possible alternatives 
where teeth could potentially be retained, e.g. retaining roots in the absence of infection. Consider seeking advice from secondary dental care. If 
an extraction remains the most appropriate treatment, discuss the risks and benefits of treatment with the patient to ensure valid consent before 
proceeding. Do not prescribe antibiotics or antiseptic prophylaxis unless required for other clinical reasons. Refer to secondary dental care if the 
socket has not healed at eight weeks [31]. 
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All patients with cancer Mucositis treatments (e.g. Caphosol, Gelclair, MuGard) have limited efficacy and are usually started by specialists [6,22]. If mucositis is a problem, 
contact secondary dental care for advice. Mucosal protectants cannot be prescribed on an NHS dental prescription [2]. 
 
Oral hygiene and good nutrition are important for patients with cancer, especially those with salivary gland dysfunction [3,6].  
 
Orthodontic treatment  


 The decision to start orthodontic treatment must be taken carefully and discussed with the patient’s oncology or haematology team in advance. 
Overall health, susceptibility to dental caries and response to oral health prevention regimes should be assessed [6]. 


 Oral bisphosphonates have been shown to inhibit orthodontic tooth movement and although there are no data on the effects of intravenous 
bisphosphonates, the general consensus is that orthodontic treatment should be avoided in patients currently receiving intravenous 
bisphosphonates, and for a period after [6]. 


 
Xerostomia can be managed with saliva substitutes. Selected substitutes can be prescribed on an NHS dental prescription – see Medicines Q&A. 


Patients who 
have received 
chemotherapy 


 Once all complications of chemotherapy have resolved, patients may be able to resume their normal dental care schedule [3]. 


 However, if immune function continues to be compromised, check the patient’s blood test results before starting an invasive dental procedure 
and contact the oncology or haematology team (or general medical practitioner) for advice.  


Patients who 
have received 
radiotherapy to 
head or neck 


Implants and other invasive surgical procedures 


 Refer the patient to secondary dental care if extractions or surgical procedures involving the mucoperiosteum are needed within the 
radiotherapy field; they may consider using antibiotic prophylaxis (and possibly hyperbaric oxygen therapy) before and after surgery [6].  


 Do not extract teeth involving irradiated bone because of the risk of osteoradionecrosis [3,6], which can occur in all areas of the jaws and from 
extractions undertaken before radiotherapy [37]. Patients at higher risk include those whose total radiation dose exceeded 60Gy, whose dose 
fraction was large with a high number of fractions, with uncontrolled periodontal disease or an ill-fitting prosthesis, or who are immunodeficient 
or malnourished [6]. Regions outside the radiation treatment field are generally considered safe for dental surgery [38]. 


 Dental implants placed in irradiated bone can have a significantly lower survival rate and decisions about implant placement need to be based 
on a risk-benefit analysis for each patient [39]. Implants are not recommended for patients receiving intravenous bisphosphonates for cancer [6]. 


 Location of the irradiated area, and type and dose of radiation, are important factors when considering a patient for implant surgery [38]. Implant 
failure is less likely with a radiation dose lower than 45Gy [6].  


 
Oral complications 


 Keep in mind that oral complications can continue or emerge long after radiotherapy has ended [18].  


 High doses of radiation to the head or neck carry a lifelong risk of dry mouth, dental caries and osteoradionecrosis [3,18,37]. 


 Refer the patient to secondary dental care if dental infections do not respond to treatment [14]. 


Patients who 
have had a 
stem cell/bone 
marrow 
transplant 


Infection  


 Patients may be at increased risk of infection for up to a year after bone marrow/stem cell transplant, even though blood results are normal, as 
their immune system will be very immature [3]. 


 The oral cavity and salivary glands are commonly involved in graft-versus-host disease (GvHD) in allograft recipients, resulting in mucosal 
inflammation, ulceration and xerostomia [3]. Lichen planus-like changes in the oral cavity may also indicate GvHD [22] – refer to a specialist. 



https://www.sps.nhs.uk/articles/what-should-be-considered-when-choosing-or-prescribing-saliva-substitutes/
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Appendix 5. Information needed to help make decisions about dental treatment 
 


Information needed Notes 


About the patient and their cancer 


What cancer does the patient have? Ask for exact diagnosis. 


When was the cancer diagnosed?  


How is their general health? Assess the patient’s ability to tolerate dental treatment. 
Patients with cancer may have impaired liver function due to 
metastases, which can affect bleeding risk and ability to 
metabolise medicines. 


Does the patient have contact details for 
their keyworker (clinical nurse specialist, 
oncologist or haematologist)? 


You may need to contact the patient’s keyworker to get more 
information or advice. 


About the treatment 


Has treatment started and when?  


What is the treatment regimen? Ask about chemotherapy, radiotherapy, other cancer drugs 
such as hormonal therapies, and additional treatments 
including bisphosphonates, denosumab and corticosteroids 
such as dexamethasone.  


The patient may be unsure, so contact their keyworker. 


Is the treatment part of a clinical trial? At 
which hospital? 


You will also need to contact the primary investigator or 
research nurse. Clinical trials often have strict criteria about 
concomitant use of drugs and required monitoring. 


What adverse effects do they currently 
have from their cancer treatment? 


Specifically ask about oral adverse effects, and general 
bruising or bleeding. 


When did the treatment finish? Or when 
is the treatment due to finish? 


Consider that the patient may be receiving cycles of 
chemotherapy, with a gap of days or weeks between doses. 


How often does the patient have their 
blood taken? 


Monitoring will be more frequent if adverse effects are likely.  


What are the patient’s blood test 
results? 


Establish the patient’s blood test results, taken within the last 
48 hours, especially neutrophils and platelet count, if they are:  


 currently receiving chemotherapy or radiotherapy, or 


 received it in the last three months, or  


 received total body irradiation in the last six months. 


