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ABSTRACT 

Background: The Clinical Oral Disorder in Elders (CODE) index was proposed in 1999 to assess the 

oral health status and treatment needs of older people who typically were edentate or had few 

natural teeth. Since then, more people are retaining natural teeth into old age and have oral 

disorders similar to younger adults. In addition, there has been further guidance on screening for 

disease that includes changes to the clinical indicators of several oral disorders and greater 

sensitivity to people’s concerns about their oral health and care needs. Methods: Experts in dental 

geriatrics assembled at a workshop in 2019 to revise the objectives and content of the CODE index. 

Before the workshop, 139 registrants were asked for comments on the CODE index, and 11 

content experts summarized current evidence, and assembled reference lists of relevant 

information on each indicator. The reference lists provided the base for a narrative review of 

relevant evidence supplemented by reference tracking and direct searches of selected literature 

for additional evidence. Results: Analysis of the evidence by consensus of the experts produced 

the Clinical Oral Disorders in Adults Screening Protocol (CODA-SP). Conclusions: The CODA-SP 

encompasses multiple domains of physical and subjective indicators with weighted severity 

scores. Field-tests are required now to validate its effectiveness and utility in oral healthcare 

services, outcomes, and infrastructure. 

Key words:  

Oral health; Screening for disease; Physical indicators; Patient-reported Outcomes; Narrative 

review. 
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BACKGROUND 

Clinical Screening 

Screening for disorders or diseases can occur at a population level, among people with a 

particular disease, or opportunistically in clinical practice, with the aim of identifying “a disease 

or pre-disease in people who are presumed and who presume themselves to be healthy”.1 

Wilson and Jungner2 proposed that screening or early detection of disease should simply and 

rapidly distinguish people who probably have clinical signs or symptoms from those unlikely to 

have a disorder. Physical indicators and patients’ concerns, although not diagnostic, serve as 

prognostic markers of suspicious findings for further investigation.3,4 Screening can address 

three major spheres: the disease/condition; the test/intervention; and the program/system.5  

The first two focus on test conditions and performance (simplicity; validity etc.), as in the index 

of Clinical Oral Disorders in Elders (CODE),6 while the third relates to the infrastructure of 

screening programs.7 

 

Comprehensive screening protocols have been overshadowed by specific diagnostic tests for use 

in clinical trials.8 The Japanese Society of Gerodontology advocates multiple diagnostic tests for 

oral hypofunction but many tests depend on electronic devices unsuitable for a comprehensive 

screening protocol.9 The Minimal Data Set (MDS), by contrast, is a comprehensive but versatile 

health assessment that evolved into a multi-dimensional “international Resident Assessment 

Instrument” (interRAI) for assessing physical and psychosocial dimensions of health among 

residents in care facilities.10-12 Unfortunately, the validity, relevance and use of this instrument in 

the context of the Resident Assessment Instrument—Minimum Data Set 2.0 (RAI-MDS 2.0) is 

dubious13-16 and probably explains in part the conflicting priorities confronting many care-

providers to people who are frail.17 Other comprehensive screening protocols are available 
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specifically for dental clinicians (Table S1)6,18-26 or some specifically for nurses and other non-

dental personnel,27 but none address the broad range of criteria relevant to oral disorders9,28 or 

gives much attention to patient-reported outcomes or concerns.29 

 

The CODE index originated from epidemiological investigations as a screening protocol and 

ranked index for jaw movements, dentures, oral mucosa, teeth and periodontium among frail 

residents of care facilities.6,30 The objectives were to provide dental professionals with a 

comprehensive set of criteria and clinical severity scores for each disorder. The CODE protocol is 

used as a laptop computer-based screening and recording guide to generate an 

Accessdatabase (Microsoft Corp. Redmond: Washington, USA) to monitor clinical and financial 

information by the administration of a university-based geriatric dentistry program.31-33 

 

The World Dental Federation (FDI) defines oral health as “multi-faceted and includes the ability 

to speak, smile, smell, taste, touch, chew, swallow and convey a range of emotions through 

facial expressions with confidence and without pain, discomfort and disease of the craniofacial 

complex”, and asserts that oral health “is influenced by the individual’s changing experiences, 

perceptions, expectations and ability to adapt to circumstances”.34 This broad perspective is 

compatible with other models or frameworks of oral health, and endorsed by the World Health 

