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dental bio-active and bio-interactive materials. 
Such improvements in knowledge help us to 
better utilise patient risk/susceptibility assess-
ments, focus on early prevention and control, 
minimally invasive restoration of irreversible 
cavitated lesions in a biologically favourable 
way, and better monitoring of the patient and 
any adopted behavioural changes.

In practice this involves moving the focus away 
from the surgical restoration of teeth allowing 
the clinician and patient to achieve optimal 
disease control by employing the four core prin-
ciples of MID. These are: (a) Detection – early 
identification and assessment of potential 
caries risk factors through anamnesis, lifestyle 
analysis, clinical examination and diagnostic 
tests; (b) Prevention/control – to eliminate or 
minimise disease risk factors by helping to alter 
lifestyle behaviour and professional preventive 
interventions; (c) Minimally invasive (MI) 
restoration – when cavitation is present and 
operative intervention is required, selective MI 
caries removal and restoration carried out to 
maximise the repair potential of the tooth and 
preserve tooth structure and pulp sensibility; 
and (d) Recall – with patient-focused/appro-
priate intervals, monitoring to maintain oral 
health where treatment and patient behavioural 
adherence outcomes can be reviewed.2-4

Introduction

Minimum intervention dentistry (MID) is 
the contemporary response to the traditional, 
surgical operative approach to managing 
dental caries based on the operative concepts 
of G. V. Black more than a century ago. MID is 
a philosophy that attempts to ensure that teeth 
are kept functional for life. This term is not 
restricted to the management of dental caries but 
is also applicable to other aspects of oral health 
including periodontology, toothwear, endodon-
tics, oral rehabilitation and oral surgery.1

The MID approach to the management 
of caries has evolved and continues to do so 
through improved understanding of disease 
processes, the biological healing ability of the 
oral tissues and their environment, and the 
rapid development in the last two decades of 

Minimum intervention dentistry (MID) is the evidence-based delivery of oral healthcare which aims to maximise preservation 

of tooth structure and longevity of tooth life, improving long-term oral health and wellbeing. In general dental practice 

implementing such an ethos and approach can require change in the practice structure and processes. Such change in 

processes requires careful management and planning. Planning should include financial as well as business planning. A 

detailed understanding of the planning that may be required is described here as a guide to help oral healthcare practice 

staff and other stakeholders to facilitate the delivery of MID.

This contemporary approach to the delivery 
of oral healthcare brings opportunity for 
change to care delivery, and therefore general 
dental practices, or perhaps more appropriately 
termed ‘oral healthcare centres’, need to reflect 
this in their logistical and business planning.

Business planning

Angela Hatton, in her book “The Definitive 
Guide to Marketing Planning” outlines a 
hierarchy of plans that businesses may find 
useful.5 The size of organisation will determine 
how formalised and detailed each of these 
individual plans is, but even in a one-person 
business (practice) it should be possible to 
identify and plan at each level. 

From this hierarchy, the functional or 
operational level plans of finance, marketing, 
human resources and operations flow from 
the core business plan. These functional plans 
themselves lead to tactical level plans, like a pro-
curement plan for finance, a communications 
plan for marketing, personal development plans 
within the human resources group and a patient 
journey plan within operations. In this paper, 
the above planning hierarchy is used to discuss 
the needs to address these and implications for 
a modern MI-based oral healthcare practice. 
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Highlights a shift in practice from traditional 
concepts of practice to MI.

Suggests that a coherent approach to planning 
organisational change in practice is required.

Provides suggestion of an overall planning process 
in practice.

