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NHS, which extolled the importance of 
leaders in improving population health and 
patient care.2 In primary care, these calls 
are concomitant with the move towards 
clinically led commissioning, with effec-
tive leadership being increasingly articu-
lated as critical to the greater integration 
of services around the needs of patients 
and populations.2–4

For some general dental practitioners 
(GDPs), leadership within the NHS would 
appear to be rather removed from the day-
to-day experience of practice life, where 
the size of the team is relatively small 
and where care is limited to a familiar 
patient base rather than a local popula-
tion. However, the Government’s Health 
and Social Care Act has culminated in the 
concept of local professional networks for 
dentistry (LPNs).4 The LPNs in dentistry are 
part of the substantive reform in the NHS 

INTRODUCTION

In 2011 in the United Kingdom, the King’s 
Fund published a report on leadership in 
the National Health Service (NHS), which 
argued for an approach that involved the 
whole clinical and management team.1 
This was followed in 2012 by Leadership 
and engagement for improvement in the 

Background and aims  Leadership has been argued to be a key component in the transformation of services in the United 
Kingdom and in Japan. In the UK, local professional networks have developed to provide clinician led care in dentistry; 
working to develop local plans to deliver improvements in the quality of care for patients. In Japan, the remuneration model 
for dental care has been revised with the aim to improve the service and tackle the current challenges of population health 
there. The aim of this study was to use semi-structured interviews and thematic analysis to explore general dental prac-
titioners’ (GDPs) understanding of the term ‘leadership’ and determine whether its meaning is culturally bound. Methods  
Twelve participants were sampled purposively by the research team; identifying GDPs involved in leadership roles from 
across Greater Manchester and Tokyo. A set of open-ended questions was developed for semi-structured interviews a priori 
and the interviews continued until saturation. Interviews were recorded, transcribed verbatim and codes were developed 
into a coding frame for thematic analysis. Representative quotations are provided in the results. Results  Fourteen codes 
were identified according to the aims of the study and organised into five overarching themes. ‘Leadership as the relation-
ship’ was more pronounced among Japanese GDPs, while ‘leadership as the individual’ was common in GDPs from Greater 
Manchester. Differences were also found in respect of education and training in leadership. Training was also considered to 
be important by the GDPs from Japan, while UK GDPs felt leaders were more likely to be influenced by innate qualities. The 
interdependence of leadership and entrepreneurship was raised by both sets of GDPs. Conclusion  The concept of leader-
ship was considered to be important by GDPs from both Greater Manchester and Tokyo; leadership was seen as providing 
strategy and direction for a clinical team. However, cultural influences were evident in how this was conceptualised.

in England and are analogous to the clini-
cal commissioning groups in medicine. 
They are designed to provide clinician led 
care in dentistry; working to deliver local 
plans to deliver improvements in the qual-
ity of care for patients.5

Similar changes are occurring in Japan, 
where the remuneration model for medi-
cal, dental and long-term care has been 
revised with the aim to improve the ser-
vice and tackle the current challenges of 
population health in the country. With 
the ageing population, GDPs in Japan are 
increasingly being required to work with 
other healthcare professionals to improve 
the oral health of the elderly and patients 
with chronic conditions. They are also 
expected to provide continuous care for 
patients moving between the community 
and hospitals. This is highlighted in the 
recent Annual health, labour and welfare 
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• Aims to understand the conception of 
clinical leadership.

• Suggests barriers and enablers of clinical 
leadership in practice.

• Highlights the cultural influence on 
perceptions of clinical leadership.
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report 2011‑2012, which seeks to address 
the future demographic challenges in the 
Definite plan for the comprehensive reform 
of social security and tax.6 Again, clinical 
leadership has been argued to be a key 
component of this transformation.

The aim of this study was to use thematic 
analysis to explore GDPs’ understanding of 
the term clinical leadership and determine 
whether its meaning is culturally bound. 
Qualitative methods have been increas-
ingly used in healthcare research and elicit 
the unique meaning that people attach to 
their experiences.7 As such, it is particu-
larly useful where the literature is sparse, 
for an understanding of the importance 
of clinical leadership in a primary dental  
care environment.

