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practice, or if clinicians are adequately pre‑
pared or inclined to take on clinical leadership 
(and perhaps more so, followership) roles.6,7 To 
date, there has been little evidence of clini‑
cal leadership by general dental practition‑
ers (GDPs) in service redesign and quality 
improvement projects. A problem with the 
existing literature on clinical leadership is 
the focus on the traits and qualities of leaders 
and the dyadic relationship they have with 
their followers, without paying attention to 
the wider organisational culture and context 
that might allow effective clinical leadership 
to flourish.6,8

AIM
This article will examine how the post‑2013 
NHS reforms relate to dental services and how 
the new structures have led to an innovative, 
clinically‑led quality improvement project in 
Greater Manchester (GM): ‘Healthy Gums DO 
Matter’. The project will be used to explore 
current facilitators and barriers to clinical 
leadership in primary care dental services.

BACKGROUND TO THE ‘HEALTHY 
GUMS DO MATTER’ PROJECT
In order to facilitate increasing clinical 
leadership, since April 2013  the majority 
of NHS services have been commissioned 
by Clinical Commissioning Groups (CCGs). 
CCGs are local bodies led by general medi‑
cal practitioners, with technical contract 
support from NHS England. They are 
responsible for allocating around 60% of 
the NHS budget.9 However, dental, phar‑
macy and optical services are outside the 

INTRODUCTION
Clinical leadership in general dental prac‑
tice may usually be thought of as the skills 
required to provide effective patient care 
within a successful business. However, the 
reforms brought about by the Health and 
Social Care Act1 were intended to bring clini‑
cal leadership ‘out of the clinic’. The aim was 
to place clinicians at the heart of the health 
service; in commissioning, priority setting 
and cross boundary service redesign, recom‑
mended by many as a way of improving qual‑
ity of services for patients.2 In the 2008 NHS 
next stage review by Lord Darzi on improving 
quality in the NHS, it was stated that to raise 
standards, ‘there must be a stronger role for 
clinical leadership and management through‑
out the NHS’.3 Despite this, the focus on clin‑
ical leadership has been criticised by some 
as political rhetoric, bound up with the oft‑
repeated critique on managers in the NHS.4,5

It has been argued that the concept of 
clinical leadership is not clearly defined, with 
much uncertainty about how it will work in 

The Health and Social Care Act 2012 heralded wide reaching reforms intended to place clinicians at the heart of the health 
service. For NHS general dental practice, the conduits for this clinical leadership are the NHS England local professional 
networks. In Greater Manchester, the local professional network has developed and piloted a clinician led quality 
improvement project: ‘Healthy Gums DO Matter, a Practitioner’s Toolkit’. Used as a case study, the project highlighted 
the following facilitators to clinical leadership in dentistry: supportive environment; mentoring and transformational 
leadership; alignment of project goals with national policy; funding allowance; cross-boundary collaboration; 
determination; altruism; and support from wider academic and specialist colleagues. Barriers to clinical leadership 
identified were: the hierarchical nature of healthcare, territorialism and competing clinical commitments.

CCGs remit and are commissioned directly 
by NHS England, through their regional 
area teams.10 Clinical leadership in these 
services operates through the local profes‑
sional networks (LPNs), which are embed‑
ded within each area team.

The remit of the LPN is to ‘provide clini‑
cal leadership and facilitate wider clinical 
engagement at grass roots’.10 The LPN struc‑
ture is flexible depending on local capac‑
ity and preference, but they share some 
key characteristics. They are a clinically‑
led commissioning advisory team, which 
provide opportunities for clinicians to be 
involved in service improvement and rede‑
sign. They usually contain GDPs, dental 
practice advisors, commissioners and con‑
sultants in dental public health, postgraduate 
deanery representatives and specialists.

In the summer of 2012 in GM, the local 
consultant in dental public health estab‑
lished and chaired a ‘shadow LPN’ in order 
to provide mentorship and facilitate empow‑
erment of GDPs in preparation for the estab‑
lishment of the LPN proper in 2013. The aim 
was to develop their skills and experience so 
that they might be in a position to take on 
leadership roles in the future commission‑
ing landscape. The first project the shadow 
LPN worked on was ‘Baby Teeth DO Matter’. 
Child oral health is a priority for GM, with a 
caries prevalence in five‑year‑olds of 41%, 
compared to 28% nationally.11

The ‘Baby Teeth DO Matter’ project encour‑
aged practices to become community‑facing, 
improve early dental attendance, deliver evi‑
dence‑based prevention and liaise with local 
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• Raises awareness of the role of NHS 
England’s Local Professional Networks 
(LPNs) as a forum for clinical leadership 
in dentistry across England.

