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Executive summary
A Refugee and Asylum Seeker Oral Health Recall Tool
(see Appendix) has been developed for use in Victorian
public dental services. This report details the process
and findings of the development and piloting of this
tool. The project was funded by Dental Health Services
Victoria (DHSV) and conducted over a five-month period
from November 2016 to April 2017 by the Victorian
Refugee Health Network.
The development of the tool was informed by a literature
review, the Project Advisory Group, Foundation House
community liaison workers, and dental services who
participated in the pilot. The factors associated with
poor oral health within refugee and asylum seeker
populations are unique and complex, with overall oral
health and subsequent access to services impacted by
both pre-arrival and resettlement factors. This includes
factors such as pre-arrival torture and trauma (including
trauma to the mouth/teeth), the health impact of periods
of deprivation in transit, and the ongoing systemic and
social disadvantages related to resettlement, including
language barriers and unfamiliarity with the Australian
health system.
In 2010, the Victorian Department of Health implemented
two policies in regard to oral health; it identified refugees
and asylum seekers as a priority access group and
provided a fee exemption at public dental services across
Victoria. Subsequently, the 2012 Refugee Oral Health
Sector Capacity Building Project (inclusive of Model of
Care) aimed to support public dental services in Victoria
to implement the priority access and fee exemption
policies and work with people from refugee backgrounds.  
The Model of Care recommends observation and
assessment of social and clinical risk factors that impact
on oral health care as the basis for continued priority
access for individuals from refugee backgrounds.
People from refugee backgrounds present with varying
degrees of risk of poor oral health. For this reason
oral health practitioners require an approach that
differentiates people that require ongoing support
to access services from those who may join general
waitlists. The development of this evidence-based
tool supports oral health practitioners to make these
decisions.
Based on the advice provided by the Project
Advisory Group and the findings from the pilot, the
Victorian Refugee Health Network has made seven
recommendations.

RECOMMENDATION 1
DHSV facilitate a trial of the Refugee and Asylum
Seeker Oral Health Recall Tool across a larger number
of services across the state to assess the validity and
inter-rater reliability of the tool. This should include
demographic data to understand differences across
cohorts.

RECOMMENDATION 2
Dental services participating in the trial consider
implementing a six-month recall period for clients
identified as higher risk, subject to a DHSV review of the
evidence for a six-month recall.

RECOMMENDATION 3
DHSV consider the evidence from the Monash Health
Social Risk Assessment research project in the
development of a final version of the Refugee and Asylum
Seeker Oral Health Recall Tool.

RECOMMENDATION 4
DHSV support agencies to adopt and implement the
Refugee and Asylum Seeker Oral Health Recall Tool
by facilitating professional development about refugee
and asylum seeker experiences (in partnership with
Foundation House), the Model of Care, and the tool.

RECOMMENDATION 5
DHSV embed the Refugee and Asylum Seeker Oral
Health Recall Tool in Titanium to facilitate its uptake and
usability.

RECOMMENDATION 6
Dental services implementing the Refugee and Asylum
Seeker Oral Health Recall Tool develop and utilise
referral pathways within their community health service
to support clients for whom high risks are identified.

RECOMMENDATION 7
DHSV utilise the findings from a broader trial of the
Refugee and Asylum Seeker Oral Health Recall Tool to
inform further development of the Model of Care for
Refugee and Asylum Seeker Oral Health.
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Introduction
This report documents the process and findings of a
project aimed at developing and piloting a Refugee
and Asylum Seeker Oral Health Recall Tool for use in
Victorian public dental services. The project was funded
by Dental Health Services Victoria (DHSV) and conducted
over a five-month period from November 2016 to April
2017 by the Victorian Refugee Health Network.

Background
In 2010, the Victorian Department of Health implemented
two policies to provide greater access to oral health
services for people from refugee and asylum seeker
backgrounds. These policies identified refugees and
asylum seekers as a priority access group (State
Government of Victoria Department of Health, 2014a)
and provided a fee exemption at public dental health
services across the state (State Government of Victoria
Department of Health, 2014b). As a priority access group,
people from refugee backgrounds are eligible for the next
available appointment for general care and should not be
placed on the waitlist.
The 2012 Refugee Oral Health Sector Capacity Building
Project was a collaborative project funded by the
Victorian Department of Health and undertaken by
the Victorian Refugee Health Network in partnership
with DHSV, to support Victorian public dental services
to implement the priority access and fee exemption
policies and to work effectively with clients from refugee
backgrounds. Key outcomes of the project included the
development of a Model of Care for Refugee and Asylum
Seeker Oral Health, complementary factsheets on
Identifying clients of refugee & asylum seeker background
and Working with refugee & asylum seeker clients, and
the development and delivery of a targeted education
program for public dental services.
The Model of Care recommends observation and
assessment of clinical and social risk factors as the
basis for continued priority access for individuals
from refugee backgrounds. These recommendations
encourage clinical staff to observe and assess clients for
clinical and social risks that may impact on the client’s
oral health care and ability to renegotiate complex
appointment systems for follow-up care; and, based on
this assessment, to set up adult recall appointments
and consider oral health education for high-risk clients.
The Model of Care recommends that clients identified as
low risk may be placed on the general waitlist. Services

participating in the targeted education program identified
a need for a tool to support them to assess social
and clinical oral health risks for people from refugee
backgrounds and implement the Model of Care.