METHODOLOGY

Participants

Ethical approval was provided by the 
University of Manchester Ethics Committee 
(12057) and was considered to be low 
risk by the Nihon University School of 
Dentistry in Japan. Participants were sam-
pled purposively by the research team; 
GDPs involved in leadership roles within 
the shadow LPN in Greater Manchester and 
in the Metropolitan Tokyo and Kanagawa 
prefectures. Three  owner-principle and 
three salaried dentists were invited from 
members of the Japanese Society of Dental 
Practice Administration. The salaried den-
tists worked mainly in hospital, but in the 
Japanese system they also work occasion-
ally in private dental offices. Participants 
were contacted initially by e-mail and 
then followed up to arrange an interview 
at their convenience. The study was funded 
by the Great Britain Sasakawa Foundation 
(£2,000) to promote research between the 
UK and Japan.

Procedure
A set of opening questions was devel-
oped for the semi-structured interviews 
from existing research on leadership in 
non-dental clinical settings and cross-
cultural studies. In accordance with Carter 
and Henderson, these were open-ended 
questions and investigated the following 
areas: attributes and characteristics of 
clinical leadership; differences between 
clinical leadership and leadership in a 
non-clinical setting; management and 

entrepreneurship; barriers to effective lead-
ership; and the importance of training.8

The number of interviews undertaken 
was in accordance with the qualitative 
paradigm and so continued until satura-
tion.7 The interviews were recorded on a 
Sony Digital Recorder, ICD-P110 and the 
audio-files transcribed into MS Word doc-
uments and line numbered for thematic 
analysis to develop a coding frame.7

The audio-files in Japan were trans-
lated by consensus, given the difficulties 
of expressing some of the complex cul-
tural meanings (PRB, RM, MN). Two of 
the authors (PRB and MN) had been 
present at all the interviews in Japan to 
ensure validity. Overarching themes were 
developed from the coded transcripts by 
organising them into clusters based on 
the similarity of their meaning (PRB, RM, 
MN).7 These were then checked against 
the coded extracts and the raw data to 
ensure that they formed a coherent pat-
tern and were representative of what 
the participants were trying to convey. 
Specific examples were selected to create 
clear definitions for the coding frame and 
representative quotes of each theme are 
given in the results; ‘Tk’ denoting quotes 
from Tokyo GDPs and ‘GM’ denoting 
quotes from Greater Manchester GDPs. 
A statement of reflexivity is provided to  
ensure transparency.9

Reflexivity
Dr Paul Brocklehurst is a NIHR Clinician 
Scientist and a consultant in dental public 
health. Having spent 15 years in practice, 
he was aware of the importance of leader-
ship at a local practice level. Although Dr 
Nomura and Professor Matsuda were expe-
rienced health service researchers in medi-
cine, they did not have any preconceptions 
on the role of leadership in dentistry.

RESULTS

Demographics

Five of the six participants in the Japanese 
study were members of the Japanese 
Society of Dental Practice Administration. 
All of the participants from Greater 
Manchester had experience in the shadow 
LPN for dentistry in Greater Manchester; 
two  were also Local Dental Committee 
area representatives. The mean age of the 
participants was 47 years (range 30-75; 

SD = 13.1) and eight were men (66.7%). 
With regard to professional experience, the 
mean number of years in dentistry was 
23 years (range 8-46; SD = 11.8).

Thematic analysis
The thematic analysis produced a cod-
ing frame with 14 codes organised into 
five overarching themes (Table 1).

Theme 1: characteristics  
of leadership

Code 1.1: What is leadership?

All of the participants across both cultural 
groups were able to express what they 
thought leadership was and used terms 
that denoted the provision of strategy  
and direction:

Tk.4.8 ‘the leader is important for vision, 
strategy, policy and direction…’

Tk.3.8. ‘it is the front‑runner for change… 
introducing innovation and development.’

