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Inter- professional collaboration is defined as "when multiple health workers from different
professional backgrounds work together with patients, families, caregivers, and communities to
deliver the highest quality of care,with the triple aim of improving patient experience and
satisfaction, improving the health of the population, and reducing costs.1 However, IPC is where
health care is still not a reality right now and IPC is the exception, not the rule. It is the need of the
hour for each of the health professions to shift its focus toward collaboration, partnerships, and
sharing, rather than operate in silos. pediatric dentistry is one such domain of health sciences which
needs intricate and interdependent treatment planning and delivery as many specialties come under
this branch and unequivocally children in growing age needs monitoring by different specialists and
an orchestral confluence of treatment that cascades in a flawless and seamless way,as any wrong
doing in this age can spoil the masticatory as wellas complete general health including the
psychological aftermath,it is of great importance asin casepatients are "handed off" with each
transition, there is increasing risk for error to the patient with each handoff so with efficient transfer
of essential information; IPC can mitigate some of the risk associated with these transitions. However
there are several challenges that include traditional culture of healthcare training and practice to
work in silos, Professionals are not used to working collaboratively across disciplines; hence there is
little exposure to each other's role and perspective, this fosters miscommunication, mistrust, conflict,
and a lack of coordinated care. 2Also physicians historically have been autonomous and dominant of
other health professions, rather than collaborative. Lastly patients themselves have traditionally not
been a part of the decision making related to their care. With the greater challenge that is resistance
to change, as health professionals may be reluctant to adopt an IPC culture. Despite all these the
benefits of IPC stands tall so it is time to take a call. In this paper we showcase inter- professional
case-centered collaborative practice focusing onpediatric population.It is all about how we can
collaborate inter-professionally? What opportunities exist to collaborate inter -professionally? What
disciplines outside of ourspecialtycould you collaborate with? What cases in pediatric dentistry
comes under whom could you collaborate with? Examplesare provided to assist in showing the
conditions for collaborative teamwork to develop in an institutional and hospital setting, this series
will emphasize why inter - professional collaboration (IPC) is important, and it will provide concrete
examples of how to make IPC work in pediatric multiple settings.
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INTRODUCTION
Before inter - professional collaboration practices were adopted, professionals would simply look at a patient’s chart to review treatments and
patient history, Working independently could lead to missed symptoms or miscommunication about patient needs with increased collaboration,
medical professionals are interacting on a personal level, sharing ideas about patient treatment and working together to maintain continuity of
care. This Enable Comprehensive Patient Care as team members from different disciplines work jointly, it’s easier to form a more
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comprehensive view of patient care. Each professional as holding a piece to the puzzle, bringing all these pieces together enables a better
understanding of the patient’s needs. It Minimizes Readmission rates.With better care and the closure of communication gaps, patient outcomes
are better. Inter- professional collaboration combats ongoing patient care problems such as misdiagnosis. When a patient is misdiagnosed, he or
she will probably be back in the hospital soon, at a high cost both to the patient and the medical facility. By increasing collaboration, patients are
treated effectively the first time. Patients aren’t the only ones who benefit from inter-professional collaboration. Working independently puts
pressure on medical professionals, by working together, professional’s support each other, breaking down the silos of different disciplines,this
team mentality raises morale and encourages camaraderie ultimately; provide patients with the best care possible. Instead of having individuals
take turns caring for them, patients have a team on their side from the start, working together to provide care that has lasting results.IPC is
critical for the success of patient-centered care that is "providing care that is respectful of and responsive to individual patient preferences, needs,
and values and ensuring that patient values guide all clinical decisions."3 This replaces the traditional physician-centered system with one that
revolves around the patient. With IPC, team members focus on the needs of the patient rather than on the individual contributions of each
professional. Collaborative leadership in medical setup will improve safety and healthcare delivery, as well as reduce costs. Puts the patient at
the center of the healthcare team's focus and allows all health professionals, with the patient, to collaboratively provide input, be part of the
decision making, and improve outcomes. Adopting this team-based culture of mutual respect and understanding and it can improve safety and
healthcare delivery, until the rise of inter-professional collaboration, and even now in some medical environments, the doctor was viewed as the
“quarterback” of patient care. The doctor made most major decisions about how a patient was treated and cared for. With an increased emphasis
on inter-professional collaboration, other members of a patient’s medical team, such as nurses, radiologists, ENTs, social workers and
professionals from any number of other disciplines, are empowered to make recommendations about patient care. When all medical and
healthcare professionals are working together, a more communicative environment develops. Patient-centered care is "providing care that is
respectful of and responsive to individual patient preferences, needs, and values and ensuring that patient values guide all clinical
decisions." This replaces the traditional physician-centered system with one that revolves around the patient. With IPC, team members focus on
the needs of the patient rather than on the individual contributions of each professional. This is possible with a good leader’s quality that mentors
all the members of the team to unleash the various potential and creativity of the members of the team and encourage them with good
communication and focus on the following qualities.4
1.
2.
3.
4.
5.
6.