Rationale for the project
The Australian Refugee and Humanitarian Programme
resettles 13,750 people annually. It is estimated that
around 4,000 new arrivals settle in Victoria each year,
with 10–15 per cent of these in rural and regional areas.
Another approximately 9,000 people who are seeking
asylum are living in the community in Victoria on bridging
visas while they wait for the determination of their
refugee status (State Government of Victoria Department
of Health, 2014c). In 2016–17 the number of people
settling in Victoria increased due to an additional 12,000
humanitarian program places made available for people
escaping conflicts in Syria and Iraq in 2015 (Australian
Government Department of Immigration and Border
Protection, 2016b). There are planned increases to the
size of the humanitarian program intake by 2018–19
(Australian Government Department of Immigration and
Border Protection, 2016a).
People from refugee backgrounds have varied capacity
to identify the need and self-advocate for oral health
care. For this reason, oral health practitioners require an
approach that differentiates people that require ongoing
support to access services from those that may be able
to negotiate their own care after their initial course of
treatment. The development of an evidence-based tool
would support oral health practitioners to make these
decisions.
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Project objectives

Project phases

To develop and pilot a state-wide, evidence-based tool for
use by staff in Victorian public dental services during the
first course of care for an adult refugee or asylum seeker
client to:

The project was conducted in three phases:
• Initial scoping: included:
—— a review of the academic literature on social and
clinical health issues that lead to poor oral health
outcomes and decreased access to oral health care
for people from refugee backgrounds;
—— consultation with key oral health stakeholders
to understand the service context and current
practice in public dental services in areas of high
refugee settlement across the state, and scope
services’ views and requirements about the tool;
and
—— consultation with community liaison workers at
Foundation House for their advice on how refugeebackground communities may experience the tool.
• Development of the tool: based on what was learned
during the review of the literature and the stakeholder
interviews. Draft versions of the tool were reviewed
and refined based on advice provided by the Project
Advisory Group members and pilot participants.
• Piloting of the tool: in two public dental services in
Victoria (1 metropolitan, 1 regional) over a five-week
period, to test user acceptability and congruence with
workflow in public dental settings.

1. Assess social and clinical risks that may impact upon
their:
—— oral health status
—— ability to manage their own oral health
—— ability to engage in future treatment.
2. Recommend evidence-based courses of action.
3. Help determine:
—— if the client needs to be recalled to the service for
their next appointment, or
—— if they can go on the general waitlist.

This report was prepared for DHSV at the conclusion of
these three phases. Several recommendations are made
in the report for further work to support the ongoing
development of a valid and reliable state-wide Refugee
and Asylum Seeker Oral Health Recall Tool.
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Literature review
The literature review aimed to identify research that
exists on social and clinical health issues that lead to
poor oral health outcomes and decreased access to
oral health care for people from refugee backgrounds
in resettlement contexts. Embase, Medline (Ovid),
Pubmed, Informit, Proquest, CINHAL and Google
Scholar were searched for relevant scholarly articles
published between 2006 and 2016. The search terms
used were ‘oral’ or ‘dental’ in combination with ‘asylum
seeker’ or ‘refugee’. Reference lists were searched and
articles or tools recommended by colleagues were also
included in the results, and each abstract was screened
for relevance.
The review also searched for existing tools that have
been developed to assess oral health risk specifically
in refugee-background populations, or that assess
the impact of social risks on oral health outcomes. No
existing tools were identified. Monash Health is currently
conducting a project to assess the social risks of refugee
and asylum seeker clients attending their dental service
in Dandenong. This research is ongoing and will involve
statistical analysis to determine correlations between
social risks and oral health outcomes (Marwaha et
al., 2017). The published findings from this project will
significantly contribute to the evidence base on the
impact of social risks on oral health outcomes for people
from refugee backgrounds.