•  Provides an example of commissioners 
supporting the development and 
piloting of a practitioner-led Toolkit 
for the management and prevention of 
periodontal disease.
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oral health improvement teams.12 Phase one 
of the project was implemented by 41% of 
practices in GM and led to 3,453 children 
accessing care for the first time.12 Importantly 
though, the project allowed the identification 
of a network of local GDPs who were keen 
to become involved with commissioning and 
quality improvement projects.

This network enabled the establishment of 
the LPN proper, as part of GM area team, in 
September 2013. The GM LPN is now com‑
prised of: the chair (a GDP); a vice chair 
(a GDP); a senior commissioner from NHS 
England GM area team; a dental practice 
advisor (a GDP); a consultant in dental pub‑
lic health; a post graduate studies dean from 
Health Education England; representatives 
from the local dental committee (GDPs); 
and the chairs of the various LPN specialist 
sub‑groups (periodontal, orthodontic, oral 
surgery, and paedodontic).

Following the experience of working on 
the ‘Baby Teeth DO Matter’ project, the clini‑
cians considered what more they could do 
to improve quality in primary care. They 
identified the management of periodontal 
disease as one area where they felt there was 
a disparity between what is recommended 
in guidelines produced by specialists13,14 
and what was being provided in general 
dental practice. A core working group was 
created by the newly formed LPN to work 
on improving quality of periodontal care 
for adults in NHS general practice. The core 
group was made up of: a local GDP; the chair 
of the LPN (GDP); a consultant in dental 
public health; a senior commissioner from 
NHS England; and a consultant in restora‑
tive dentistry.

The core group then invited a wider peri‑
odontal sub‑group to become involved in the 
project. This wider group consisted of local 
GDPs, dental hygienists and therapists who 
had expressed interest after being involved 
with the ‘Baby teeth DO matter’ project. At 
the first meeting, the practitioners shared 
the particular difficulties they faced in the 
management of periodontal disease. They 
felt there was a lack of guidance on appro‑
priate standards of oral hygiene for instigat‑
ing non‑surgical periodontal therapy and no 
clearly defined time frames for the expected 
duration of treatment. Clinical guidelines 
from the British Society of Periodontology 
(BSP) recommend detailed pocket charting 
and root surface debridement (RSD) for all 
patients with chronic periodontal disease, as 
indicated by a basic periodontal examination 
(BPE) score of three or above.14

This meant that the practitioners felt 
obliged to carry out six point pocket charts 
(6PPC) and RSD, regardless of the patient’s 
oral hygiene and motivation for behaviour 

change. The practitioners reported that this 
led to some patients being seen every three 
months, but with no real hope for resolution 
of disease because of inadequate plaque con‑
trol. They felt this offered little to no benefit 
to the patient and was an inefficient use of 
NHS resources, but that to not undertake 
such recommended treatment left them open 
to litigation.

Another difficulty the practitioners faced 
was that although monitoring oral hygiene 
and gingival inflammation is essential for 
the proper management of periodontal 
health and disease, both patients and prac‑
titioners did not like carrying out plaque 
scores using disclosing solution as it is dif‑
ficult to remove and time consuming. They 
wanted a simplified way to record plaque 
and bleeding scores, which could be moni‑
tored over time and used to assess patient 
engagement and progress.

OUTPUT
The ‘Healthy Gums DO Matter’ quality 
improvement project has led to the devel‑
opment of a clinician‑led ‘Practitioner’s 
Toolkit’ for the management of periodon‑
tal disease in primary dental care. The 
toolkit contains educational resources for 
GDPs and periodontal care pathways that 
are designed to be workable and realistic 
in NHS general practice, from the point of 
view of the clinicians themselves. The care 
pathways provide clear start and end‑points 
to the cycle of treatment and are based on 
five categories of risk using the BPE scores 
at initial examination: ‘health’; ‘risk’; ‘dis‑
ease’; ‘advanced disease’; and ‘aggressive 
disease’.