It Empowers Team Members
It Closes Communication Gaps.
It Enables Comprehensive Patient Care
It Minimizes Readmission Rates
It Promotes a Team Mentality
It Promotes Patient-Centered

Care Each health care profession must concentrate on collaboration, alliances, and sharing rather than on silos.The quality and safety of care,
and the need to curtail costs, require all professions to operate together in a respectful atmosphere. pediatric dentistry is one such branch that has
to essentially has to work with inter-professional collaboration,as most of the specialty come under the age defined specialtyhave high emphasize
on IPC asif the team's professionals do not communicate and collaborate, their performance in return will be poor between team members. In the
healthcare field, poor communication is often cited as a root cause of medical errors. 5Effective teamwork and good working relationships can
reduce errors and improve outcomes. In silos, patients are "handed off" with each transition in care, increasing the risk for error to the patient
with each handoff. With efficient transfer of essential information, IPC can mitigate some of the risk associated with these transitions to work
seamlessly & deliver flawless treatment. IPC optimizes patient outcomes by improving communication and teamwork. This paper gives concrete
examples of how to make IPC work across multiple settings in pediatric patients reporting with multiple dental conditions. The need for highly
specialized knowledge and skills can become a problem when it is not paralleled by the knowledge and skills on how to work effectively
together. The growing focus on prevention and on continuity in health care delivery requires that a good quality of inter-professional
collaboration is not only present in highly specialized hospital settings but also in primary and community‐based health care. We emphasize a
teamwork in aiding both primary and comprehensive, preventive and therapeutic oral health care for infants and children through adolescence
including those with special health care needs. To quote few examples:
Cleft Lip and Palate
A multidisciplinary approach: Theattitude of care in the clip and palate population must be viewed in terms of the final result of the total
treatment plan rather than by considering the effect of any single treatment. Successful long-term outcomes depend on individualized,
fullyintegrated, long-term treatment provided in an effective and coordinated manner by a multidisciplinary team of experts in the field,
from before birth through adolescence.
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3. Responsibilities of Members of the IP team

Figure 2. Logic model of care for individuals with cleft lip and palate (CLP) according to guidelines from WHO (2002), ACPA (2009; 2015)
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Chart 1. Main international guidelines and recommendations for care services for individuals with CLP
WHO (2002)
Part 1: Health care
Neonatal emotional support and professional counseling;
Neonatal nursing;
Surgery: team agreed protocol;
Orthodontics;
Speech therapy;
Otolaryngology;
Clinical genetics/Pediatrics;
Emotional support and professional counseling for patient and family;
Periodical dental care;
National register.
Part 2: Service organization
Multidisciplinary team of specialists;
Team members should have specific training and experience with cleft
care;
Team should agree upon the phases of treatment, including analysis,
register collection and general protocols;
There should be one person responsible for the improvement of quality and
communication within the team;
The coordination of patient’s care is important;
The number of patients referred to the team should be sufficient to sustain
the experience and specialized competences of all team members, and to
allow evaluation/team performance audit within a reasonable time period. It
has been recommended that surgeons, dentists and speech therapists should
treat at least 40-50 new cases per year.
Part 3: Funding
Resources should be available to cover the following care aspects:
Neonatal emotional support and professional counseling;
Neonatal nursing;
Surgery;
Orthodontics/Orthopedics;
Speech evaluation and therapy;
Otolaryngology treatment;
Clinical genetics/Pediatric medicine;
Emotional support for child and parents;
Travel expenses;
General dental care, including prostheses.

ACPA (2015)
1. Team composition
Presence of one coordinator; Minimum team with speech therapy, surgery and
orthodontic specialties; Access to professionals in the areas of psychology, social
work, audiology, general and pediatric dentistry, otolaryngology, pediatrics and
nursing;
The craniofacial team should include a surgeon trained in craniofacial surgery and
access to a psychologist for the evaluation of cognitive and neurological
development;
The team should facilitate access to a neurosurgeon, an ophthalmologist, a
radiologist and a geneticist.
2. Team management and responsibilities
Periodical meetings of team members; Mechanism of referral and communication
with other professionals; Subsequent evaluations of patients at periodical intervals,
based on team recommendations; Central registries shared by the team.
3. Communication with patient and family
The team should provide adequate information to family/caregiver on the
evaluation and treatment procedures; The team should stimulate the participation of
patient and family/caregiver in the treatment process; The team should support
families/caregivers in obtaining the necessary financial resources to meet the
demands of each patient.