Refugee oral health and access
to dental care
Research indicates that people from refugee
backgrounds experience a high burden of oral
disease, including dental caries, periodontal diseases,
malocclusion, orofacial trauma, missing and fractured
teeth, and oral cancer (Davidson et al., 2006; Ghiabi,
Matthews, & Brillant, 2014; Johnston, Smith, &
Roydhouse, 2012; Keboa, Hiles, & Macdonald, 2016;
Riggs et al., 2014). The oral health status of people
from refugee backgrounds is often poorer than other
vulnerable groups such as Indigenous Australians
(Davidson et al., 2006; Ghiabi et al., 2014; Keboa et al.,
2016) and other groups of migrants (Riggs et al., 2014).
As well as poor oral health outcomes, there is evidence
that people from refugee backgrounds access dental
care, particularly preventative dental care, at very low
rates (Hobbs, 2010; Riggs, Davis, et al., 2012; Riggs et
al., 2016; Willis & Bothun, 2011), and that their first
dental contact is typically for emergency care (Riggs

et al., 2014). One study from the United States found
that Sudanese refugee participants were not utilising
recommended preventative biannual check-ups and
that the majority of participants had not been to a dental
facility more than once post arrival (Willis & Bothun,
2011).

Factors associated with poor oral
health
There is a strong link between social disadvantage and
oral health, with many social issues that are known
to have a detrimental impact on oral health status
and access to dental care in the general population.
These factors include stress (Vasiliou et al., 2016), low
levels of income and education (Bernabé et al., 2011;
Sabbah et al., 2007), homelessness (Parker et al., 2011),
unemployment (Al-Sudani, Vehkalahti, & Suominen,
2016), and living with mental illness, disabilities, or
complex medical conditions (COAG Health Council,
2015). Although not all of these factors have been
specifically linked to poor oral health in people from
refugee backgrounds in the literature, it is known that
due to their displacement and resettlement experiences
refugees may arrive with chronic and complex health
conditions, experience high levels of stress, and are
more likely to be unemployed, homeless, or have low
incomes and educational levels compared to the general
population (State Government of Victoria Department
of Health, 2014c; Victorian Foundation for Survivors
of Torture Inc., 2012). Since 2012, when humanitarian
program entrants were provided access to a waiver to the
migration health requirements, the Australian Refugee
and Humanitarian Programme has settled increasing
numbers of people living with disabilities (Duell-Piening,
2016).
There are a number of social risk factors specific to
people from refugee backgrounds that have been found
to impact their oral health. These include a range of
pre-arrival risk factors, such as periods of deprivation
in urban centres or refugee camps with lack of access
to clean water, nutritious food, oral health hygiene tools
and access to oral healthcare services (Lamb et al., 2009;
Nguyen et al., 2013; Willis & Bothun, 2011). Furthermore,
people from refugee backgrounds may have experienced
torture and trauma, including trauma to the mouth or
teeth, and may experience dental effects of periods of
prolonged stress, such as bruxism and mucosal lesions
(Lamb et al. 2009).
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There are also a variety of social factors that impact
people from refugee backgrounds’ access to dental care
and their risk of poor oral health post-resettlement.
These include: competing settlement demands, fear and
lack of trust in dental practitioners, language barriers,
low service literacy and oral health literacy, and changes
in diet.

Competing settlement demands
During resettlement in a new country, people from
refugee backgrounds are often confronted with a variety
of competing demands, such as finding employment and
accommodation, that may be prioritised over seeking
dental care (Davidson et al., 2007; Hobbs, 2010; Lamb et
al., 2009).

Fear and lack of trust
Distress, fear and lack of trust can act as barriers to
accessing health care. Undergoing dental care can
be distressing for people from refugee backgrounds
and people seeking asylum, particularly if they have
experienced torture and trauma, including trauma to
the mouth (Victorian Foundation for Survivors of Torture
Inc., 2012). This distress and trauma can contribute to
increased fear in accessing dental care and difficulty
in maintaining regular oral hygiene practices (Lamb
et al., 2009). Furthermore, even those who have not
experienced torture or trauma to the mouth may avoid
dental care due to fear of extractions, fear of contracting
disease at dental services, or lack of trust in dental care
providers (Hobbs, 2010).

Language barriers
Language barriers significantly impact access to oral
health care for people from refugee backgrounds (Hobbs,
2010; Riggs et al., 2016; Willis & Bothun, 2011).  Limited
English proficiency creates barriers at every stage of
accessing dental care, including: knowing that a service
exists, making and attending an appointment, describing
the dental issue, understanding treatment options, and
booking new appointments (Hobbs, 2010; Riggs et al.,
2016). Research conducted with refugees from the Horn
of Africa in Melbourne suggested that reminder calls for
appointments made in the client’s language would be
useful (Hobbs, 2010).