GM.2.342 ‘I mean leadership for me is to 
be able to take your team or take whoever is 
with you…. and have ideas on how to pro‑
gress the vision, the thinking, the ethos.’

GM.5.235 ‘It’s someone you prepared to 
follow…’

GM.6.219 ‘It’s looking at the big 
picture…’

Code 1.2: Attributes and behaviours
Leaders were described as having a wide 
range of attributes and behaviours:

Tk.5.15 ‘...tolerance, acceptance, trust 
and reliability. The ability to make a deci‑
sion. Determination…’

Tk.3.39 ‘Fairness is important, integrity 
and seriousness. Motivation and a spirit of 
commitment. Forward looking…’

Tk.6.70 ‘It is a mix of being supportive 
of your team and leading from the front…’

GM.2.402 ‘They have to be forward 
thinking, they have to have an open and 
flexible personality.’

GM.3.343 ‘I think you’ve got to be open 
minded, a good communicator, have enthu‑
siasm... be able to spot good ideas and nur‑
ture other people…’

GM.4.251 ‘Being able to see the bigger 
picture, being able to motivate... being 
positive in your approach; being available.’

GM.5.327 ‘It’s knowing the limitations 
of the team you’re leading and encouraging 
them to exceed what they think are their 
own limitations…’
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Code 1.3: Influence of personality

Another issue raised by all the GDPs was 
an awareness of their individual styles of 
leadership and how this was affected by 
their personality:

Tk.3.83 ‘My personality is an obstacle 
to good leadership. I want to do every‑
thing very quickly and I get impatient for 
change…’

Tk.4.73 ‘I think my weakness is to man‑
age and go into too much detail, this 
can prevent my staff from reaching their 
potential…’

GM.1.448 ‘Leadership probably has got 
something to do with personality and I 
think my personality generally is fairly 
laid back…’

GM.2.452 ‘I have one or two issues with 
my own leadership… it’s about delegating 
responsibility and trusting people…’

GM.5.382 ‘I’m very relaxed. I don’t get 
stressed about anything that I can’t do any‑
thing about…. so that can be a help or a 
hindrance…’

Theme 2: role of leadership

Code 2.1: Clinical versus  
non-clinical leadership

GDPs were asked whether there was any 
difference between clinical and non-clini-
cal leadership. Some saw a difference:

Tk.5.38 ‘Clinical leaders should display 
good examples and models of clinical prac‑
tice. I think this is different from general 
leadership…’

GM.3.308 ‘I find in a practice that I 
want to show all the staff that I actually 
really do care about the patients and to 
lead by example… leadership is leadership, 
but clinical, obviously you’ve got different 
aspects of patient care…’

Others saw no difference: 
Tk.4.31 ‘I think it is similar. I need to 

involve many staff/stakeholders. In that 
sense it is similar…’

GM.2.378 ‘They are very similar, because 
at the end of the day you’re motivating 
people….you’re trying to get them to  
deliver tasks…’

GM.6.271 ‘No matter what you’re doing 
the actual basic principles are not particu‑
larly specific to the role…’

Code 2.2: Difference to management
All of the clinicians understood and 
expressed a difference between leadership 

and management:
Tk.3.13 ‘Management is based on the 

existing situation and making progress 
step‑by‑step. Leadership is concerned more 
with the future…’

Tk.4.15 ‘Leadership is about setting a 
direction. Managers follow and support 
the leader…’

Tk.5.20 ‘Leadership is something that is 
inside of myself, management is something 
that is objectively observable…’

GM.5.252 ‘Management is just pro‑
cesses; anybody could follow if you set it 
out for them. You can manage a team of 
people, not necessarily be a leader of them.’

GM.6.237 ‘I’d have thought that most 
leaders are able to manage but not all man‑
agers would be able to lead.’

