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Population-Informed Clinical Case Summary with scored determinants, intersectionality, reflection and completion guidance
	Purpose: To integrate biomedical findings, medical-social interactions, determinants of health, patient agency, power and intersectionality. Record the initial treatment plan only in the Case Overview; use subsequent sections to explain the case rather than provide a model management solution.

	
How to use this workbook: Work sequentially. Begin with the biomedical case overview, then identify what the biomedical account does not explain. Use patient-specific evidence, assign determinant codes, trace causal pathways, examine power and intersections, and finally write the integrated PICCS. Record unknowns explicitly and revise the analysis when new information becomes available.



Part 1. Case Overview 
Provide a concise, de-identified biomedical account of the patient and the care proposed before applying the population-informed analysis. Complete all five components below. Do not include identifiable information.
How to complete Part 1
Purpose: Provide the conventional clinical starting point before adding population-informed reasoning. 
De-identified demographics: Include only clinically relevant age range, gender identity if relevant, broad cultural background, living context and service eligibility. Remove names, addresses, exact dates and other identifiers.
Clinical presentation: Explain why the patient attended, the main complaint, symptoms, duration and relevant history in the patient’s words where possible.
Examination findings: Record objective extra-oral, intra-oral, periodontal, dental, radiographic and other relevant findings. Distinguish observed findings from patient-reported symptoms.
Diagnosis: State the clinical diagnosis or differential diagnosis supported by the available evidence. Identify uncertainty if investigations are incomplete.
Initial treatment plan: Record the plan developed from the initial clinical assessment before completing the broader PICCS analysis. This provides a reference point for later reflection.
Common mistake: Avoid including social interpretation or an extensive determinant analysis here; that belongs in later sections.
	Case component
	Student response

	De-identified patient demographics
	
 
 
 

	Clinical presentation
	
 
 
 
 

	Examination findings
	
 
 
 
 

	Diagnosis
	
 
 
 

	Initial treatment plan
	
 
 
 



Ground rules
Separate facts, patient-reported experiences, interpretations and unknown information.
Do not assign medical, mental-health, grief or trauma-related diagnoses without appropriate evidence.
Do not treat identity, culture, gender, family status, disability or socioeconomic position as pathology.
Respect informed refusal, patient autonomy, privacy and the right not to disclose.
Avoid “non-compliant,” “difficult” or blame-based descriptions.
Analyse how systems and clinical practices may shape the encounter; do not locate responsibility only within the patient.


Part 2. Biomedical and functional clinical profile
How to complete the biomedical and functional profile
Clinical area: Use the existing row labels to organise the oral-health problem.
Evidence from case overview / clinical record: Enter concrete symptoms, examination findings, test results and documented history. Quote or paraphrase the patient clearly when information is patient-reported.
Significance / severity: Explain what the finding means clinically: severity, activity, urgency, functional effect, prognosis or risk of progression.
Unknown information needed: List missing examinations, investigations or history needed before drawing a conclusion.
Common mistake: Do not repeat the same diagnosis in every column; each column performs a different reasoning task.
	Clinical area
	Evidence from case overview / clinical record
	Significance / severity
	Unknown information needed

	Presenting problem and diagnosis
	
 
 
	
 
 
	
 
 

	Oral examination / investigations
	
 
 
	
 
 
	
 
 

	Risks and protective clinical factors
	
 
 
	
 
 
	
 
 


Patient priorities, preferences and agency
How to complete patient priorities, preferences and agency
What is known? Record what the patient has explicitly said or demonstrated about goals, concerns, preferences, limits, strengths and coping.
What needs to be asked? Write respectful questions needed to understand the patient’s priorities. Use open questions and ask permission for sensitive topics.
How will the patient’s voice be represented? Show how the case summary will preserve the patient’s perspective rather than translating everything into professional language.
Agency: Look for choices, knowledge, persistence, relationships, skills and boundary-setting—not only barriers.
Common mistake: Do not assume that accepting the clinician’s preferred treatment is the only evidence of motivation or agency.
	Area
	What is known?
	What needs to be asked?
	How will the patient’s voice be represented?