Low oral health service literacy
Lack of familiarity and knowledge of how Australia’s
oral healthcare system works can create significant
barriers to people from refugee backgrounds accessing
oral health care (Hobbs, 2010; Willis & Bothun, 2011).
Refugees and asylum seekers may be unaware of service
availability, eligibility criteria for public dental care,
and priority access and fee exemption policies. People
from refugee backgrounds have reported that they face
financial barriers to accessing dental care in Australia
(Hobbs, 2010; Riggs et al., 2016; Willis & Bothun, 2011).
As refugees and asylum seekers are entitled to fee
exemptions for public dental care in Victoria, these
barriers may stem from people’s lack of awareness of
these policies (Hobbs, 2010; Riggs et al., 2016; Tyrrell et
al., 2016; Willis & Bothun, 2011).
People from refugee backgrounds may have difficulties
negotiating service access, such as  knowing how to
make an appointment at a dental service in a busy
community health context (Hobbs, 2010; Riggs et
al., 2016), or that they can ask for an emergency
appointment if they are experiencing pain (Riggs et al.,
2014). Limited prior exposure to appointment systems
can make adhering to appointment times a challenge for
some newly arrived community members (Hobbs 2010;
Tyrrell et al., 2016).

Low oral health literacy
Although low oral health literacy is a significant risk
factor for poor oral health in the wider Australian
population, low oral health literacy may be a particular
concern for people from refugee backgrounds (Adams
et al., 2009; Hobbs, 2010; Keboa et al., 2016). For
many people from refugee backgrounds, accessing
preventative care may be an unfamiliar concept (Hobbs
2010; Keboa et al. 2016; Tyrrell et al. 2016), and this may
prevent their access to oral health care when not in pain
(Hobbs 2010). Furthermore, many people from refugee
backgrounds come from countries in which dental care
is very inaccessible or exclusively for the wealthy (Hobbs,
2010). As a result, many people believe that you should
only visit the dentist if you are in severe pain or your teeth
are decaying (Ghiabi et al., 2014; Hobbs, 2010; Keboa et
al., 2016; Lamb et al., 2009; Nicol et al., 2014; Riggs et
al., 2016). Furthermore, the concept that dental problems
may exist even when one is not in pain may not be well
understood (Hobbs, 2010).
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People may be unfamiliar with Western oral hygiene
practices such as tooth brushing before they arrive
to a Western resettlement country (Lamb et al., 2009;
Riggs et al., 2016). In their home countries, many people
practise traditional oral healthcare practices that may
differ from Western practices (Adams et al., 2013; Willis
& Bothun, 2011). Some examples of traditional oral
hygiene practices from various countries include using
an index finger to cleanse teeth with an ash mixture,
using a stick or branch known as a miswak as a kind of
toothbrush, and using reeds or grass between teeth like
dental floss (Adams et al., 2013; Geltman et al., 2014;
Nicol et al., 2014). The miswak has mixed effectiveness;
although it is effective in removal of plaque, it is not
effective in preventing dental caries (Adams et al., 2013;
Riggs, van Gemert et al., 2012). People from refugee
backgrounds may also have limited knowledge about
fluoride and its role in preventing dental caries (Riggs et
al., 2014).
Despite their varied effectiveness, traditional practices
used to improve oral hygiene may have strong cultural
and religious significance. For instance, the miswak
was advocated for by the prophet Mohammed and may
be used by people of Muslim faith as part of cleansing
before prayer (Adams et al., 2013; Geltman et al., 2014;
Riggs, van Gemert et al., 2012). Due to cultural and
religious associations, people may be reluctant to give
up these traditional practices in favour of Western oral
hygiene methods (Adams et al., 2013; Willis & Bothun,
2011). As these cultural ties are strong, the literature
suggests that it is important that they be ‘understood,
respected and incorporated within oral health care,
policies and practices’ (Riggs, van Gemert et al.,
2012). People from refugee backgrounds may require
detailed oral hygiene education and tailored, culturally
appropriate oral health promotion messages to address
any knowledge gaps, including between traditional and
Western oral health practices (Riggs, van Gemert et al.,
2012; Willis & Bothun, 2011).

Dietary changes
New arrivals experience dietary changes when migrating
to Australia, including increased accessibility of premade and packaged food, confectionery and sugary
drinks, and some people may be unaware of the impacts
of increased sugar consumption on oral health (Riggs
et al., 2014; Willis & Buck, 2007). As well as limited
nutrition awareness in an Australian context, people
from refugee backgrounds may face financial barriers
to eating well and purchasing healthy food in Australia
(Adams et al. 2013; Riggs et al. 2014; Tyrrell et al. 2016).
The oral health of people from refugee backgrounds may
deteriorate over time as they consume more sugary food
and drinks in their country of resettlement (Geltman et
al., 2013).
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Project Advisory Group
A Project Advisory Group was convened to provide highlevel strategic, content, process and technical advice
about the development and piloting of the tool. Project
Advisory Group meetings were chaired by Dental Health
Services Victoria (DHSV) and secretariat support was
provided by a project worker from the Victorian Refugee
Health Network. Membership included representatives
from the following agencies:
•
•
•
•
•
•
•
•
•
•

Dental Health Services Victoria (DHSV)
Foundation House
Monash Health
cohealth
Barwon Health
Dianella Community Health
Plenty Valley Community Health
North Richmond Community Health
Department of Health and Human Services
Murdoch Children’s Research Institute

The Project Advisory Group met at two key points in the
project. Members were also invited to participate in a
stakeholder interview with a project worker from the
Victorian Refugee Health Network.