Organization,35 and offers a conceptual foundation for a screening protocol which is sensitive to 

oral health and risk of disease in adults.36-40 The burden of comorbidity and multimorbidity in 

older populations has prompted interest in extending the scope of dental screening beyond the 

CODE index to include chewing dysfunction, dysphagia, dry mouth, dental erosion, and 

complaints of pain.39,41-43 Consequently, experts in dental geriatrics and specific oral disorders 

assembled in June 2019 as part of the International Association of Dental Research general 
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session to review by consensus the scope of a screening protocol and index appropriate to 

adults in all age groups. This article describes and explains the screening protocol that evolved 

from the workshop. 

METHODS  

The new protocol emerged in four stages.  In Stage 1, opinions on the CODE index were 

submitted electronically by 111 clinicians and researchers in 21 countries in response to a public 

announcement about the workshop. We forwarded the opinions to the 11 content experts who 

were summarizing evidence on dry mouth, periodontal disorders, dental caries, mucosal 

disorders, dental erosion, chewing dysfunction, dysphagia, maxillofacial pain, and quality of life 

(Box 1). In Stage 2, the experts presented the evidence at the one-day workshop with 126 

participants. Four participants recorded written notes from open discussions on each expert’s 

topic. In Stage 3, one investigator (MacEntee) reviewed the summaries along with the 182 

articles of evidence identified by the experts, and found an additional 79 relevant articles by 

searching the references in each article, corresponding directly with the experts, and reference 

tracking with Google Scholar until the evidence on the screening protocol and criteria seemed 

saturated.44-46 The list of 261 articles are available on request from the corresponding author. 

Finally, in Stage 4, the experts refined the narrative review of evidence and the protocol through 

four drafts to reach consensus on the new protocol and weighted severity scores. 

RESULTS 

Screening tests, like diagnostic tests and treatment planning indicators, are based on interactive 

reasoning processes by which examiners recognize and interpret physical and subjective clinical 

patterns.47,48 The following descriptions along with Table 1 contain the evidence for the physical 

indicators, patient-reported outcomes, and their severity scores. 

General Assessment and Medical Status 



 

Page 7 of 34 

A review of medical records and discussion with the patient and caregivers provide an overview 

of physical and cognitive status and subjective patient-reported outcomes relating to general and 

oral health.26,29,49-53 The physical assessment includes the hands for osteoarthritis which 

complicates oral hygiene, particularly in older women.54,55 

Extra-oral Abnormalities 

The physical examination begins by appraising appearance and deportment for asymmetry, 

swelling, ulcers, skin lesions and other signs of extraoral abnormalities of the face, neck, nose, 

cheeks, chin, commissures, vermillion border and jaws.26 

Sensory-Motor Jaw Dysfunction  

Pain or Discomfort 

Pain and discomfort are interactive biopsychosocial phenomena reported subjectively, and 

responses from people in pain can be distorted and difficult to interpret.56,57 Acute facial pain is 

usually tooth-related while chronic facial pain, most commonly of the jaw joints, can be 

unilateral or bilateral, continuous or episodic, and assessed initially by the patient’s history of 

the pain.58  In addition, self-reports - either verbal or non-verbal gestures, such as facial 

expressions, body movements, vocalizations and changes in routine behaviors - are primary 

sources of information obtained either directly from a patient or a care-giver about the 

presence and intensity of acute or chronic pain.16,56,59-61 We modified an ultra-brief scale for 

assessing chronic pain by dichotomizing the severity and impact of the pain.62 

Temporomandibular Dysfunction  

We address jaw dysfunction, including jaw pain, in three sections. Firstly, we examine extra-

orally and intra-orally the temporomandibular joint movements and comfort. Secondly, we 

judge the stability and function of the dentition by inspecting occlusal contacts, and finally we 

judge the person’s ability to chew and swallow food. Reports over many decades suggest that 
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complaints about temporomandibular disorder (TMD) are unusual, especially in older people, 

but potentially distressing in all age groups.63-65 Similar to the Diagnostic Criteria for 