Remember to also check other clotting results and kidney/liver 
function, if available. 
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Appendix 6. List of cancer and other drug treatments 
 


* Drugs associated with medication-related osteonecrosis of the jaw [see note below table] 
# 


 Examples of systemic cancer treatment agents known to cause oral damage [22] 


Cytotoxic drugs or chemotherapy 
work by killing cancer cells [40] 


Alkylating drugs Bendamustine, busulfan, carmustine, chlorambucil, chlormethine, 
cyclophosphamide, dacarbazine, estramustine, ifosfamide, lomustine


#
, 


melphalan
#
, streptozocin, temozolomide, thiotepa


#
, treosulfan 


Anthracyclines & related 
drugs 


Daunorubicin
#
, daunorubicin with cytarabine


#
, doxorubicin


#
, epirubicin


#
, 


idarubicin
#
, mitoxantrone


#
, pixantrone 


Antimetabolites  Azacitidine, capecitabine
#
, cladribine, clofarabine, cytarabine, decitabine, 


fludarabine, fluorouracil
#
, gemcitabine, mercaptopurine, methotrexate*


#
, 


nelarabine, pemetrexed
#
, tegafur with gimeracil and oteracil, tioguanine, 


trifluridine with tipiracil 


Cytotoxic antibiotics & 
related substances 


Bleomycin, mitomycin
#
, pentostatin


#
 


Platinum compounds Carboplatin
#
, cisplatin


#
, oxaliplatin


#
 


Taxanes  Cabazitaxel, docetaxel
#
, paclitaxel


#
 


Topoisomerase I 
inhibitors 


Irinotecan
#
, topotecan


#
 


Vinca alkaloids Vinblastine
#
, vincristine


#
, vindesine, vinflunine, vinorelbine


#
 


Others Amsacrine, arsenic, asparaginase, bexarotene, crisantaspase, dacarbazine, 
dexamethasone (high-dose – Neofordex), eribulin, etoposide


#
, 


hydroxycarbamide, mitotane, panobinostat, pegaspargase, porfimer, 
procarbazine, raltitrexed, temoporfin, temozolamide, trabectedin, tretinoin 


Immunotherapies 
help the immune system recognise and attack cancer cells. Some immunotherapies are also called targeted 
treatments or biological therapies [41] 


Immunotherapies Aldesleukin, axicabtagene ciloleucel, BCG, interferon, lenalidomide, mifamurtide, 
pomalidomide, talimogene laherparepvec, thalidomide, tisagenlecleucel 


Monoclonal antibodies Alemtuzumab, atezolizumab, avelumab, bevacizumab*
#
, blinatumomab, 


brentuximab, catumaxomab, cetuximab, daratumumab, dinutuximab, 
durvalumab, elotuzumab, gemtuzumab


#
, inotuzumab, ipilimumab, necitumumab, 


nivolumab, obinutuzumab, ofatumumab, olaratumab, panitumumab, 
pembrolizumab, pertuzumab


#
, ramucirumab, rituximab, siltuximab, trastuzumab


#
, 


trastuzumab emtansine
#
 


Targeted cancer drugs  
work by ‘targeting’ differences in a cancer cell from a normal cell that helps it to survive and grow [42] 


Proteasome inhibitor Bortezomib, carfilzomib, ixazomib 


Protein kinase 
inhibitors 


Afatinib, alectinib, axitinib, bosutinib, cabozantinib*, ceritinib, cobimetinib, 
crizotinib, dabrafenib, dasatinib, erlotinib


#
, everolimus


#
, gefitinib, ibrutinib, 


idelalisib, imatinib, lapatinib, lenvatinib, midostaurin, nilotinib, nintedanib, 
osimertinib, palbociclib, pazopanib


#
, ponatinib, regorafenib, ribociclib, ruxolitinib, 


sorafenib*
#
, sunitinib*


#
, temsirolimus


#
, tivozanib, trametinib, vandetanib, 


vemurafenib 


Other  Aflibercept*, niraparib, olaparib, rucaparib, venetoclax, vismodegib 


 


Table continued on next page 
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Hormone therapies  
block or lower the amount of hormones in the body to stop or slow down the growth of cancer [43] 


Anti-androgens Abiraterone, bicalutamide, cyproterone, enzalutamide, flutamide 


Anti-gonadotrophin-
releasing hormones 


Degarelix   


Anti-oestrogens Fulvestrant, tamoxifen, toremifene 


Aromatase inhibitors Anastrozole, exemestane, letrozole 


Gonadotrophin-
releasing hormones 


Buserelin, goserelin, leuprorelin, triptorelin 


Oestrogens Diethylstilbestrol 


Progestogens  Megestrol 


Somatostatin 
analogues  


Lanreotide, octreotide, pasireotide 


Bisphosphonates and other bone metabolism therapies 
prevent or slow down bone thinning (osteoporosis) and/or treat some types of cancer that cause bone damage [44, 45] 


Oral  Alendronic acid*, clodronate*, etidronate*, ibandronic acid*, risedronate* 


Intravenous  Ibandronic acid*, pamidronate*, zoledronic acid* 


Monoclonal antibody Denosumab*  


Other drugs used in patients with cancer 


Granulocyte-colony 
stimulating factors 


Filgrastim, lenograstim, lipegfilgrastim, pegfilgrastim 


Immunosuppressants Antithymocyte immunoglobulin (rabbit), azathioprine, basiliximab, belatacept, 
belimumab, canakinumab, ciclosporin, mycophenolate, sirolimus, tacrolimus 


List of drugs in the table is compiled from the BNF and electronic Medicines Compendium. Drugs associated with 
medication-related osteonecrosis of the jaw have been identified from the electronic Medicines Compendium. 