Code 2.3: Entrepreneurship
The impact of GDPs running their practices 
as a small business was articulated by both 
groups of clinicians:

Tk.2.27 ‘In Japan, dentists behave as 
both entrepreneurs and clinical leaders. I 
think dentists working in smaller clinics 
behave as clinical leaders more and more. 
Clinics are getting larger and are more 
based on entrepreneurship…’

Tk.3.21 ‘There is always conflict between 
clinical leadership and entrepreneurship. 
Economic issues are important. I like to 
treat my staff in a good way…. but as a 
business that may bring conflict…’

Tk.4.22 ‘I always feel there is a conflict 
between myself as a dentist and myself as 
an entrepreneur…’

GM.4.180 ‘If you go into many prac‑
tices each dentist thinks they’re their own 
leader…. each individual dentist is an asso‑
ciate, is a self‑employed person in their 
own right…’

Theme 3: Influence of culture

Code 3.1: Seniority, respect  
and ‘Senpai’

For all the Japanese participants, the con-
cept of seniority, respect and ‘Senpai’ was 
expressed as an important component of 
leadership. The latter term relates to the 
importance of following your designated 
mentor and as a mentor, acting in a man-
ner such that others will follow: 

Tk.4.164 ‘A characteristic of the Japanese 
society is one of a closely connected com‑
munity and this is reflected in how leaders 

behave…. I look at my Senpai…’
Tk.1.109 ‘In Japan, the people at the 

top have serious power, experienced senior 
people lead everything…’

Tk.2.210 ‘People do follow their leaders, 
this is a natural thing in our culture…’

Tk.6.51 ‘I follow the leader’s back and by 
doing what I’m expected to do in my role, 
leadership follows…’

However, this idea of ‘Senpai’ can create 
problems in Japan:

Tk.2.164 ‘It is difficult for the junior 
staff to become leaders. For example, if you 
have a senior nurse and a junior doctor, 
the nurse will be the silent leader because 
of her seniority…’

Tk.3.155 ‘After the second world 
war, the egalitarianism principle has 
become a dominant social principle in 
Japan. So how to balance between egali‑
tarianism principle and leadership is  
a difficulty…’

These concepts were not expressed 
by any of the dentists from Greater 
Manchester.

Code 3.2: Relationships
The importance of the relationship in 
leadership was also articulated among 
Japanese GDPs:

Tk.4.100 ‘I think leadership is relation‑
ship. Leadership doesn’t exist otherwise…’

Tk.6.108 ‘Leadership is something that 
arises within a relationship…’

Tk.1.82 ‘...the relationship changes 
leadership…’

Tk.2.113 ‘Leadership can only be learnt 
through experiences in a relationship…’

This contrasted with the views of the 
dentists from Greater Manchester:

GM.3.294 ‘It’s just one person, generally, 
and what you say goes. If you’re the front 
order, you’re the provider. You can discuss 
things with people, but actually you’re at 
the top of the pyramid…’

GM.4.180 ‘If you go into many prac‑
tices each dentist thinks they’re their own 
leader… the leader maybe should be work‑
ing more with a team approach but there 
hasn’t necessarily been a team approach 
in dentistry…’

Theme 4: How do you become  
a good leader?

Code 4.1: Role model

Allied to the idea of ‘Senpai’ is the 
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importance of role models in Japanese 
culture:

Tk.1.64 ‘I learnt from role models, good 
and bad. Particularly in relation to patient 
care…’

Tk.3.89 ‘I see good things in many people 
and I’ve learnt from them. I am impressed 
by people who continuously make the effort 
to achieve some goals…’

However, given the lack of female role 
models, the Japanese system can create 
problems:

Tk.6.83 ‘In dentistry you do not find any 
female role models, so I had to look around 
in other areas for a senior lady…’

Among the Greater Manchester GDPs, 
role models were considered to be less 
important:

GM.3.413 ‘I’m not sure if I do particu‑
larly. No… I can’t think of anyone… I sort 
of, ploughed my own furrow…’