	Immediate priorities
	
 
 
	
 
 
	
 
 

	Treatment preferences and limits
	
 
 
	
 
 
	
 
 

	Previous experiences and expectations
	
 
 
	
 
 
	
 
 

	Strengths, capabilities and coping
	
 
 
	
 
 
	
 
 

	Consent and decision-making
	
 
 
	
 
 
	
 
 




Part 3. Medical history and medical-social interaction
Document medical history comprehensively, then examine the relationship in both directions: how medical conditions or treatment affect oral health and daily life, and how social circumstances affect management of medical and oral healthcare.
How to complete the medical-social interaction matrix
Condition / treatment: List each relevant medical, mental-health, disability, medication or treatment factor separately. Use “unknown” when history has not been obtained.
Oral-health pathway: Explain the direct or indirect mechanism linking it to oral health—for example biological effects, xerostomia, inflammation, healing, function or capacity for self-care.
Function / daily life: Describe effects on mobility, dexterity, cognition, communication, fatigue, pain, eating, work, caring or daily routines.
Social consequence: Consider costs, employment, stigma, dependence, isolation, carer burden, appointment burden or reduced participation.
Effect on dental care: Explain implications for access, communication, consent, investigations, treatment tolerance, safety, attendance or continuity.
Unknowns / coordination: Identify information to verify and relevant coordination between dental, medical, allied-health, disability or social services.
Common mistake: Do not place a condition in the table without explaining how it affects oral health, functioning or care in this particular patient.
	Condition / treatment
	Oral-health pathway
	Function / daily life
	Social consequence
	Effect on dental care
	Unknowns / coordination

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 


Medical-history prompts
Chronic conditions, multimorbidity, mental health, neurodevelopmental conditions, disability and previous hospitalisation.
Medicines, polypharmacy, allergies and adverse effects.
Pain experiences, fatigue, cognition, communication, mobility, sensory function and dependence on others.
Previous dental/healthcare experiences, treatment burden and competing appointments.
Existing health professionals, supports and care coordination.
Areas that should only be explored with explicit permission.


Part 4. Population determinant profile
For every determinant domain, assign a code and support it with patient-specific evidence and a plausible mechanism. Codes describe the direction and importance of a domain; they are not a validated risk score and must not be added into a total. A domain may contain both an adverse influence and a protective factor (for example, 2/P).
How to use the determinant codes
Choose one or more codes: Select the code that best reflects current patient-specific evidence. A domain can contain both an adverse influence and a protective factor, such as 2/P.
Evidence threshold: Use U when information is missing. Do not convert uncertainty into a score of 0.
Priority: A higher number indicates greater current influence, not personal blame. Codes are prompts for reasoning and must not be summed.
Common mistake: Do not use the codes to rank patients, determine worthiness or replace clinical judgement.
	Code
	Meaning
	Application

	0
	No current adverse influence identified
	Available information does not indicate that the domain is currently restricting oral health or care.

	1
	Possible or limited influence
	A plausible influence is present, but its effect is minor, uncertain or requires further exploration.

	2
	Material influence
	The domain meaningfully affects oral-health risk, disease experience, access, treatment feasibility or outcomes.

	3
	Urgent or severe influence
	The domain has a major current impact or requires prompt attention because of safety, severe unmet need or inability to access/complete care.

	P
	Protective factor
	A strength, resource, relationship, entitlement or service feature supports health, access, autonomy or care feasibility.

	U
	Unknown / not explored
	The information is not available or has not been discussed. Record the gap rather than making an assumption.

	N/A
	Not applicable
	The domain is not relevant to the current case after appropriate consideration.


Coding rule: Do not sum codes. Prioritise domains through patient-defined importance, severity, modifiability, urgency and the strength of evidence. Reassess codes when circumstances change.
	Determinant domain
	What the domain asks you to consider

	Structural and policy context
	Wider political, economic, historical and policy conditions that distribute resources and shape service systems, eligibility, employment, housing and environments.

	Commercial determinants
	How product price, availability, marketing, corporate practices and commercial influence shape exposures, choices and social norms.

	Social position and distribution of resources
	How income, education, occupation, disability, migration status, gender, ethnicity, geography and other positions affect access to power, money and opportunity. Identity itself is not the risk.

	Material and environmental circumstances
	Housing, food, transport, fluoridated water, utilities, technology, workplace/school conditions, neighbourhood environment, time and competing costs.

	Social relationships and psychosocial circumstances
	Support, isolation, caring roles, cultural connection, safety, stress, discrimination, trauma, control, trust and mental wellbeing.

	Healthcare access and service experience
	Availability, affordability, eligibility, physical/geographic access, waiting, communication, continuity, quality, cultural safety and prior healthcare experiences.