Stakeholder interviews
Ten stakeholder interviews were conducted from
December 2016 to February 2017. The aims of the
stakeholder consultations were to:
1. Understand the service context, including staffing,
workflow, use of other assessment tools, use of recall
appointments, application of priority access policies,
and referral processes in different service settings
across the state;
2. Scope service providers’ views and requirements
about the purpose, format and administration of the
tool; and
3. Identify pilot sites for the tool.
Public dental services are provided in clinics operated by
health services and by community health services across
the state. Interview responses indicate that staffing
configurations and workflow differ in different service
settings. This was particularly evident in the area of oral
health promotion and education. Some services have
dental assistants with a Certificate IV qualification in oral
health promotion employed in oral health educator roles,
while others do not. As a result, the approach to providing
clients with oral health education appears to vary widely.

In many services, information is provided chair-side by
the clinician during or at the end of the appointment.
In others, clients who are identified as being at higher
risk of poor oral health outcomes are referred to an oral
health educator for a separate appointment to address
oral health literacy and behaviours. Another area of
difference was the collection of social health information.
Some services collect information on social health issues
at intake, on their referral forms, or on paper-based
forms in reception, while other services said they do not
routinely ask patients any questions about social health
risks.
Inconsistent use of risk assessment tools was reported.
Most services indicated that they do not use existing
caries risk assessment tools, although one service had
adapted or borrowed some of the questions for use in its
own risk assessment form. Reasons cited for not utilising
existing tools are that they are not mandated, the tools
are too long and detailed, the tools are not sensitive
enough, and that with limited appointment times,
clinicians are too busy to use them.
The priority access policy for refugees and asylum
seekers is applied differently in different service settings
as there is no guidance on how long a refugee or asylum
seeker should be granted priority access. Some services
provide priority access for clients for the initial course
of care only, after which the client goes on the general
waitlist. Others provide priority access for the initial
appointment, and refer those clients who are assessed
as low risk after they have been seen by the service to the
general waitlist. At other services, clients from refugee
backgrounds have ongoing or indefinite priority access.
Most services do not use adult recall appointments.
Referral practices differ across services. Some services
say they do not routinely ask people if they need a
referral to other services provided by community health
services. Others ask on the intake form whether a client
would like information about another service at the
community health service, and only refer if the client has
ticked Yes. Some services ask all patients who indicate
on their medical history form that they have a chronic
illness whether they have a regular doctor, and if not,
link them in with a general practitioner at the community
health service. Some services reported that they meet
regularly with the refugee health team, the intake team
or the counselling team at their service to discuss
referral processes.
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When discussing what they saw as the purpose of the
tool, or what they might want such a tool for, service
providers said that they hoped the tool might assist
with demand management, and provide clarity and
consistency regarding priority access policies and the
question of how long someone is considered a refugee.
Many providers spoke about public dental services
being a finite resource and the need to ensure fairness
of service provision. While participants felt that priority
access policies are important to ensure refugee and
asylum seeker clients can access services early in their
settlement, some expressed the belief that once the
client has been seen by the service, ongoing service
provision and priority of access should be determined by
need.
It was felt that it was important to be able to identify
those at risk of not coming back to the service due to
social risk factors, and support those clients to access
the service for a follow-up appointment, until those risk
factors can be addressed or overcome. It was also felt
that the focus should only be on social risks that impact
on oral health status, a person’s ability to manage their
own oral health care, and ability to access ongoing
services. It was also felt that it is important to support
dental practitioners to make referrals and identify when
a client may need a referral.
In terms of administration of the tool, it was felt that the
tool should be administered by a clinical staff member,
such as a dentist or dental or oral health therapist.
Some felt that the tool could be administered by an
oral health educator, if the service has one. We were
advised to use higher and lower risk classifications
only, rather than high, medium and low, to avoid ‘fence
sitting’ and classifying everyone as medium risk. It was
felt that referral is the logical next step if social risks are
identified, that it is not the dental services’ job to manage
people’s social risks, and that many patients do not wish
to have social risks addressed at the dental service.
With regard to the tool’s format, service providers
unanimously agreed that the tool would need to be
embedded in Titanium for it to be useful – many services
are now paperless, with all client data managed through
Titanium, and it was advised that the tool would not be
used if it was not embedded into Titanium. Many people
spoke about dental practitioners being time poor and
experiencing high administrative burdens. Therefore, it
was recommended that the tool be brief – between 3–10
questions was the recommended length – and a checklist
format was preferred over open-ended questions, which