In brief
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Vision and mission within the 
business plan
The strategic intent/vision refers to the aspira-
tions of the organisation (the oral healthcare 
practice) rather than purely its current activity. 
It defines a long-term drive for improve-
ment that is essential to long term success. It 
provides a model that helps break the mould, 
moving the oral healthcare practice away from 
simply doing the same things a bit better and 
working a bit harder than the year before. It 
has the capability to elevate and extend the oral 
healthcare team, helping it reach levels it might 
not otherwise attain.6

Vision (strategic intent) combines a dream 
that energises the practice and a motivational 
aid, which implies ‘stretch’ where the practice 
looks for new opportunities rather than 
relying on existing custom. It gives a sense of 
discovery, a sense of direction and coherence 
to all the models.7

The shift from traditional dentistry to MID 
brings significant change in both ethos and 
methodology. Encapsulating this within the 
entire business planning process is essential. 
Core values of the practice and the overrid-
ing reasons as to why it operates need to be 
agreed explicitly and clarified.8 In reality, this 
and further discussions can lead to a period 
of adjustment manifesting in a ‘stormy’ phase 
in the process.9 At this level as elsewhere in 
healthcare, service redesign will benefit from 
good leadership, often provided by the lead 
clinician or a suitably appointed manager.10

Human resources planning

There is perhaps an implicit assumption in 
discussions of internal marketing, that effective 
use of inwardly directed marketing techniques 
can solve all employee-related quality issues 
and all customer satisfaction problems. Where 
the personnel and the services they perform 
form a large part of the ‘offering’, then human 
resources management (HRM) needs to be as 
closely involved as marketing. In particular, the 
recruitment, training, and rewarding of team 
staff (by salary and incentive), along with their 
motivational aspirations, constitutes an essential 
element in the successful delivery of MID.11

For a successful transition from operational 
focus and methodology to MID, the practice 
will need to operate, successfully, as a team, 
with clear goals. This is where strong human 
resource planning is required. The best way 
for a team to achieve its goals is for the team 
to be structured logically around those goals. 

Individual team members need to have clear 
roles and accountabilities. They need to have 
a clear understanding, not only of what their 
individual role is, but also what the roles 
and accountabilities of other team members 
are. During times of change, when typically 
pressure and priorities can push people into 
a silo mentality, and away from the team, 
the team operating process can act like a 
lubricant, enabling healthy team functioning 
to continue.12

Team structure and development
For an oral healthcare practice to effectively 
reach its objectives, it can, and often will, 
require the collaboration and support of all 
stakeholders. These include practice staff, 
patients, and higher-level management. 
Inadequate support and poor collaboration 
can, especially in a minimum intervention 
practice, lead to ineffective team working, and 
practice strategies and objectives not being 
met. Not all internal conflict should be thought 
of as damaging, as some, if managed well, may 
actually help to improve services.13

In the United Kingdom, dentists and dental 
care professionals (dental nurses, dental 
technicians, dental hygienists/therapists, 
orthodontic therapists, and clinical dental 
technicians) have to be registered with the 
General Dental Council (GDC). In 2013 the 
GDC made a significant change to the ways 
that dental care professionals can see patients. 
It removed the barrier to direct access for some 
DCPs. Under direct access (excluding NHS 
care at present) dental care professionals can 
now treat patients directly without the need for 
this to be prescribed by a dentist. The scope of 
practice for each member of the oral healthcare 

team is detailed in the document published 
by the GDC entitled Scope of practice.14 This 
document is available on the General Dental 
Council website www.gdc-uk.org.

This enables better use of the oral health-
care team to provide the holistic approach 
to dental care that supports provision of 
MID. For example, now a dental therapist 
can be utilised to deliver minimally invasive 
restorations when required, and an extended 
duties dental nurse (EDDN) can provide oral 
health education. In the UK, the Department 
of Health (DoH) has made available the 
document showing the evidence basis for 
preventive care that a dental practice would 
be expected to provide.15 However, the use of 
team members with differing skill sets will 
require good collaboration, including delega-
tion, accepted referral pathways, and central to 
this will be good patient care planning. Some 
examples of how a dental nurse with extended 
duties can be utilised in an MID practice can 
be seen in Box 1.

In the NHS, direct access is limited and 
as such oral healthcare practices will need 
to inform patients that their care is being 
provided under the direction of a dentist.16 
DCPs may be able to change the detail but not 
the direction of a care plan.

Financial planning

Since April 2006, UK NHS dentists have been 
paid according to how many ‘Units of Dental 
Activity’ (UDA) they carry out in a year. The 
monetary value assigned to a UDA varies 
across the country (usually between £15 and 
£28) and generally historical activity has been 
used to derive the actual cash value of a UDA.