Temporomandibular Disorders, the screening protocol includes physical appraisal of joint pain 

and restricted movements supplemented by the patient-reports or concerns.66 

Occlusal Stability 

Adequate dental stability and chewing is possible with a shortened dental arch (SDA) of 20 

occluding natural teeth or fixed dental prostheses.67,68 This includes intact sextants of anterior 

teeth in both jaws plus at least four occluding units bilaterally where a pair of occluding 

premolars constitute one unit, and a pair of occluding molars constitute two units.69 

Chewing 

Masticatory efficiency is measured usually by the number of chewing strokes to produce a 

specific particle size of a standardized substance, such as carrots, nuts, gum jelly, or silicone,70  

or preferably with a measurable mix of multicolored wax or chewing gum when the risk of 

aspiration is elevated.71 Investigations continue to determine the optimal properties of 

standardized substances, especially chewing gum, and to measure the mix of colours 

electronically.72-74 Unfortunately, current measurement techniques for chewing do not meet the 

simplicity or time limits of a screening protocol without electronic devices, which, like 

radiographic machines, are typically unavailable for screening examinations. Consequently, we 

question participants about difficulties chewing food for swallowing or without choking.70 

Tooth Wear/Erosion  

The Basic Erosive Wear Examination (BEWE) index reflects chemical, physical or abrasive 

damage on the surfaces of teeth with ordinal categories: (0): no wear; (1) initial loss of 

mamelons and surface detail; (2): wear of <50%; and (3): wear of ≥50% of a tooth’s surface. The 

highest score from a tooth surface in each sextant provides an overall score to guide the 
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management of tooth wear.75  Bruxism, salivary hypofunction, dietary acids, and regurgitation 

can all add to the wear or erosion of teeth and prostheses.76-78 

Dentures 

Retention, stability and occlusal contacts dominate the physical assessment of complete 

dentures, although there are also criteria for material structure, supporting tissues and 

appearance (Table S2). It is challenging to assess the physical quality of dentures based on 

nominal, ordinal, or dichotomous scales that depend heavily on the clinical experience and 

inferences of the examiner,79-84 and on the expectations of the denture-wearer.85 

Oral Hygiene 

Poor oral hygiene could increase the risk of pneumonia, gingivitis, mucositis, periodontitis, 

dental caries, and aspiration pneumonia.86-88 The Simplified Oral Hygiene Index (OHI-S)89 and 

Plaque Index90 for natural teeth, and the Denture Plaque Index (DPI)91 and Denture Cleanliness 

Index (DCI)92 for dentures, measure the distribution of microbial plaque but with little evidence 

on how much plaque increases risk.87 We selected Level 3 (soft plaque covers more than two-

thirds of tooth surfaces) from the OHI-S, and Levels 3 and 4 (denture has visible plaque and/or 

debris on more than half of the denture-surfaces) from the DPI/DCI to designate greater risk. 

We interpret soft plaque on all root surfaces as Level 3 plaque score. 

Mucosal Lesions 

There are descriptions of the more common mucosal disorders along with an efficient and 

comprehensive screening method covering nine areas of the mouth.26,93 Screening for 

potentially malignant disorders is hampered by uncertain patient-reported histories and 

unreliable precancerous indicators, such as autofluorescence, tissue reflectance or vital 

staining.29,94 Experienced examiners for mucosal lesions can be highly (>0.80) specific but less 
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(0.50-0.99) sensitive for detecting lesions.95  Heavy use of tobacco and alcohol,96 and a history of 

human papillomavirus,97 increase the risk of epithelial dysplasia. Unfortunately, self-examination 

for early signs is not a reliable method of detecting oral cancer.98  

Dry Mouth 

The term “dry mouth” encompasses both the subjective symptoms (xerostomia) and low 

salivary flow or salivary gland hypofunction (SGH); the two states coincide in about one-sixth of 

those with either condition.99 The typical flow rate for unstimulated whole-mouth saliva is 0.35 

ml/min, with SGH considered at <0.2 mL/min,100 with a score of ≥5 on the Clinical Oral Dryness 

Score (CODS) represents SGH.101,102 The subjective effects of a dry mouth can be very 

disturbing,103,104 and reflected by a response of “frequently or always” to the question “How 

often does your mouth feel dry?”, which corresponds to high scores on the 5-option Xerostomia 