were regarded as too time consuming. We were advised
to provide prompts and indicators to assist dental staff to
ask and assess each of the questions, and to recommend
courses of action depending on the situation, including
referral, practice tips and promotion of oral health
education resources, including links to where they
are available. Participants discussed the importance
of ensuring that the tool is appropriately selective, so
that the outcome for everyone is not higher risk. It was
advised that calling the tool a social risk assessment
(as it was originally conceived in the Model of Care) may
make dental staff less likely to use it if they see social
health issues as outside their scope of practice.

Community advice
Community advice was sought during the scoping
phase from community liaison workers employed in the
Foundation House community capacity building team.
Community perspectives were sought to ensure that the
questions and practice tips included in the tool would be
acceptable to refugee-background communities. This
advice highlighted the challenges associated with low
service literacy for new arrivals, and the importance
of explaining the treatment process and giving client’s
options, in order to establish trust, provide a sense of
control and reduce discomfort or anxiety.

First Project Advisory Group
meeting
During the first Project Advisory Group meeting, the
group received a briefing on the findings from the
literature review and stakeholder interviews, and
reviewed and provided feedback on a draft version of the
tool. Participants broke into small groups to discuss and
develop recommendations about:
• the name of the tool
• its suitability for use in their service setting
• the indicators used to assess various questions
• referral pathways and processes
• the weighting of the questions and threshold for
higher risk classification.
Advice provided by the group at this meeting included:
• That, as the tool is designed to assess which clients
require a recall appointment versus those who may go
on the general waitlist, it should be called a recall tool,
and not a social and clinical risk assessment tool as it
was originally named in the Model of Care.
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• To include 4 visible cavities and 4 active areas of
white spot lesions as indicators of high clinical risk.
This is as opposed to 1 (as per the DHSV Caries Risk
Assessment Tool), as it was felt that this would be
overly inclusive and identify too many people as overall
higher risk.
• To include periodontal risk questions among the
indicators of high clinical risk.
• To include smoking among the indicators of high
clinical risk.
• Providing examples of chronic health conditions that
if not well managed might lead to poor oral health
outcomes.
• That services should identify a single referral point
within their community health service, which can
then work with the client to identify the type of
support they require, rather than requiring oral health
practitioners to be aware of the full range of health
and social services available in the community. In
some community health services the most appropriate
referral point might be the refugee health nurse; in
others the service intake team, or the counselling or
social work team.
• To set the threshold for an overall higher risk rating at
requiring a Yes response to three or more of the seven
risk factors, including a positive response for either at
high clinical risk of poor oral health outcomes, and/or
have low oral health literacy in order to be considered
at overall higher risk.

Second Project Advisory Group
meeting
During the second Project Advisory Group meeting,
the group received a briefing on the pilot process and
findings, had the opportunity to make final refinements
to the tool, discussed recommended recall periods
for clients identified as higher risk, and reviewed and
provided feedback on draft recommendations for the
project.
There was strong support for a six-month recall
period for clients identified as higher risk. It was felt
that implementing a six-month recall period for new
arrivals identified as higher risk would provide people
with a sufficient level of care and help to embed oral
health promotion messages and behaviours early,
whereas waiting 12 months may risk the cycle of disease
starting again. It was identified that recalling higher
risk patients to reassess identified risk factors after six

months presents the opportunity to practise Minimum
Intervention Dentistry, which focuses on prevention,
early identification and interception of disease (Walsh
& Brostek, 2013). The tool would be readministered at
the six-month recall appointment to assess whether
significant risk factors remain. Clients who remain at
higher risk would remain on a six-month recall, while
clients for whom risk factors had been reduced could be
referred to the general waitlist. This is consistent with
the literature that indicates that recall intervals should
‘be customised to fit a patient’s individual needs, based
on a risk assessment’ (Gussy et al., 2013).
This approach would create an incentive for services to
prioritise oral health education for higher risk clients.
While there was consensus support for a six-month
recall period, a concern was raised about the ability of
services to meet this demand.
DHSV was advised to consider training requirements to
support dental services to adopt the tool and embed it
in everyday practice. It was advised that training should
include information about the refugee experience and
working with clients from refugee backgrounds, which
could be delivered in partnership with Foundation House,
as well as information about the Model of Care and the
tool.
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Refugee and Asylum Seeker Oral
Health Recall Tool
The development of the tool was informed by what
was learned during the review of the literature and the
advice of the Project Advisory Group, community liaison
workers and pilot participants. See the Appendix:
Refugee and Asylum Seeker Oral Health Recall Tool.
Based on the advice received, the tool features only
seven questions, with associated indicators to assist
the oral health practitioner administering the tool to
assess the client across each of the seven questions.
The tool also includes practice tips and referral advice
to support the practitioner to respond where high
risks are identified. Respondents are asked to tick the
box to indicate a Yes response. A client requires a Yes
response to three or more of the seven risk factors to
be assessed as overall higher risk. This must include a
Yes to Question 1 (high clinical risk) and/or Question 2
(low oral health literacy).
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Piloting of the tool
Purpose
The purpose of the pilot was to test user acceptability
of the tool and its congruence with workflow in public
dental settings.

