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The use of consent forms in a “call from class” model of dental
care for Australian Indigenous children

Abstract

Issues addressed: Dental caries is one of the most preva-
lent non-communicable diseases in children. Indigenous
children reported a disproportionately higher prevalence
of dental disease compared to their age-matched coun-
terparts. To improve access to dental care a community-
controlled service provides culturally appropriate dental
services on the site of an Indigenous primary and sec-
ondary school. The dental clinic utilises a “call from class”
model of care. Consent forms seeking permission to un-
dertake a dental examination without a parent/guardian
present during school hours are sent home. When the
forms are returned, the student is located in class and a
dental examination is undertaken.

Methods: A retrospective audit of dental records from
2019 and 2020 were undertaken. The number of consent
forms sent and returned were recorded.

Results: In 2019, 87% (n = 220) of the school popu-
lation were sent consent forms. Of the forms issued,
70% (n = 154) were returned. Almost all students re-
quired further treatment (90%, n = 137) and were sent
a treatment consent form. Of the total student popula-
tion, 67% (n = 171) were not seen or had outstanding
treatment from unreturned forms. Proportions of in-
complete treatment and unseen students were similar
in 2020 (64%, n = 173). In this model, barriers are less-
ened by providing a free dental service on the school
site.

Conclusions: Consent is an ethical and legal necessity
to undertake dental examination and treatment. Using
physical forms were effective for gaining consent for
most children. However, less than half of the school
population's dental treatment was completed. Future

studies should be conducted to explore the acceptability
of using consent forms by parents/guardians and differ-
ent models to gain consent for children from complex so-

cial circumstances.

1 | INTRODUCTION

Dental caries is one of the most prevalent non-communicable dis-
eases in children gIobaIIy.l Amongst Australian children, Aboriginal
and Torres Strait Islander (hereafter respectfully referred to as
Indigenous) children reported a disproportionately higher preva-
lence of dental disease compared to their age-matched counter-
parts.2® Indigenous children have approximately double caries
(dental decay) experience and more untreated carious lesions than
non-Indigenous children.>® This health inequity contributes to
lower quality of life and life expectancy amongst Indigenous
Australians.*

Aboriginal and Torres Strait Islander Community Controlled Health
Services (ASTICCHS) are an evidence-based model of care which
provides subsidised culturally appropriate and accessible health
services to the Indigenous community,5 The multi-disciplinary
service provides access to dental care for Indigenous children and
utilises a “call from class” model of care. In this model, parents or
guardians give written or verbal consent for their child to attend
dental services on the site of their school, without the need to be
physically present at the appointment. Anecdotal evidence sug-
gests this model provided increased flexibility for parents/guard-
ians and increases appointment attendance and the rate of school
aged children accessing dental services. Whilst this model of care
is utilised widely in the public dental sector in Australia,® there
is little evidence to suggest the utilisation of a “call from class”
model with consent forms provides an effective pathway to ac-
cessing dental care for vulnerable children. This study aimed to
investigate the use of consent forms used in a “call from class”
model and this tools ability to provide access to dental care for
Indigenous children.
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2 | METHODS

This study was conducted in an ASTICCHS dental service situated
on-site of a school for Indigenous children in Australia. The school
has prep to year 12 and all school students are eligible for free dental
services. Consent forms seeking permission to undertake a dental
examination without the parent or guardian during school hours
were sent home. When the forms were returned, the students were
located in class and a dental examination was undertaken. Another
consent form was sent if further dental treatment was required (such
as fillings or extractions). When the form was returned, the students
were collected from class to have dental treatment undertaken.

A retrospective audit of dental records at an Indigenous school den-
tal clinical was undertaken. Data collected for analysis spanned the
years 2019 and 2020. All school children were recorded if consent
forms were sent to their parent/guardian if the forms were returned
and if subsequent examination or treatment occurred. A descriptive
analysis of the consent audit data was undertaken using frequen-
cies and percentages in Microsoft Excel. Data were presented in a
Sankey diagram generated in SankeyMATIC.”

This study was reviewed by the University of Queensland Human
Research Ethics Office and was exempt from ethical review (2021/
HE00184).

3 | RESULTS

Figure 1 visualises the pathways of the model of care and rates of
consent form return in 2019. In 2019, 87% (n = 220) of the school
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population were sent consent forms. Of the forms issued, 70%
(n = 154) were returned. Almost all students required further treat-
ment (90%, n = 137) and were sent a treatment consent form. Three-
quarters (n = 102) of the treatment consent forms were returned.
Of the total student population, 67% (n = 171) were not seen or had
outstanding treatment from unreturned forms. Proportions of in-
complete treatment and unseen students were similar in 2020 (64%,
n = 173) (Figure 2).

4 | DISCUSSION

In this model, barriers to accessing dental services are lessened by
eliminating barriers of approachability, affordability and accept-
ability.8 More than half of the school population accessed a dental
examination, which was similar to rates of access for Indigenous chil-
dren in population studies.® Using physical forms were effective for
gaining consent for most children. Levesque et al (2013)® published
a framework explaining the dimensions of patient-centred access to
health care and the domains that may understand the facilitators of
this “call from class” model. The consent forms provide an avenue
for the service to reach parents and guardians of children to enable
access. Community controlled dental health services provide an es-
sential tailored and culturally appropriate service for the Indigenous
population.

It is evident from this study, there were other barriers to accessing
care as less than half of the school population's dental treatment
was completed. The “call from class” model of care encompasses
numerous dimensions of the patient-centred access to health care
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FIGURE 1 Treatment and consent pathways in 2019 in the call from class model of care (n=254)
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FIGURE 2 Treatment and consent pathways in 2020 in the call from class model of care (n=271)

model; however, the use of consent forms in vulnerable populations
may create barriers for those with complex social circumstances and
low literacy. Informed consent is an ethical and legal necessity to
undertake dental examination and treatment. Future studies are,
therefore, required to explore the acceptability of using consent
forms by parents/guardians and service innovations are needed for
vulnerable children to access dental services and ensure completion

of dental care.
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