Inventory.105,106 Chronic dry mouth may arise from Sjögren’s syndrome107 or the side-effects of 

radiotherapy for head/neck cancer, but the combined prevalence of those conditions in the 

population is no more than 1-2%, and medication-induced dry mouth is by far the most common 

form. A wide range of medications is implicated, particularly antidepressants and those with 

anticholinergic effects.107,108,109 

Swallowing  

There are many screening tests for oropharyngeal dysphagia but none is highly predictive for 

aspiration risk.110 Videofluorography and videoendoscopy is the optimal method of identifying 

dysphagia whereas screening tests, such as the Repetitive Saliva Swallowing Test (RSST), is 

helpful for excluding - with >90% specificity - an elevated risk of aspiration.111 The RSST 

measures risk by palpating or observing the larynx for the number of swallows over 30 seconds 

after asking a patient to swallow saliva as many times as possible, and where fewer than three 

swallows warrants further investigation for swallowing problems. A single question to identify 
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swallowing complaints or concerns from the patient also indicates the need for more definitive 

investigations.112 

Tooth-structure and Partial Dental Prostheses 

People can be functionally compromised esthetically, socially and biologically without anterior 

teeth.43 However, people generally cope adequately with a shortened dental arch when 

posterior teeth are missing.67-69 There are criteria for assessing the structure, hygiene, comfort 

and appearance of dental restorations113 and partial dental prostheses.114-117 However, the 

physical characteristics of a prosthesis, even if inadequate, rarely influence patient satisfaction 

directly.118-120 Consequently, the protocol seeks information about a patient’s wishes for  

modifying or replacing a dental restoration or prosthesis.37,43,121 

Dental Caries 

Caries is a nutritional acidification or dysbiosis of the dental biofilm that demineralises teeth and 

can expose the dental pulp.122,123 The International Caries Detection and Assessment System 

(ICDAS)124 distinguishes early enamel demineralization from cavitated lesions, but, like the 

American Dental Association Caries Classification System (ADA CCS)125 and the Caries 

Assessment Spectrum and Treatment (CAST),126 it is too complicated without simplification for a 

screening protocol. Similarly, the Nyvad Caries Classification uses rough lusterless surfaces with 

a soft, leathery feel on clean, dry teeth to indicate demineralizing lesions but the dysbiotic 

activity of noncavitated lesions is difficult to judge.127 The Pulp, Ulcer, Fistula, and Abscess 

(PUFA) system is only for deep lesions.128 For the CODA-SP, we selected the CAST index with 

simplified indicators126 supplemented by information on sugar consumption.129-132 

Gingival and Periodontal Diseases 

Gingival bleeding on probing at ≥10% of dental sites is a practical indicator of gingivitis.133 The 
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protocol identifies people with severe periodontitis and risk factors likely to influence or grade 

management of the disease. Interdental periodontal pocket depth (PD) and clinical attachment 

level (CAL) of attached gingiva from the cement-enamel junction to the tactile point of resistance 

in a pocket are essential measurements of periodontal status.134,135 The Classification of 

Periodontal and Peri-Implant Diseases and Conditions considers Stage I as CAL of 1-2 mm and 

maximum PD ≤4 mm, Stage II as CAL 3-4 mm and maximum PD ≤5 mm, Stage III as CAL ≥5 mm 

and PD ≥6 mm, and Stage IV as more severe clinical complications, such as pocket suppuration, 

hypermobile teeth, occlusal stress, or complicating systemic diseases.136,137  The screening of all 

interdental sites identifies the stage of the tooth with the worst periodontal condition anywhere 

the mouth, and we selected Stage III as the severity threshold for further attention.138 The 

assumption is that radiographs are not available for evaluating bone loss or furcation involvement 

in a screening examination. 

Weighted Severity Scores 

The experts slightly modified the scores reported previously from a survey of 33 dentists and 11 

dental hygienists with the CODE index,6 and by consensus we broadened the scope of the 

protocol to include all adults, and assigned new severity scores to the patient-reported 

outcomes or concerns (Table 1).   

DISCUSSION 

This CODA-SP evolved from the opinions of 124 clinicians and researchers from 21 countries and 

11 content experts. It covers 17 physical domains of health and related patient-reported 

outcomes or concerns based on clinical criteria identified by content experts, a narrative review 

of relevant literature, and a consensus of clinical experts. It is more comprehensive than other 

multidimensional screening protocols of similar focus (Supplements 1a & 1b), and reflects 

current evidence on potentially burdensome but therapeutically manageable disorders in all 
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adult age groups.2,5 The examination protocol is sequenced efficiently with, for example, 

occlusal stability (item 5) appraised before chewing and tooth wear (items 6 & 7), and 

prostheses/tooth structure (item 13) followed by caries (item 14) appraised before bleeding 

from gingival probing (items 15 & 16) obscures the dental surfaces.  