Briefly, care pathways are tools for prac‑
titioners to help streamline their decision‑
making and align the organisation of 
treatment with recommended evidence based 
best‑practice.15,16 They provide a structured 
plan of care detailing the steps to be taken 
in a course of treatment for any given condi‑
tion and may involve criteria or time‑based 
progression.16 Benefits of care pathways are 
said to be: reduced risk of errors; greater 
consistency of care; less duplication of 
effort leading to reduced costs; improved 
communication with the patient; increased 
patient satisfaction; and reduced exposure to 
litigation for the practitioner.16,17 Criticisms 
include that care pathways reduce the clini‑
cal freedom of practitioners, may not allow 
for the complexities involved in individ‑
ual patient care and could reduce patient 
choice.16,18

The toolkit and care pathways developed 
by the team have a strong focus on oral 
hygiene, behaviour change and sharing the 
responsibility for managing this chronic 

disease with the patient. As research has 
shown, most of the reduction in the number 
of diseased sites comes firstly from improve‑
ments in oral hygiene following personal‑
ised instruction, and secondly by scaling and 
removal of plaque retentive factors; rather 
than RSD.20 The practical implementation of 
this in the care pathways was to delay the 
start of formal periodontal therapy (defined 
as 6PPC and RSD), to allow a greater focus 
on communication, motivation, behaviour 
change techniques and personalised oral 
hygiene instruction – with removal of plaque 
retentive factors such as gross calculus, as 
required. Resources for communication, 
motivation and behaviour change aimed 
at GDPs are included in the toolkit, which 
included a newly developed patient agree‑
ment and consent form.

Formal periodontal therapy (6PPC and 
RSD) is delayed until a review three months 
after the initial examination and preven‑
tion phase. Progression to formal therapy 
is dependent on oral hygiene improvement 
and “patient engagement”, using pre‑defined 
criteria. In order to facilitate recording of 
oral hygiene outcomes and patient engage‑
ment, the ‘Healthy Gums DO Matter’ group, 
assisted by periodontal specialists, devel‑
oped a faster partial‑mouth recording sys‑
tem using the well documented Ramfjord’s 
teeth.21 The modified plaque and bleeding 
indices are carried out without disclosing 
solution, previously identified as a barrier 
to their use by the practitioners. If home 
care is adequate (<20% plaque score and 
<30% bleeding score, or greater than 50% 
improvement in both), the patient progresses 
to the ‘engaging patient’ section of their 
pathway. At this point, detailed pocket charts 
are recorded and RSD is begun.

If plaque control is inadequate, the 
patient remains in the ‘non‑engaging’ sec‑
tion of their pathway and clinical time is 
again directed at personalised oral hygiene 
instruction, behaviour change and patient 
motivation. If the patient decides that they 
do not wish to make any changes to their 
oral hygiene then they are made aware that 
their periodontal condition is likely to dete‑
riorate. The patient is then reviewed in three 
months and the assessment of whether to 
begin RSD is repeated.

As mentioned above, one criticism of care 
pathways has been a perceived reduction in 
clinical freedom of practitioners.19 This was 
taken into consideration when developing 
the new periodontal care pathways. While 
the thresholds for an engaging patient are 
defined, clinical discretion could allow any 
patient to move to therapy, in an engaging 
pathway, if the clinician felt that was in the 
best interest of the patient.
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The approach contained within the toolkit 
has been risk assessed and approved as med‑
ico‑legally and ethically sound, as it con‑
forms to ‘a standard of practice recognised 
as proper by a competent reasonable body of 
opinion’.22 An example of the care pathway 
for patients in the ‘disease’ category (BPE 
scores of three) is shown in Figure 1.23

The toolkit and care pathways within it 
are currently being piloted in ten dental 
practices in GM. There is on‑going evalua‑
tion, of both practitioner views and experi‑
ences of using this approach, and of patient 
outcomes. It is hoped that the results of the 
evaluation will be published once complete.

DISCUSSION
In their case‑study analysis of successful 
clinical leadership within the NHS, Storey & 
Holti6 identified several barriers and facilita‑
tors. These will be utilised as a framework to 
examine the key facilitators and barriers in 
the ‘Healthy Gums DO Matter’ project.