4. Cultural competence
The team demonstrates sensibility for the individual differences that affect the
relationship between its dynamics and that of the patient and the family/caregiver;
The team treats patients and families/caregivers in a non-biased manner.
5. Social and psychological services
The team has a mechanism to evaluate and treat, initially and periodically, if
needed, the psychological and social needs of patients and families/caregivers, and
submit
them
to
posterior
treatment,
if
necessary;
The team has a mechanism to evaluate the cognitive development.
6. Evaluation of results

The team uses a process to evaluate its own performance, regarding the evaluation
of the patient, treatment, or satisfaction, and a program of improvements based on
the results of these evaluations; The team registers its treatment results, including
the performance and changes throughout time; The team should also have a quality
management system to evaluate the satisfaction of the patient/family.
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Hemophilia
For thisIPC, an expert multidisciplinary panel comprising pediatric dentist, parents, hematologists, pediatrician, anesthetist to
develop practical approaches to implement the principles of multidisciplinary management of dental problems in children with
hemophilia (cwh). Careful preoperative planning is paramount for successful dental procedures, including dental examinations,
rehabilitation, laboratory testing and the development of hemostasis and pain management plans. A coordinator may be appointed
from the multidisciplinary team to ensure that critical tasks are performed and milestones met to enable treatment to proceed. At
all stages, the patient and their parent/caregiver, where appropriate, should be consulted to ensure that their expectations and
functional goals are realistic and can be achieved. The planning phase should ensure that dental treatment proceeds without
incident, but the multidisciplinary team should be ready to handle unanticipated events. Similarly, the broader multidisciplinary
team must be made aware of events in treatment that may require postoperative plans to be changed. Post -operative rehabilitation
should begin soon after dental surgery, with attention paid to management of hemostasis and pain. Dental surgery in patients with
inhibitors requires even more careful preparation and should only be undertaken by amultidisciplinary team experienced in this
area, at a specialized hemophilia treatment center with a comprehensive care model.10
Key features:
• Expertise in coagulation disorders
• Development and provision of individualized treatment plans
• Preventive medicine
• Access to multiple health care disciplines
• Optimized care
Health Resources and Services Administration (HRSA) recognized that individuals with bleeding and clotting disorders has
difficulty obtaining quality care due to the rarity and complexity of their disease.This realization should lead to the development of
IP team to improve expertise, access to care, and outcomes

Figure 1. Kidznteenz pediatric pentagon

Additional Team Members
•
•
•
•
•
•
•

Other physicians
Primary care providers
Orthopedics
Pharmacist
Genetics
Nutritionist
Educational/vocational counselors

Defining the Role of IP team
Coordinate state‐of‐the‐art medical treatment for persons with hemophilia throughout their life span
•
•
•
•
•
•

Education
Research
Outreach
Emotional support
Ensure optimal therapy for patient (age, activity level, medical background)
Prepare patient and families for home treatment
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Identifying candidates
Teaching concepts and skills
Oversight

Improving Hemophilia Outcomes through Comprehensive Care: Comprehensive care for hemophilia is defined as the
continuous supervision of all medical (including factor replacement utilization) and psychosocial aspects affecting the patient and
his family.
Optimal treatment is based on:
•
•
•
•
•
•

Early diagnosis
Prevention and early treatment of bleeding episodes and any complications, particularly hemophilic arthropathy
Detection and management of inhibitors
Psychosocial and educational support
Monitor for treatment‐related comorbidities
Coordination of care with other providers involved in management of the patient

Reduced Morbidity and Mortality Derived via IP team‐delivered Care:
Patients Receiving Care by an IP team show 40% Reduction in Mortality and Hospitalization