GM.4.331 ‘I come from a self‑employed 
background. I was left in charge of a small 
retail enterprise when I was 15 so maybe 
that’s where some of the leadership skills 
come from…’

Code 4.2: Training

Most of the Japanese participants thought 
that training was important:

Tk.1.75 ‘I think training is important… I 
nurture my own students to be the leaders 
of the future…’

Tk.2.94 ‘I think you can be trained in 
leadership, particularly if you are young…’

Tk.4.83 ‘...you can train leadership, 
but experience is important in developing 
leadership…’

However, the opinions of the clinicians 
from the North-West differed:

GM.1.487 ‘I’ve learnt on the job and I’ve 
learnt from my mistakes... I haven’t had 
any formal training’

GM.4.289 ‘You don’t learn it by reading 
the textbooks… I think some people are just 
leaders and some people aren’t…’

GM.5.298 ‘You can make people aware 
of what a good leader is… I don’t think  
you can make somebody a leader…’

GM.6.368 ‘I think you can hone it 
but I don’t necessarily think you can  
train it…’

Code 4.3: Barriers

Allied to the issues expressed above 
regarding economic imperatives to main-
tain a profit, some participants high-
lighted a number of associated barriers  
to leadership:

GM.2.487 ‘...time and resources obvi‑
ously we’re dentists, we deliver, we look 
after patients, we manage practices, we 
manage businesses, as well as families and 
everything else…’

GM.3.362 ‘...time with working in prac‑
tice, it’s obviously a very consuming job, 
very stressful, and it can be quite tiring and 
draining, not much energy left...’

Theme 5: relevance

Code 5.1: Relevance

In terms of the relevance of leader-
ship, all the participants thought that it  
was important:

Tk.5.8 ‘…because most dental teams are 
many but small, we need leadership to 
develop consensus across the profession…’

Tk.1.87 ‘…because clinics are organised 

Table 1  Coding frame for the interviews

Theme Code Description of the codes

1. Characteristics 
of leadership

1.1 What is leadership? Comments on the participants’ understanding of leadership. For example ‘The leader is important for vision, strategy, 
policy and direction.’

1.2 Attributes and 
behaviours

Comments on the attributes and behaviours that depict leadership. For example ‘I think you’ve got to be open minded, 
a good communicator, have enthusiasm. Be able to spot good ideas and nurture other people.’

1.3 Influence of 
personality

Comments on the role of the participant’s personality on leadership. For example ‘My personality is an obstacle to 
good leadership. I want to do everything very quickly and I get inpatient for change.’

2. Role of 
leadership

2.1 Clinical versus  
non-clinical leadership

Comments on the difference between leadership in a clinical and non-clinical environment. For example ‘I find in a 
practice that I want to show all the staff that I actually really do care about the patients and to lead by example’

2.2 Difference to 
management 

Comments on the difference between leadership and management. For example ‘I’d have thought that most leaders 
are able to manage but not all managers would be able to lead.’

2.3 Entrepreneurship Comments on the tension between entrepreneurship and leadership. For example ‘I’m not so good at working as an 
entrepreneur, I’m rather poor. I always feel there is a conflict between myself as a dentist and myself as an entrepreneur.’

3. Influence of 
culture

3.1 Seniority, respect 
and ‘Senpai’ 

Comments on the role of seniority in leadership. For example ‘In Japan, the people at the top have serious power, 
experienced senior people lead everything.’

3.2 Relationships Comments on the role of relationships in leadership. For example ‘It is becoming the top of a team, but is more about 
working together with individuals.’

4. How do you 
become a good 
leader

4.1 Role model Comments on the participants’ role models in leadership. For example ‘I follow the leader’s back and by doing what 
I’m expected to do in my role, leadership follows.’

4.2 Training Comments on the role of training in leadership. For example ‘I’ve learnt on the job and I’ve learnt from my mistakes. I 
haven’t had any formal training.’