• Oral health education/promotion

• Radiography

• Smoking cessation clinics

• Intraoral photography     

• Impressions

• Saliva/bacterial tests
 o (Dental nurses do not diagnose disease or care plan), Ref GDC Scope of practice. Because of this patients 

are seen again by GDP for definitive care planning

• Fluoride varnish: either recognised FV course, or in-practice training with recording of training

• Patient/public involvement: individual patient feedback recorded verbally
 o Feedback forms in waiting room
 o Online feedback/focus groups

• Designing material eg newsletters/leaflets

• Research projects

Box 1  Shows possible duties that may be undertaken by an extended 
duties dental nurse with appropriate training
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Routine courses of treatment fall into three 
bands attracting differing number of UDAs. 
This is shown in Table 1. A brief description 
of items of treatment is included, and it also 
showing accredited UDAs.

Working within the current UDA system 
does in theory allow for prevention. The level 
of preventive care that is actually feasible to 
provide under such a UDA system has been 
rightly questioned.18

This level is not monitored longitudinally 
and the system does not recognise when 
it happens. More pragmatic research and 
modelling is required in NHS practice to 
explore what elements of MID can realistically 
be provided at a sustainable level. Practices 
need to financially model the system that 
they will use to provide MI preventive care. 
In NHS practice this may be facilitated by the 
redesigning of associate dentist remuneration 
systems to allow funding for DCPs and better 
use of the workforce skill-mix. Also this can 
include the provision of some interventions 
on an independent basis with agreement and 
consent of the patient. In independent practice 
the correct setting of fee levels (fee per item 
and/or monthly dental plans) is critical.

Under the proposed prototype contracts 
being evaluated by the DoH at the time of 
writing this paper, dentists are given a capi-
tation fee for their patient, which may allow 
budgets to be set for some prevention through 
the work of an extended duties dental nurse, a 
dental therapist, or even a GDP for the more 
complex oral hygiene patients. This framework 
may enable dentists to project NHS related 
revenue income streams, but in practices 
where there is both NHS and private dentistry 
being carried out, the various revenue streams 
from private treatments will also need to be 
identified and forecast.

It is important to make the forecasts in 
the financial plan as realistic and practical 
as possible. It would be beneficial to identify 
if the business model is unsustainable at the 
planning stage rather than some time after 
implementation. The mental anguish and 
financial problems that can be caused by a 
struggling business can be very significant.19 
A useful monitoring tool is cash flow data col-
lection and analytics. This monitors three vital 
variable datasets. Profit (or loss) is monitored 
monthly through a profit and loss account, how 
much the business owes, or is owed, checked 
by keeping up to date creditor and debtor 
records, and cash availability in the business 
being monitored through a cash flow forecast. 

There is often a lack of understanding about 
cash flow. It is important that the relevant lead 
individual in the team masters the essentials 
of cash flow (including good management of 
debtors and creditors, short term finance and 
other knowledge). It should be borne in mind 
that the practice accountant may not be able to 
provide this on-going information or even be 
responsible for such data.20

Expenditure is the other area that needs to 
be monitored and controlled carefully. There 
are four main expenses in an oral healthcare 
business. Crucially, the responsible person, eg, 
CEO, finance manager, would not only know 
these numbers at all times, but need to keep 
them in line with the organisation’s financial 
standards. An example of a financial framework 
for dental practices is suggested in Table 2, but 
this cannot be taken as a definitive guide.

It is suggested that staff expenses ideally 
be kept to no more than 20–25% of the total 
expenses incurred by the practice. Increasing 
staff production may keep percentages down 
in this area. Laboratory costs possibly kept to a 
maximum of 10%. Supply expenses should be 
monitored closely and a practice may decide 
to set them at 5% of total expenses. Finally, 
overheads could try to be contained to 5% 
if possible, unless they might be thought of 
as part of a practice marketing plan. An 
operative principle would keep these within 
set ranges, to ensure entire expenditure within 