Pilot sites
During the stakeholder interviews, public dental
agencies were invited to self-nominate to pilot the tool
in their service. Two agencies volunteered to participate
in the pilot. Cohealth, a community health organisation
that provides services across Melbourne’s CBD,
northern and western suburbs volunteered to pilot the
tool at its Kensington dental clinic. Barwon Health, a
comprehensive regional health service operating in the
greater Geelong area and throughout south west Victoria,
volunteered to pilot the tool at its Corio dental clinic.

Pilot overview
The implementation of the pilot was informed by the
Plan, Do, Study, Act (PDSA) approach, a method for
planning and testing changes through small cycles,
setting aside time to study the results, and refining the
implementation based on what was learned (Institute
for Healthcare Improvement, 2017). The PDSA approach
was recommended by one of the Project Advisory Group
members as a useful framework for introducing new
initiatives in health service settings (Yelland et al., 2015).
Training sessions were conducted at each of the pilot
sites (Plan). The training provided an opportunity for staff
participating in the pilot to learn about the background
and purpose of the tool, familiarise themselves with
the tool, including breaking into pairs or small groups
to practise administering the tool, critically reflect on
how the tool may be improved, and develop a plan for
collecting the pilot data. Some revisions were made to
the tool based on the advice provided by pilot participants
during the training.
Following the training, the tool was piloted for an initial
three-week period (Do). It was agreed that the tool
would be administered by dentists, dental or oral health
therapists, and dental prosthetists at all general or
denture appointments with an adult refugee client during
the piloting period.

A mid-pilot reflective teleconference was held with staff
from both pilot sites (Study). During this teleconference,
staff participating in the pilot provided feedback about
their experience administering the tool, and their
client’s experience of being asked the questions. Some
minor amendments were made to the tool based on the
feedback provided.
Following the teleconference, the tool was piloted in
each of the services for a further two-week period (Act).
At the conclusion of the pilot, staff from both services
participated in a post-pilot teleconference debrief.
Staff administering the tool were asked to provide
responses to some process evaluation questions that
were added to the tool for the purpose of the pilot
only. The questions included whether the client was
comfortable with the questions, whether the indicators
were helpful in assisting them to assess the client for
each question, whether the clinician came up with any
other ways of asking or assessing the question, whether
they used the practice tips, and whether they felt the
overall rating was appropriate for the client or not.
After the mid-pilot teleconference, some demographic
questions were added to the back of the tool, including
client’s country of birth, preferred language, age and
length of time in Australia.
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Findings and discussion
Over the five-week pilot period, the tool was administered
with 70 adult clients from refugee backgrounds (37 at
Barwon Health and 33 at cohealth). The breakdown of the
professional background of the clinicians administering
the tool was:
• Dentist: n = 40
• Dental/oral health therapist: n = 24
• Dental prosthetist: n = 5
• Other (not specified): n = 1
Table 1 shows the number and percentage of clients
that were assessed as high risk for each of the seven
questions in the tool and for the overall higher risk
rating. Of the 70 clients with whom the tool was
administered, 37% (n = 26) were identified as overall
higher risk – that is the client was assessed as being at
high clinical risk of poor oral health outcomes and/or as
having low oral health literacy, plus one or two other risk
factors.

Table 1: High risk ratings
Risk factor

Threshold for overall higher risk
rating
For the purpose of the pilot, the threshold for an overall
higher risk rating was set at three (inclusive of high
clinical risk and/or low oral health literacy). This meant
that just over a third (37%) of the refugee-background
clients participating in the pilot were identified as higher
risk. Analysis of the data indicates that if the threshold
had been set at two Yes answers, over half (56%) of
clients with whom the tool was administered would have
been classified as higher risk, and if the threshold had
been set at four Yes answers, then only 6% of clients
would have been identified as higher risk. In discussing
these findings, the Project Advisory Group members
agreed that the threshold had been set at the right level,
and recommended the threshold remain at three Yes
answers throughout further testing and trialling of the
tool.
It is interesting to note that 24 of 27 people who had low
service literacy also had one of the two essential high
risk criteria (poor oral health literacy or high clinical
risk).