 

The time required for the protocol depends on unpredictable circumstances. The average time-

estimate during examiner training sessions for the Index of Oral Health Status was five 

minutes.21  After one hour of training, the CODE index took four minutes with complete denture 

wearers and nine minutes with patients who had ≥14 natural teeth.6 Burke et al.25 found that 

most dentists were accustomed to the Oral Health Score within two weeks. They reported also 

that dental nurses in the United Kingdom could apply the OHS without difficulty but they 

offered no direct evidence for the validity of their evaluations.   

Limitations 

The review of evidence for physical indicators and patient-reported outcomes was based on an 

optimal rather than a comprehensive search of the literature and other sources. The scope and 

heterogeneity of a comprehensive search would almost certainly have produced an 

unmanageable yield of irrelevant information.44,139 Nonetheless, the experts by consensus 

decided that the evidence was saturated and sufficiently strong to support the protocol.  

 

Validation of biomarkers is a complicated and uncertain process that can be enhanced by 

limiting the number of markers and clarifying operational definitions.30,134,140 The sensitivity  and 

specificity of the CODA-SP rests on specific claims of “very good” to “excellent” by developers of 

each indicator and outcome, albeit on evidence from examiners’ calibrating exercises.6 

Consequently, the validity of the protocol as a whole needs further investigation with 
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appropriate allowance for the negative bias and simplifications of patient-reported 

outcomes.50,141,142 Then again, although scores based on patients’ concern warrant cautious 

interpretation, a global rating of oral health does provide reasonable indication of need for 

further investigation.53 

Implications  

The disorders covered by the CODA-SP can be damaging physically and psychologically in any 

age group, and especially for older people who are frail. Screening should be offered without 

unnecessary social pressures and anxiety from delayed follow-up, resource costs and stigma. 

Tests should apply only to disorders with therapeutic potential, otherwise they are pointlessly 

intrusive. But above all, we emphasise that the CODA-SP alone is not for diagnostic or treatment 

decisions beyond the need for further investigation, although the information should be useful 

when all the necessary diagnostic and treatment options are assembled.  

 

The weighted scores are essentially an examiner’s subjective opinion on the relative significance 

of an item or group of items to the particular aim and application of the CODA-SP. For example, 

a binary “healthy” or “unhealthy” outcome without a numerical score would indicate the status 

of a specific indicator or concern, or the general status of a patient’s oral health. 2 Alternatively, 

a total numerical score from part or all of the protocol provides data for comparing or 

monitoring the status of population groups, or for evaluating specific treatment or healthcare 

programs.5 Either way, outcomes and scores should represent a reasonable balance of the 

examiner’s observations and the patient’s concerns interpreted with mature clinical 

judgement.47,48 It is unlikely, therefore, that this protocol could be applied and interpreted 

meaningfully by non-dental personnel. 

Further Needs 
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The CODA-SP needs standardized field-tests of measurement properties, such as construct 

validity and reliability, and of other response processes and consequences, such as cultural 

sensitivity, that influence the utility of a screening protocol.3,143-145 The National Institutes of 

Health Patient Reported Outcomes Measurement Information System (PROMIS) in particular 

could be useful for focusing patient-reported outcome and concerns.146  Practical experience 

with the protocol will reveal examiner reliability, time to apply, and predictive validity, whereas 

applications by a computer-based software, as with the CODE index, should enhance its utility 

and efficiency.31 Moreover, the perspectives of recipients and providers offered by the CODA-SP 

could contribute to the development and assessment of clinical and public health programs and 

health products.5,7 It could help also to explore the cognitive process of clinical reasoning across 

a broad range of healthcare settings.47 
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CONCLUSIONS 

The CODA-SP is a comprehensive screening protocol encompassing multiple domains of physical 

and subjective indicators with weighted severity scores. The protocol is based on a narrative 

review of the literature and a consensus of content experts. Further development is required in 

field-tests to validate its effectiveness and utility in oral healthcare services, outcomes and 

infrastructure.  
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TABLE 1.  