IP Care Minimizes Hospitalizations for Bleeding Complications:
IPC Help Manage the Cost of Care
• Many unbilled, ancillary services often included as part of comprehensive care
• Expert care decreases complications
• Minimizes number of visits
• Promotes adherence and independence
• Complete medical history readily available
• Optimal, collaborative decision making
• Collaborative relationships with expert subspecialists
Complications if there is lack of coordination of IP team: The treatment of hemophilia has involved risk for patients if the IP
team is not coordinated well. Factor therapy in the form of cryoprecipitate and clotting factor concentrates was an improvement
over plasma transfusion and improved the quality of life (QOL) for patients with severe hemophilia by allowing home treatment,
but the use of this treatment modality will be hampered if there is no proper monitoring by hematologistresulting widespread
infection by hepatitis viruses and human immunodeficiency virus (HIV) .Approximately 90% of patients with hemophilia were
infected with the hepatitis C virus (HCV), and more than 55% of this cohort was coinfected with HIV in the past.19To achieve
optimal long-term results, the treatment of patients with hemophilia requires a comprehensive approach coordinated by a
multidisciplinary team of specialists.
Early Childhood Caries
Definition: The disease of early childhood caries (ECC) is the presence of 1 or more decayed (noncavitated or cavitated lesions),
missing (due to caries), or filled tooth surfaces in any primary tooth in a child 71 months of age or younger. (AAPD 2008).

Journal of Current
Research,
Vol.well
13 Issue,
03, pp.16768-16776,
March, 2021associated with a poor diet11 and
The etiologyInternational
of ECC is multifactorial
and
has been
established.
ECC is frequently
12
bad oral health habits.

16774
Etiology:

Different IP members to be involved in prevention: The impact of prevention and management of ECC requires the attention of
health care professionals and decision makers and extends well beyond the dental office to regulatory and child advocacy agencies
as well as public health officials and legislators.6

Pedodontists: They are the main coordinator in prevention and treatment of ECC. Pedodontists are involved in dental home
which is a family centered, coordinated, accountable, accessible and continuous guidance by the pediatric dentist begins with age
1 for laying the overall foundation of 10 / 55 the general health. Hence the pedodontist can implement the AAPD recommendation
to prevent ECC bycollaboration with Indian academy of pediatric dentists and Indian academy of pediatricians.Parents are the
main stakeholders who could be counselled regularly to prevent the various etiologic factors and actively included in the
anticipatory guidance. They should notice any minor changes in the teeth and should provide adequate cleansing of the tooth of
their infant with moist gauze/cotton or using tooth brush as advised by the pedodontist. Recent data, for example, from Australia
show a prevalence of more than 50% of 6-year-old children with caries on deciduous teeth.Data from different parts of the world
show up to 89.2% of children with ECC in Qatar and 36% in Greece, 40% prevalence has been reported in the USA among 2–11
year old children, 10% in Germany and up to 26% with initial lesions among 3-year-old children with ECC and an increase up to
about 50% in 6-/7-year-old children. (Meyer et al, 2018).
Gynecologist: Their role starts before birth, to create awareness on nutrition of the expectant mothers on the prevention of
developmental anomalies and importance of nutrition in healthy teeth.
Pediatricians: They are the first ones to examine the child's general health and the oral problems as well. Also awareness on the
prescription of the thick sugary syrups given for the infections are a main culprit. Proper Feeding practices are generally advised
by pediatricians. To wean from bottle when the first tooth erupts and to notice anydiscoloration or caries and refer to pedodontist
instructions on proper feeding practice adds on to prevention.
ASHA workers: They are in close in relation with the parents & care givers so they can provide educational awareness related to
child’s, oral health & feeding practices which will ensure the care givers to provide necessary preventive measures against ECC.

Parents: Parents usually do not have an adequate knowledge, and practice regarding the prevention of ECC. It is possible that
Savitha Sathyaprasad et al. Inter professional collaboration: the future of pediatric dental practice
parents are not properly informed
about the details of oral disease and its causes. Anticipatory guidance should be provided to
practical developmentally appropriate information on children’s health & to prepare parents for significant problems
Complications if there is lack of coordination of IP team:
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CONCLUSION
The future of patient centered practice in pediatric dentistry must utilize thebenefits of inter-professional collaboration
healthcareprofessionals, toget improved patient outcomes, fewer preventable errors, reduced healthcare costs, and improved
relationships with other disciplines. It is time to change the narrative if pediatric dental practice and it is possible byinterprofessional client-centered collaborative practice are resonate within both health and social care students moving into practice,
educators who are interested in teaching from an inter- professional perspective, and practitioners who are grappling with the
desire to provide enhanced collaborative care to their clients their interrelationship to inter- professional collaborative
teamwork. By an exploration of the impacts of current multidisciplinary practice within the health system by changing the
traditional hierarchical and top-down decision model and transformations are needed to create the conditions for the capacity of
teams to emulate inter- professional client-centred collaborative teamwork.
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