the parameters necessary to keep costs at, for 
example, 50% overall.10,21

The above cost base example may be 
proposed for a MID-oriented practice. 
However, the emphasis on disbursement of 
the remaining 50% of revenue, which typically 
includes all the associate dentist costs and 
may allow a 15–20% net margin, could see a 
shift towards preventative measures, such as 
increased use of EDDNs, therapists and oral 
healthcare marketing. The key is in under-
standing the potential growth of the practice’s 
revenue – from all sources. For example, by 
improving the oral health of patients, fewer 
restorations should be required in the medium 
to long term. Improved oral health and the 
time spent with individual patients, and the 
frequency of their visits, should reduce over 
time, but might be increased at the outset. 
Working more effectively and efficiently in this 
way enables a practice not only to maintain 
revenues, but to actively grow them. A practice 
may see an increasing of independent revenue 
by clinicians being able to spend more time 
explaining and offering services not available 
under an NHS contract. Revenues will increase 
due to a better understanding of patient desires.

An additional income stream can be derived 
from oral hygiene product sales. As part of the 
holistic approach, therapists and EDDNs can 
play an active role in this revenue generation. 
All the above should be planned to ensure staff 

Table 1  The banding of NHS dental courses of treatment  
(excluding urgent courses of treatment)

Band Number 
of UDAs Treatments

1 1 Examination/radiographs/oral health advice and scaling and polishing, etc.

2 3
All those in Band 1 plus: fillings, root fillings or extractions. It doesn't matter if it is a simple 
upper incisor, or 5 difficult molars - the ‘payment’ is the same. If the teeth are then restored 
with normal fillings, that is also included in the three UDAs for that course of treatment.17

3 12 All those in Band 2 plus: treatment that needs lab work (like dentures or crowns).

Table 2  An example of practice financial framework and relative proportions. Net margin 
profit incorporating a return on investment for the organisation. This will vary according 
to practice demographics and clinical need

Category Approximate proportion spend

Staff expenses 20–25%

Laboratory costs Up to 10%

Supply costs 5%

Overheads 5%

Clinicians costs 35–40%

Net margin profit 10–20%
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remuneration and productivity is sustainable, 
socially responsible, ethical and will maintain 
practice growth.

Integrating new technology and 
materials
MID is greatly enhanced by the use of modern 
interventions that improve detection, preven-
tion and restoration elements of the MID 
cycle. However, their costs needs to justified 
in the financial planning and team members 
need to understand the benefits and pitfalls of 
their use. Here, good research understanding 
is beneficial, and this can be disseminated by 
in-practice training and courses.

Marketing planning

Organisations such as dental practices can benefit 
in communicating and collaborating with other 
organisations including suppliers, commis-
sioners, and patients/public groups. This can 
optimise acquirement of materials, organisation 
of services, and engagement of stakeholders, to 
help ensure delivery of services is more efficient 
and responsive. In the real world consumers 
(including individuals) are free to choose among 
the many hundreds and thousands of product 
and service offerings and in dentistry can exercise 
this choice by moving from one practice to 
another.22 In business language this adequately 
describes outward facing marketing communica-
tions. However, since the mid-1970s the concept 
of internal marketing has been proposed as a way 
of achieving consistent service quality – a major 
problem in the services area, where of course, 
dentistry sits. Its basic premise was that ‘to have 
satisfied patients, the practice must also have 
satisfied employees’, that is, by applying the prin-
ciples of marketing to job design and employee 
motivation. 

There are two significant marketing con-
siderations if the practice emphasis moves to 
MID. Firstly, education and secondly retention. 
Externally, a regularly delivered programme of 
patient facing oral healthcare messages will help 
to reinforce regular and more acceptable visits to 
the dentist as individual patient oral healthcare 
improves. As well as educating, this regular com-
munication gives a platform to maintain patient 
retention and build loyalty, through satisfaction.