	Health-related practices and exposures
	Diet, tobacco/vaping, alcohol, oral hygiene, service use and occupational/environmental exposures, interpreted within their social context.

	Biological pathways and susceptibility
	Genetics, age, saliva, microbiome, infection, inflammation, immunity, pregnancy, medicines and comorbidities, including how social conditions may become biologically embodied.

	Life-course and cumulative influences
	Critical periods, earlier experiences, accumulated advantage/disadvantage and intergenerational influences across time.

	Patient agency, assets and community resources
	Goals, knowledge, strengths, relationships, cultural resources, entitlements, community organisations and services that protect health or enable care.


How to complete the scored determinant profile
Code: Assign 0, 1, 2, 3, P, U or N/A using the scoring key.
Patient-specific evidence: Record the fact, observation or patient report supporting the code. Avoid generic statements about population groups.
Pathway / mechanism: Explain how the determinant affects oral-health risk, symptoms, function, access, treatment feasibility or outcomes.
Protective factors: Record resources or strengths that reduce the impact or improve access, autonomy and care feasibility.
Unknowns / assumptions to avoid: Identify what is missing and any stereotype or unsupported causal conclusion that must not be made.
Common mistake: Do not merely list determinants; a PICCS requires evidence and a mechanism linking each relevant determinant to this patient’s case.
	Determinant domain
	Code
	Patient-specific evidence
	Pathway / mechanism
	Protective factors
	Unknowns / assumptions to avoid

	Structural and policy context
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Commercial determinants
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Social position and distribution of resources
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Material and environmental circumstances
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Social relationships and psychosocial circumstances
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Healthcare access and service experience
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Health-related practices and exposures
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Biological pathways and susceptibility
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Life-course and cumulative influences
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 

	Patient agency, assets and community resources
	0 / 1 / 2 / 3
P / U / N/A
	
 
 
	
 
 
	
 
 
	
 
 




Part 5. Causal pathway, stakeholders and power
Causal pathway map
Trace the pathway without reducing the explanation to an individual behaviour.
How to complete the causal pathway map
Determinant / asset: Select the most influential factors from the scored profile rather than copying every domain.
Level: Classify where it operates: structural/policy, commercial, social position, intermediary/material, psychosocial, service, proximal/behavioural, biological or protective asset.
Mechanism: Write the connecting process using a short “because/therefore” chain.
Effect on oral health: State the effect on disease, symptoms, function, wellbeing or prognosis.
Effect on care: State the effect on access, communication, consent, attendance, treatment feasibility or continuity.
Evidence / uncertainty: Identify the source and strength of evidence and what remains uncertain.
Common mistake: Do not jump directly from identity or socioeconomic status to disease without describing the pathway between them.
	Determinant / asset
	Level
	Mechanism
	Effect on oral health
	Effect on care
	Evidence / uncertainty

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 

	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 
	
 
 
 


Stakeholder and power analysis
How to complete the stakeholder and power analysis
Person / service / system: Include the patient, family/carers where relevant, dental team, other clinicians, organisations, funders and policy systems.
Role: Describe what each stakeholder does or how they affect the case.
Power or influence: Consider who controls information, appointments, eligibility, resources, treatment options and decision-making.
Patient’s degree of control: Describe where the patient has choice and where choices are constrained.
Questions / unknowns: Record missing perspectives, consent requirements and possible conflicts of interest.
Common mistake: Do not discuss power only as an individual personality issue; institutional rules and professional authority also shape care.
	Person / service / system
	Role in the case
	Power or influence
	Patient’s degree of control
	Questions / unknowns

	
 
 
	
 
 
	
 
 
	
 
 
	
 
 

	
 
 
	
 
 
	
 
 
	
 
 
	
 
 

	
 
 
	
 
 
	
 
 
	
 
 
	
 
 

	
 
 
	
 
 
	
 
 
	
 
 
	
 
 

	
 
 
	
 
 
	
 
 
	
 
 
	
 
 




Part 6. Intersectionality matrix
	Intersectionality  Examine how identities, experiences, resources and systems operate together. An intersection is not simply a list of two characteristics; it should explain how power, opportunity, constraint or protection is produced through their interaction.