Facilitators
A supportive local environment that allows 
clinicians to take on roles without their usual 

remit has been highlighted as being impor‑
tant for successful clinical leadership.6 It has 
been suggested that dental practitioners have 
limited scope for the type of experiential 
learning and observation which is essential 
to developing clinical leadership, due to the 
isolated surgery environment.24 Through the 
process of first setting up the shadow LPN 
and the ‘Baby Teeth DO Matter’ project, the 
local consultant in dental public health was 
able to foster this experiential learning and 
allow the practitioners to develop skills and 
knowledge related to commissioning and 
service improvement, outside of their daily 
clinical roles.

Ownership of the clinical improvement 
projects was gradually transferred as the 
practitioners became empowered, allow‑
ing the consultant to increasingly take on 
more of a mentorship and advisory role. This 
process of inspiring, motivating, creating 
engagement and support for change among 
front line staff is a key feature of the ‘trans‑
formational’ style of leadership which is said 
to be well‑suited to bringing about change 
within clinical services.2,25 Lack of owner‑
ship by clinicians of ‘top‑down’ quality 

improvement initiatives has been cited as a 
major obstacle to transforming clinical ser‑
vices in the past.26,27

A common feature in the cases of suc‑
cessful clinical leadership identified by 
Storey & Holti6 has been that the initia‑
tives were in line with national policy and 
strategy. This can also be said to apply in 
the case of the ‘Healthy Gums DO Matter’ 
initiative; care pathways in dentistry were 
recommended in an independent review of 
NHS dental service in England in 200928 
and redesigning services around a care 
pathway approach is a ‘key initial prior‑
ity’ for dentistry, as outlined in Securing 
Excellence in Commissioning NHS Dental 
Services.29 Having a consultant in den‑
tal public health and NHS England com‑
missioners as part of the LPN ensures 
that clinicians are following a model 
that is supported by national strategy. If 
local initiatives are aligned with national 
policy, this then gives freedom to senior 
managers and commissioners to support  
innovative projects.

The importance of adequate funding 
has been found to be another common 

Clinical DiscretionPOOR OH
Plaque Score >20%

Bleeding Score >30%
OR  < 50% Improvement

(Marginal BOP)
Re Motivate Patient
Reinforce Prevention

Re-establish Pt Agreement
Supra and Subgingival scaling

Remove calculus

POOR OH
Plaque Score >20%

Bleeding Score >30%
OR  < 50% Improvement

(Marginal BOP)
Re Motivate Patient
Reinforce Prevention

Re-establish Pt Agreement
Supra and Subgingival scaling

Remove calculus

VISIT 1 - Examination,Modi�ed Plaque Score & Bleeding 
Score, Risk assessment, Prevention, Motivation

VISIT 2 - Radiographs, Supra and Subgingival scaling 
- Remove calculus, Reinforce prevention

PERIODONTAL DISEASE PATHWAY

Aggressive Periodontitis

3 MONTH
RECALL

PATIENT PROGRESS REVIEW

POCKETS ≥ 6mm

Level 2 Referral

3 MONTH
RECALL

6 MONTHS FROM BASELINE

3 MONTH
RECALL

9 MONTHS FROM BASELINE

GOOD OH
Good OH

Plaque Score <20%
Bleeding Score <30%

OR  ≥50% Improvement
(Marginal BOP)

Root Surface Debridment
Reinforce Prevention

GOOD OH
Good OH

Plaque Score <20%
Bleeding Score <30%

OR  ≥50% Improvement
(Marginal BOP)