Table 1. The sequence of physical indicators, patient-reported outcomes or concerns, and associated severity scores of oral health disorders 
forming the Clinical Oral Disorders in Adults Screening Protocol (CODA-SP). 

Physical Indicators of Disorder Severity 
Score 

Patient-reported Outcomes or Concerns  Severity 
Score 

Total 
Score/per 
Indicator 

1. GENERAL ASSESSMENT AND MEDICAL STATUS26,40 
- Obvious extraoral abnormality likely to influence dental care. 

 
- Cognitive impairment, dependency on caregivers, polypharmacy, 

and/or poor manual dexterity.  
 

- Medical status (e.g. frailty; osteoarthritis) requires special care. 

2 
 

2 
 

2 

 
- Requests dental consult – not urgent. 

 
- Describes physical function as fair or 

poor;49,51,53 and/or oral health as 
constantly fair or poor.51 
 

- Requests urgent dental care.26 
 

 
1 
 
 
 

2 
 

3 

(Maximum: 
12) 
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2. EXTRAORAL ABNORMALITIES26 
- Asymmetry, swelling, ulcers skin lesions or other signs of extraoral 

abnormality of the face, neck, nose, cheeks, chin, commissures, 
vermillion border or jaws. 
 

- Urgent care needed for extraoral physical abnormality. 
 

 
 
 

2 
 

3 

 
- Concerned about condition around face or 

jaws. 

 
 

2 
 

(Maximum: 7) 

3. PAIN OR DISCOMFORT56 
- Verbal or non-verbal gestures or other indications of acute or chronic 

pain or severe discomfort evoked or worsened by movement or 
stimulus. 

 
 
 

3 

 
- Toothache or mouth-pain occurs ≥5 times 

in past week.  
 
- Pain interferes with enjoyment, eating 

and/or activities most of the time.49,57,62 
 

 
 

3 
 
 

3 

(Maximum: 9) 

4. TEMPOROMANDIBULAR DYSFUNCTION66 
- Pain when moving jaw or palpating the joints or temporalis/masseter 

muscles; or Joint locked open; OR 
- Restricted opening <35 mm between incisors, or <50 mm between 

residual ridges at mid-line; OR 
- Opening deviation >10 mm at mid-line with mouth open ≥20 mm. 

 

 
 

 
 
 

3 

 
- Jaw locked within last 30 days so mouth 

would not open all the way; OR Jaw 
movements disturb eating or cause pain, 
headache or noisy grating around TMJ, 
temple or ear.66 

 

 
 
 
 
 

3 
 

(Maximum: 6) 

5. OCCLUSAL STABILITY 68 

- <20 teeth; OR  
Bilaterally <4 occluding units of premolars or molars. 
(1 unit = pair of occluding premolars; 2 units = pair of occluding molars).69 

 

 
 

1 

 
- Wants missing teeth replaced. 

 
2 

(Maximum: 3) 

6. CHEWING 
 

  
- Prolonged chewing before swallowing. OR 
- Avoids foods when difficult to chew, or 

frequently chokes or  swallows unchewed 
food.70 

 

 
1 
 
 

3 
 

(Maximum: 3) 
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7. TOOTH WEAR/EROSION 
- Wear/erosion of ≥50% of a tooth’s surface.75 OR 
- Erosive lesion with exposed pulp.26 

 
1 
3 

 
- Bite or appearance of tooth wear 

frequently bothersome; or regurgitation, 
vomiting, acidic drinks; or ≥4 intakes of 
fruit between meals; or eating disorder.76--

78 
 

 
 
 
 
 

2 

(Maximum: 5) 

8. COMPLETE DENTURES79 
    a) Mandibular denture 

- Missing or not used when probably a denture could be managed;  
OR Structural defect (missing parts, fractures, obvious porosity).  

 

 
 
 

2 
 

 
 
- Requests mandibular denture modified or 

replaced.120 

 

2 

(Maximum: 4) 

    b) Maxillary denture 
- Missing or not used when probably a denture could be managed; OR 
- Unstable with light finger pressure to a premolar; OR  

retention lost when licking lips with the mouth open ≥15; OR  
- Structural defect (missing parts, fractures, porosity).  

 
 
 
 

2 
 

 
- Requests maxillary denture modified or 

replaced. 