How to complete the intersectionality matrix
Choose an intersection: Combine at least two relevant identities, experiences, resources or systems. Select intersections supported by the case, not every characteristic the patient has.
Case evidence: State what is actually known about the intersection.
How they operate together: Explain the combined effect. The interaction should show something that separate single-factor analysis would miss.
Power, privilege or structural context: Identify how social norms, institutions, professional authority or resource distribution shape the intersection.
Protective factors / agency: Identify strengths, resources, belonging, entitlements or choices within the same intersection.
Unknowns and assumptions: Name missing information and stereotypes to avoid.
Common mistake: Intersectionality is not the addition of risk scores and does not mean that every identity creates disadvantage.
	Intersecting identities / experiences / systems
	Case evidence
	How do they operate together?
	Power, privilege or structural context
	Protective factors / agency
	Unknowns and assumptions to avoid

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 

	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 
	
 
 
 
 


Intersectional synthesis
In one paragraph, explain how the intersections create a more complete understanding of the patient’s oral-health presentation and experience of care. Do not propose a management solution.
How to write the intersectional synthesis
Structure: Identify the two or three most important intersections, explain their combined effect on oral health or care, include power and protective factors, and finish with uncertainties.
Length: Aim for one focused paragraph. Synthesize rather than repeating every matrix row.
Common mistake: Do not write a list of identities or imply that identity automatically causes disease.
	
 
 
 
 
 
 
 
 




Part 7. Population-informed clinical case summary
	PICCS writing structure  Clinical presentation + medical and functional context + patient priorities and agency + relevant determinant pathways + intersectional and power analysis + protective factors + uncertainties. Describe what explains the case; do not write a treatment plan.



PICCS draft
How to write the final PICCS
Opening: Briefly state the patient, presenting problem, key findings and diagnosis.
Clinical and medical context: Include only medical/functional factors that materially affect oral health or care.
Patient perspective: State priorities, preferences, concerns and agency in respectful language.
Explanatory pathways: Integrate the most important determinant mechanisms and intersectional influences; do not reproduce every table.
Power and protection: Show relevant service/system effects and protective resources.
Uncertainty: Identify missing evidence and avoid unsupported diagnoses or causal claims.
Treatment-plan boundary: The initial plan is recorded in Part 1. The PICCS should explain the context that may influence feasibility, acceptability and outcomes rather than provide a model answer.
Common mistake: A PICCS is not a longer social history. It is a concise explanation of how clinical and population factors interact in this patient.
	
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Quality check
[ ] Uses person-first, neutral and non-stigmatising language.
[ ] Separates facts, patient reports, interpretations and unknowns.
[ ] Connects determinants through mechanisms rather than listing them.
[ ] Includes medical-social interactions and functional effects.
[ ] Includes patient agency, assets and protective factors.
[ ] Examines clinical and institutional power, not only patient behaviour.
[ ] Avoids assigning unsupported medical, psychological, grief or trauma-related diagnoses.
[ ] Respects informed refusal, autonomy, privacy and patient-defined priorities.
[ ] Clearly distinguishes the initial treatment plan in the Case Overview from the later population-informed explanation.
[ ] Contains no management solution in this exercise.


Part 8. End reflection
What was your initial biomedical interpretation of the patient, and what did it fail to explain?
How did the medical-social and determinant analyses change your understanding of the case?
Which assumptions did you notice in your own thinking, language or clinical reasoning?
Could terms such as “non-compliant,” “difficult” or “unmotivated” distort this case? Explain how.
Where is power located in this clinical encounter, and how might usual service routines influence the patient’s experience?
How did you distinguish patient autonomy and informed refusal from distress, barriers or unmet support needs?
Which identities, experiences or systems did you initially consider separately but later understand as intersecting?
What important information is missing, and how could it be sought respectfully, privately and with permission?
Which patient strengths, preferences, relationships or protective resources became visible through PICCS?
What does this case teach you about the difference between equality, equity, patient-centred care and population-informed care?
How will this exercise influence the language, evidence and reasoning you use when presenting future clinical cases?
How will this exercise influence the language and reasoning you use when presenting future clinical cases?
Reflection response
How to write the end reflection
Describe: Identify your initial interpretation, language or assumptions.
Analyse: Explain what the PICCS, scoring and intersectionality work revealed and why your understanding changed or did not change.
Learn: State what you learned about evidence, uncertainty, power, equity, agency and patient-centred care.
Apply: Explain one or two specific changes you will make in future history-taking, documentation, case presentation or clinical communication.
Voice: Write in the first person and focus on your reasoning. Refer to the case only as evidence for the reflection.
Common mistake: Do not simply retell the case or claim that you had no assumptions; demonstrate critical self-awareness and a practical learning commitment.
	
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 





Comprehensive PICCS student workbook | No model answers