Number

%

High clinical risk

52

74%

Low oral health literacy

40

57%

Low service literacy

27

39%

Chronic health

2

3%

Disability

2

3%

Risk factors

Number of people

%

0

9

13%

1+

61

87%

2+

39

56%

3+

26

37%

4+

4

6%

Homeless

6

9%

Highly distressed

1

1%

Overall high risk

26

37%

Table 2: Number of risk factors identified in
refugee-background clients during pilot period
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User acceptability and
congruence with workflow
“I found the tool really easy to use, it wasn’t too long, it
was easy to understand, I wouldn’t change anything.”
(clinician participating in the pilot)
The feedback provided during the PDSA cycle indicates
that the clinicians participating in the pilot found the
Refugee and Asylum Seeker Oral Health Recall Tool
acceptable and useful. Clinicians appreciated the brevity
of the tool, given the time pressures they are under. This
ensured the tool was feasible to implement in a busy
public dental setting.
“I like how short it is – just seven questions.”
(clinician participating in the pilot)
Clinicians reported that the tool fits well into their
workflow and that the questions were easily and
naturally incorporated into the clinical consult.
“I found the tool very easy to use in a clinical situation.
The questions were easy to ask, it just flowed … it was
easily incorporated into general client conversation.”
(clinician participating in the pilot)
Clinicians administering the tool were asked whether
they felt the overall rating was appropriate, based on
their clinical impressions of the client. All participants
felt that the results were appropriate and the tool was
acceptable in determining overall higher risk ratings. All
agreed that the indicators and questions were helpful
in assisting them to assess the client for each of the
questions.
“The information in the boxes was very helpful.”
(clinician participating in the pilot)
Clinicians also advised that the tool was useful for
identifying opportunities for oral health education and
provided a useful framework for tailoring oral health
promotion messages to the needs of the client.
“A few of the indicators uncovered some interesting
client perspectives, for example the questions about
fluoridation. It was a good conversation starter … The
questions were helpful with sparking conversations
from an oral health education perspective.”
(clinician participating in the pilot)

The client experience
Clinicians were asked to comment on the client
experience of the tool. Everyone indicated that clients
they administered the tool with were comfortable with
the questions. Furthermore, clinicians reported that
clients appreciated being asked about a broader range of
issues affecting their health and wellbeing.
“The clients were happy with it, because it starts a
conversation about things outside of dental, I think it
makes them feel important.”
(clinician participating in the pilot)
A low number (n = 12) of tools were administered
using the updated version where demographic client
information was collected, so meaningful conclusions
cannot be made from the data collected. However, within
the small sample it was noted that all of the clients
who had been in Australia for less than six months
were assessed as having low oral health literacy and
low service literacy. This indicates that collection of
demographic data may assist with better understanding
of differences across cohorts.
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Recommendations
Based on the advice provided by the Project Advisory
Group and the findings from the pilot, the Victorian
Refugee Health Network recommends:

RECOMMENDATION 1
DHSV facilitate a trial of the Refugee and Asylum
Seeker Oral Health Recall Tool across a larger number
of services across the state to assess the validity and
inter-rater reliability of the tool. This should include
demographic data to understand differences across
cohorts.

RECOMMENDATION 2
Dental services participating in the trial consider
implementing a six-month recall period for clients
identified as higher risk, subject to a DHSV review of the
evidence for a six-month recall.

RECOMMENDATION 3
DHSV consider the evidence from the Monash Health
Social Risk Assessment research project in the
development of a final version of the Refugee and Asylum
Seeker Oral Health Recall Tool.

RECOMMENDATION 4
DHSV support agencies to adopt and implement the
Refugee and Asylum Seeker Oral Health Recall Tool
by facilitating professional development about refugee
and asylum seeker experiences (in partnership with
Foundation House), the Model of Care, and the tool.

RECOMMENDATION 5
DHSV embed the Refugee and Asylum Seeker Oral
Health Recall Tool in Titanium to facilitate its uptake and
usability.

RECOMMENDATION 6
Dental services implementing the Refugee and Asylum
Seeker Oral Health Recall Tool develop and utilise
referral pathways within their community health service
to support clients for whom higher risks are identified.

RECOMMENDATION 7
DHSV utilise the findings from a broader trial of the
Refugee and Asylum Seeker Oral Health Recall Tool to
inform further development of the Model of Care for
Refugee and Asylum Seeker Oral Health.
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Appendix: Refugee and Asylum Seeker Oral Health Recall Tool
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Talking about health and experiences of using health services with people from refugee backgrounds