Satisfied patients (customers) are the best 
advertisement for any business and are more 
likely to introduce new patients (customers) 
to the practice through word of mouth and 
through social media interaction. Satisfied 
patients (customers) are often willing to pay 

premium prices to a supplier they know, 
like and trust. Retaining customers makes 
gaining market entry or share difficult for 
competitors.20

The oral healthcare practice industry is not 
entirely exempt from the pressures of a com-
petitive retail service sector. Internally, regular 
communication is also paramount. There is 
a culture change occurring in transitioning 
from traditional operative-based dentistry to 
MID. Employees constitute an internal market 
and in that sense need to be communicated 
with just as much as external stakeholders, 
through effective marketing communica-
tions. Marketing communications should be 
used to differentiate, remind/reassure, inform 
and persuade employees just as much as any 
patient/customer, target segment.23

Explanations/education about changes in 
the patient journey, the increased focus on pre-
vention and control, the emphasis on ‘self-help’ 
and the decreasing frequency of visits to the 
practice (possibly a two-year cycle), will need 
to be delivered as often by dental reception-
ists, dental nurses, hygienists and therapists, as 
by the GDPs themselves. One consistent and 
integrated message, delivered and understood 
internally, and successfully relayed to the 
patient base in the form of one-to-one, and 
one-to-many communications is required.

Patient communication

Effective communication and discussion helps 
patients understand any proposed treatment. 
It is imperative to take the patient along the 
decision-making process that affects them 
and ensure that valid consent is achieved. 
This way they also perceive ownership of the 
care they are receiving. The use of intraoral 
photography can assist greatly in this process 
with immediate and direct feedback of patient 
findings during examinations. It is important 
for all clinicians to be able to take and record 
any images required with suitable consent 
having been granted. Both intraoral cameras 
and digital single lens reflex cameras (DSLR) 
can be helpful. It’s helpful to have these available 
and easily accessible for each clinician.

Patient and public involvement

There are a variety of research methods to gain 
feedback from patients (including parents of 
children) and the following list can be used to 
do this with some rigor:
• Suggestion boxes

• 1-to-1 feedback
• Postal surveys
• Online survey (via various online providers)
• Consensus making activities
• Patient forums/focus groups.

The information gained here can be used in 
several ways to market and involve patients in 
their MI services. Some examples include:
• Help in designing practice literature
• Engaging local media
• Helping with CQC compliance
• Helping the practice direct services 

including research priorities.

Operational planning

A move to MID may well require changes to an 
established patient journey, and the sequence of 
patient and practice staff contacts may alter to 
ensure delivery of MID care. For example, the 
first point of contact may be a patient coordina-
tor explaining the change in MI methodology 
to a patient, helping them to understand their 
own oral health and take more responsibility 
for it. This would not constitute a diagnosis and 
care planning appointment, but would be an 
informative session for the patient to understand 
a traffic light system, dento-legal risk transfer, and 
to understand that they, together with the oral 
healthcare team, will now work to improve and 
maintain long-term health and wellbeing.

The utilisation of the wider dental practice 
team can be beneficial and certainly help facili-
tate the delivery of MID. There is a real agenda 
to remove patients’ reliance on the dentist, 
encouraging, if not demanding, that the patient 
is responsible for their oral health. This focus 
starts the prevention-based MID journey, and 
educating patients about the self-improvement 
of their own oral healthcare is key to the MID 
philosophy. Increased exposure to a wider 
dental team including EDDNs, hygienists 
and therapists all reinforcing healthcare 
messages can play a vitally important role in 
the delivery of this approach to management. 
Using a broader workforce skill-mix may well 
produce conflicts in the financial re-organisa-
tion of a practice and as highlighted previously 
will need robust business modelling. Such a 
model will need to be re-assessed and analysed 
regularly, as it will have implications on the 
traditional associate performer remuneration 
model. For example, an organisation may 
choose to top slice its budget and reserve this 
for the provision of dental therapist services. 
It would then need to factor in changes to the 
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associate dentist remuneration, which would 
hopefully allow associates time to feel less 
rushed, develop their interests, increase quality 
of working life, and result in better clinical care 
pathways for the patient.

Conclusions

Business planning is a multi-faceted discipline. 
When the planning process is being driven by 
organisational change particular attention has 
to be paid to the core drivers of the business 
in order to deliver a successful outcome. MID 
is the way forward. It will benefit the practices 
and patients that become early adopters, but 
the need for intelligent business planning is 
unquestionable.
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