 

3 

(Maximum: 5) 

9. ORAL HYGIENE89,91,92 
- Soft plaque covers >66% of natural tooth surfaces or >50% of denture 

surface. 
 

 
 

2 

 
- Needs help brushing teeth or denture. 

 
3 

(Maximum: 5) 

10. MUCOSAL LESIONS26,93-95 
- Angular cheilitis; OR 
- Extreme alveolar atrophy (<I mm of attached mucosa facially or 

lingually from crest of residual ridge along ≥ 2 cm of alveolus; OR 
- Ridge fibrosis with >2 mm mobility along ≥2 cm of residual ridge; OR 
- Denture induced hyperplasia/epulis; OR 
- Stomatitis (generalised or papillomatous > 1 sq. cm).  

 
- ≥1 of: glossitis; white patch; red or pigmented patch; ulcers; abnormal 

lump; sinus or fistula. 
 

 
 
 
 
 
 

1 
 

3 

 
- Smokes tobacco (20+ cigarettes) and >1 

alcoholic drink per day. 96 OR 
 

- Noticed unusual red or white patches, 
sores, ulcers, swellings or lumps on lips, 
gums, cheeks, tongue or roof of your 
mouth; 98 or history of human 
papillomavirus infection. 

 

 
 

1 
 
 
 
 
 

3 

(Maximum: 7) 

11. SALIVA101,102  
 
 
 
 

 
- Mouth frequently or always feels dry.99,105-

109 
 

 
 

3 

(Maximum: 6) 
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- ≥5 of the following (Clinical Oral Dryness Score): 
• Mirror adheres to buccal mucosa; 
• Mirror adheres to the tongue;  
• Frothy saliva;  
• No saliva pooling in floor of mouth;  
• Tongue shows loss of papillae; 
• Unusual shape of gingiva  
• Glassy appearance of other oral mucosa, especially palate; 
• Tongue lobulated/fissured; 
• Carious lesion or cervical restoration in >2 teeth within last 6 

months; 
• Debris on palate (excluding under a denture). 

 

 
 
 
 
 
 
 
 
 
 

3 

12. SWALLOWING/DYSPHAGIA111 
- Palpation of larynx detects fewer than three swallows per 30 seconds. 
 

 
3 

 
- Complains of swallowing and choking 

when eating.112 

 

3 

(Maximum: 6) 

13. TOOTH-STRUCTURE AND PARTIAL FIXED, REMOVABLE OR IMPLANT 
PROSTHESES113,114,117 
- Fractured tooth, dental restoration or dental prosthesis. OR 

 
- Combination of ≥3 of the above. 

 

 
 

1 
 

2 

 
 

- Uncomfortable with dental appearance, 
hygiene, structure or function of a tooth, 
dental restoration or 
prosthesis.43,113,115,116,121 

 

 
 
 

2 

(Maximum: 4) 

14. DENTAL CARIES131 
- 1-2 lesions clearly penetrating coronal or root surface. OR 
- ≥3 lesions clearly penetrating coronal or root surfaces. OR 
- ≥1 lesion clearly involving the pulp.  

 
1 
2 
3 
 

 
- Consumes 10+ teaspoons (>40-55 g) of 

sugar in food or drinks per day; OR three 
or more sugared snacks between 
meals/day.130 

 
 

2 

(Maximum: 5) 

15. GINGIVITIS133 
- Gingival bleeding on probing at ≥10% of dental sites. 
 

 
1 

 
- Needs help to clean teeth. 1 

(Maximum: 2) 

16. PERIODONTITIS136,137 
- CAL ≥5 mm and PD ≥6 mm without purulent discharge. OR 
- Hypermobile tooth. OR 
- PD ≥6 mm with purulent discharge.  
(PD: pocket depth; CAL: Clinical attachment loss from cementoenamel junction) 

 

 
1 
2 
3 

 
- Concerned about periodontal problem; OR 

Smoker OR Diabetic. OR Other poorly 
controlled systemic disesase.136 
 

 
 
 

2 

(Maximum: 5) 
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17. OTHER PROBLEM(S) 
- Needs urgent referral. 

  

 
 

3 

 
- Wants a referral. 

 
3 

(Maximum: 6) 

  

TOTAL SEVERITY SCORE: 
(Maximum: 

100) 
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