APE/ 6 Point Pocket Chart in
Relevant Sextant

NO SITES ≥ 5MM
Marginal Bleeding <10%

No 5mm Pockets with Bleeding
Re-Debride Supragingivally

as indicated

POCKETS ≥ 6mm
Re APE / 6 Point Pocket chart

in relevant sextant
Re-Root Surface Debridment

Reinforce Prevention

Pockets ≥ 5mm AND
Marginal Bleeding >10%

AND/OR
Pockets ≥ 5mm that Bleed

on Probing

Re Root Surface Debridement
Re motivate and Reinforce

prevention

MAINTAIN AND
RECALL

6/12

Fig. 1  Example of the care pathway to be followed by a patient identified as having disease (BPE scores of three).23 A patient who engages with 
oral hygiene advice will follow the green section of the pathway. A non-engaging patient will follow the red section of the pathway
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variable between cases of successful clinical 
leadership.6 In the case of the ‘Healthy Gums 
DO Matter’ project, both the development 
of the toolkit and care pathways and a one‑
year pilot of them in ten dental practices 
were made possible because of a service 
level agreement (SLA) put in place by local 
commissioners. This allowed the practices 
involved to utilise some of their existing 
unit of dental activity (UDA) contract 
commitments against the extra time required 
to be involved in the meetings, training 
and trialling of the toolkits, data collection 
and feedback during the pilot. Cases where 
cross‑boundary collaboration was present 
between clinicians and non‑clinical leaders 
were highlighted by Storey & Holti6 as being 
more likely to succeed.

Determination, commitment and political 
skill on the part of the individuals involved 
in conceptualising and carrying the project 
forward are also important factors.6 Clinical 
leadership can at times be difficult at a 
personal level, with the possibility for fraught 
interpersonal relationships brought about by 
differing attitudes to change.6 For a leader to 
be effective, they require not only ambition, 
but ‘micro‑political capability’ in order to 
ensure that they carry others with them.6,26,30

In the case of the ‘Healthy Gums DO 
Matter’ initiative, although there was a 
great deal of ambition and drive from the 
individuals within the core working group, 
they maintained shared or distributed 
leadership with the wider periodontal sub‑
group and GDPs. This concept of leadership 
highlights the importance of supportive 
contexts and leaders working together at 
different levels to effect change.8 This is 
in contrast to the out‑dated stereotype of 
a charismatic individual driving a project 
forward, which may leave clinical leaders 
without followers.6,30,31

Barriers
One of the barriers noted in the case stud‑
ies by Storey & Holti6 were that clinicians 
may feel unable to contribute to leadership 
due to the hierarchical nature of health 
care. For clinicians to lead effectively, a 
genuine appreciation of the knowledge 
and experience that all parties contribute is 
needed, moving away from territorialism32 

and towards ‘team working, collaboration 
and connectedness’.33 This project could not 
have had the enthusiasm from general prac‑
titioners that it did, if they had not led the 
project in a meaningful way. This ensured 
that the toolkit offered a realistic strategy 
for the management of periodontal dis‑
ease that answered their previous concerns  
and difficulties.

In the case of the ‘Healthy Gums DO 

Matter’ toolkit, there was initially some 
resistance from some specialists in periodon‑
tology and the project stalled slightly when 
faced with this opposition. There was con‑
cern that some aspects of the ‘Healthy Gums 
DO Matter’ toolkit were too far removed 
from the accepted ‘gold standard’ for peri‑
odontal care. This barrier was overcome due 
to the determined efforts of the core group 
in gaining the support of innovative lead‑
ers who were open to embracing change. 
One practitioner effectively conveyed the 
concept to the BSP at a scientific meeting. 
Having wider academic support from a posi‑
tion of authority and the relevant specialist 
society gave the project the renewed vigour  
to continue.

Time pressures and competing clinical 
commitments can be one of the main bar‑
riers to clinical leadership.7 Although the 
LPN structure does allow funding for some 
elected posts through NHS England area team 
budgets, initial engagement and attendance 
at ‘Healthy Gums DO Matter’ meetings did 
require GDPs and other colleagues to give up 
their own time, out of practice hours. They 
did so because of a genuine altruistic wish to 
improve the care of both their own patients 
and with a wider view, the patients of other 
practitioners. A lack of funding for wider 
involvement of GDPs beyond defined LPN 
roles may lead to an over‑reliance on ‘public 
service motivation’ and donated labour.34,35 

This could represent a barrier to this type of 
‘distributed’ clinical leadership, made up of 
wider groups of GDPs, beyond the formal 
LPN.

CONCLUSION
Clinical leadership in commissioning NHS 
dentistry and quality improvement is cur‑
rently effected via the LPNs embedded 
within NHS England area teams. These 
networks aim to provide a forum where 
local GDPs can address concerns relevant to 
them. This is supported by input from com‑
missioners, clinical specialists, and consult‑
ants in dental public health who are able 
to provide guidance on NHS strategy and 
direction. A case study of an innovative 
pilot of a ‘Practitioner’s Toolkit’ containing 
periodontal care pathways in GM allowed 
an examination of the facilitators and bar‑
riers to clinical leadership in dentistry.
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