4.3 Barriers Comments on potential barriers to leadership. For example ‘Working in practice, it’s obviously a very consuming job, 
very stressful, it can be, and it can be quite tiring and draining, not much energy left.’

5. Relevance

5.1 Relevance
Comments on the relevance of leadership in dentistry. For example ‘I think it is relevant and very important. We need 
to think about this kind of training more in the future. Particularly, because clinics are organised on a small scale and 
we need to organise cross-clinic activity.’

5.2 Impact on patients Comments on the impact on patients of leadership. For example ‘If you’ve got the right leader at the top then he’s 
going to influence the way the care is delivered.’

5.3 Future Comments on the future and the importance of leadership. For example ‘I think that we need to develop quickly and 
we need a lot of resources put into that to develop the leadership and leaders and take them forward.’
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on a small scale and we need to organise 
cross‑clinic activity…’

Tk.6.116 ‘In dentistry, I work in a small 
world, but with leadership training I was 
able to work in a larger relationship…’

GM.3.267 ‘…you can just actually see the 
bigger picture rather than just your own 
little area of your own little practice…’

Code 5.2: Impact on patients
Both sets of participants also felt that good 
leadership impacted on patient care.

Tk.1.8 ‘Dentists work in small teams, so 
leadership impacts on the quality of care 
provided…’

Tk.6.120 ‘...good leadership improves 
and is vital to patient care… everyone in 
the team becomes alive and delivers a bet‑
ter performance…’

GM.2.391 ‘If you’ve got the right leader 
at the top then he’s going to influence the 
way the care is delivered…’

GM.5.354 ‘I think again it trickles down. 
If you’ve got good leadership you tend to 
have a fairly tightly‑knit team which, I 
think you can tell…’

Code 5.3: Future
In addition, leadership was seen to be 
important to the future of dentistry.

Tk.5.146 ‘…in dentistry, the scale of the 
office is enlarging and so we need more 
dentists that can lead…’

GM.2.313 ‘It’s something that the gen‑
eral medical practitioners have had train‑
ing in and they have had that exposure to 
leadership, whereas ourselves we haven’t 
and I think that we need to develop quickly 
and we need a lot of resources put into that 
to develop the leadership and leaders and 
take them forward…’

DISCUSSION
The concept of leadership was consid-
ered to be important by GDPs from both 
Greater Manchester and Tokyo; leadership 
was seen as providing strategy and direc-
tion for a clinical team. This concurs with 
results from earlier cross-cultural stud-
ies, where charisma and team-oriented 
attributes were universally endorsed as 
important components in leadership in a 
non-clinical environment.10 It also concurs 
with earlier research examining the per-
spectives of GDPs in the UK.11

In the academic literature, leadership has 
been described using two broad themes: 

‘leadership as the individual’ and ‘leader-
ship as the relationship’.12,13 The differences 
in the themes suggest that GDPs from 
Greater Manchester were more likely to 
conceptualise leadership using the former 
taxonomy, using terms that have been 
previously identified: charisma and intel-
ligence, extraversion, integrity, creativity 
and self-confidence.13–15

In contrast, GDPs from Tokyo described 
leadership in terms of a cultural and struc-
turally embedded phenomenon. These dif-
ferences map onto the ‘individualism versus 
collectivism’ domain in Hofstede’s classical 
taxonomy of cultural differences in leader-
ship;16,17 culture being defined as ‘a set of 
cognitive and evaluative beliefs... that are 
shared by the members of a social system’.18

The study also showed the importance 
of the Japanese collective sense of ‘com-
munity’; respect and ‘Senpai’ being men-
tioned by all the participants. The latter is 
a phrase used to describe a mentoring sys-
tem in Japanese culture that perpetuates 
a seniority-based relationship. As such, it 
demonstrates how important ‘role-models’ 
are in the Japanese culture and the value 
they place on formal training. This aligns 
with the ‘leadership as the relationship’ 
model, which emphasises teamwork, col-
laboration and interdependence.19 It also 
maps onto earlier research undertaken in 
a clinical setting where respect and team 
cohesion were considered as important 
overarching super-ordinates.20,21 However, 
the study also highlighted how the hier-
archical structures found in Japan could 
present a barrier to leadership. As seniority 
is ascribed on the basis of age, young GDPs 
can find it difficult to lead a team when 
they have to subjugate their authority to 
older but less senior clinicians.

Both groups of GDPs had a clear under-
standing of the differences between man-
agement and leadership, with the former 
relating to transactional processes in the 
‘now’, while the latter relating to trans-
formational processes in the future.19,22 
In the UK, a collaborative leadership 
style that accounts for individual, situ-
ational and transformational factors has 
been advocated as a way forward for the  
dental profession.23

Culture also influenced the GDPs’ views 
on the importance of education. It was clear 
from the responses to theme four, that the 
GDPs from Greater Manchester felt that 

leadership was a phenomenon that was more 
within an individual as opposed to one that 
can be learnt per se. This contrasts with 
Morison and McMullan’s qualitative study, 
where GDPs felt that education was vital 
to developing leaders.11 The General Dental 
Council’s curriculum framework and guid-
ance on foundation and speciality training 
all place an emphasis on the demonstration 
of management and leadership skills.24–26 
Equally, the review of NHS dental services 
proposed a need for leadership initiatives 
and in medicine, the Medical Leadership 
Competency Framework has been developed 
to promote learning across five domains: 
demonstrating personal qualities, working 
with others, managing services, improving 
services and setting direction.27,28 However, 
numerous theorists argue that the domi-
nant crucible for learning about leadership 
is through naturalistic processes and acci-
dental events that is, ‘on the job’, rather 
than a deliberate and consciously planned 
approach to development.29

Another important theme that emerged 
from the study for both groups of GDPs 
was the expressed tensions between main-
taining a viable business and demonstrat-
ing leadership in clinical care for their 
patients. Gupta et al. argue that ‘entrepre-
neurial’ leadership is distinct from other 
behavioural forms of leadership in a com-
petitive environment.30 In a similar man-
ner to Burgoyne and Hodgson,29 Kempster 
and Cope31 and Macpherson and Holt,32 
all assert that entrepreneurial learning is 
experienced within an arena of social rela-
tionships that either enable or constrain 
growth. For the entrepreneur, ‘this social 
context places restrictions on his or her 
action possibilities, which are continually 
constructed, transformed and negotiated 
through relationships with those around 
them’.33 Dharamsi et al. found that views 
on social responsibility among dentists 
was dominated by economic imperatives 
that can have a negative impact on the 
policies and practices directing access  
to care.34

Therefore there is a need to take a sys-
temic approach and align structural and 
regulatory changes with population need 
and access to services. With the advent 
of a future prospective payment sys-
tem impacting upon practice size and a 
change to working practices through direct 
access, the importance of leadership will 
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become increasingly important, if future 
services are to be responsive to need, 
equitable, effective, socially acceptable 
and efficient.35 These issues are impor-
tant in England as the guiding principles 
in Securing excellence in commissioning 
primary care are to ensure services are 
clinically led, patient focused and outcome 
focused, with an emphasis on quality.3 
Although both groups of clinicians saw the 
importance of leadership for the future, if 
GDPs are going to lead their profession 
and take a key role in tackling the health 
inequalities of their local population and 
drive up quality3,4 they will require both 
financial encouragement and support from 
their dental public health colleagues to re-
orientate their ‘down-stream’ activity to 
‘up-stream’ action. 

Since Darzi, leadership in the UK has 
been explicitly linked to improving qual-
ity, but this will still require financial 
incentives to ensure service provision is 
aligned directly with population health 
needs.36,37 It could also benefit from a more 
structurally embedded approach as is typi-
fied in the Japanese model of leadership. 
The future roles of LPNs could be critical 
here in co-creating the agenda and drive 
for change, should they receive enough 
funding to support their role.
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