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access and the efficiency of dental ser-
vices.4–6 In addition, changes in population 
treatment need mean that therapists could 
provide treatment at 70% of all visits; rep-
resenting 60% of all clinical time in UK 
primary dental care.7

A commonly reported concern is the 
impact of skill-mix on the quality of den-
tal care.8 Quality in healthcare is a multi-
dimensional concept, with the efficiency, 
effectiveness and acceptability of services 
being key factors.9,10 Existing data on effi-
ciency and effectiveness in dentistry sug-
gest that concerns about skill-mix may be 
unfounded. However, less is known about 
its acceptability.11,12

Assessments of the acceptability of ser-
vices should consider professional, social 
acceptability (or legitimacy) and the expe-
riential views of service users.10 Our study 
on the legitimacy and social acceptability 

INTRODUCTION

The use of skill-mix in UK dentistry has 
been given increasing prominence over the 
last two decades. Two influential reports1,2 
and subsequent legislative change3 have 
led to a new class of dental worker: dual-
trained dental hygienists and therapists 
(described as therapists in this report) who 
can work in all sectors of dentistry. The 
number of training places has also greatly 
increased. The rationale for these changes 
focuses on the potential to increase patient 
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of skill-mix sought the views of 1,000 UK 
adults and identified low levels of aware-
ness and experience of dental therapists.13 
Although the acceptability of some proce-
dures was relatively high, more invasive 
procedures and those provided for children 
were less so.13 These findings were con-
sistent with earlier qualitative findings.14 
Yet high levels of satisfaction have been 
reported from patients receiving care from 
dental therapists compared to dentists.11,15 
The reasons for these differences remain 
elusive, with the inflexibility of survey 
methods cited as one reason for this.15

The theoretical and methodological dif-
ficulties of assessing patient satisfaction 
are well documented16–18 and contemporary 
approaches recommend qualitative as well 
as quantitative approaches.18–21 Quantitative 
methods, such as questionnaires, may omit 
key factors that are important to patients, 
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• Reports positive views and experiences of 
care provided by dental therapists.

• Suggests that trust is built on the 
communication skills and attitude of the 
dental team (affective behaviour) and 
continuity of care.

• Reports negative experiences of 
dental therapist care in cases where 
communication was poor and continuity 
of care was lacking.
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especially where the subject matter is com-
plex and patients’ views have not been 
considered. Consequently they are unlikely 
to capture the subjectivity of patients and 
what really matters to them.18,22 In-depth 
interviewing allows the researcher to 
probe and explore views and experiences 
and provides patients with a ‘voice’ that 
can complement quantitative findings.21,23 
Qualitative methodology and methods can 
also be an important precursor to quan-
titative research as it sheds light on the 
types of patient experience so that they can  
be measured.22

Consequently the aim of this study was 
to explore the views and experiences of 
patients and parents of child patients hav-
ing oral healthcare delegated to therapists 
in dental practice.

METHOD
This was a qualitative study that used a 
blend of ethnographic and narrative meth-
ods. Interviews (n = 15) were undertaken 
with a purposive sample of adults in South 
Yorkshire, England between July 2011 and 
May 2012. Participants were adult patients 
(>16 years old) who had experienced their 
care delegated to a therapist who then pro-
vided treatment (n = 15). Parents of chil-
dren (n = 3) were also included. A range 
of treatment was delegated to therapists 
including scaling, root planing, restora-
tions in adults and children and extrac-
tion of first (deciduous) teeth. For reasons 
of feasibility and practicality, children 
(<16 years old) were not included.

Recruitment was conducted in six dental 
practices, which provided a mix of NHS 
and private dental care to patients from a 
range of ages, socioeconomic and cultural 
backgrounds as these factors may influ-
ence views and experiences.13,14 Practices 
employing dental therapists were identi-
fied via dental practice advisors, local 
dental committees and the programme 
in hygiene and therapy at the University 
Sheffield. Letters of invitation were sent to 
eight practices and six agreed to partici-
pate. At the practices, patients and parents 
of children were purposively sampled to 
capture a comprehensive range of views 
and experiences.22

Having consented to participate, data 
were collected at a venue of participants’ 
choosing and convenience in natural sur-
roundings away from the clinical setting, 

in line with recommendations.24 In all but 
one case this was at the participants’ home 
and the other was at a neutral location.

Data collection involved narrative inter-
viewing and ethnographic observation. 
Although initial questions were loosely 
framed around a topic guide, the inter-
views were largely unstructured, allow-
ing participants the freedom to describe 
their experiences of care. This required the 
researcher to intervene as little as possi-
ble, but to use active listening techniques 
to invite additional storytelling.25,26 The 
researcher also used probing to clarify and 
encourage expansion on issues raised.27 At 
the end of each interview, the researcher 
summarised what had been said and pro-
vided an outline interpretation that was 
fed back to participants for confirmation.

Field notes taken during and after inter-
views informed the analysis. This included 
the researcher’s interpretation of the inter-
view alongside pauses, hesitations, facial 
expressions and other body language as 
reflections of participants’ emotions that 
were not represented by speech alone. In 
addition, the notes provided the opportunity 
to interpret what had been said in the inter-
view before transcription and analysis.26,28 

Interviews were audio-recorded and 
transcribed verbatim by the researcher 
(TD) using standard transcribing equip-
ment. During transcription, the observa-
tion notes were used to help re-familiarise 
the researcher with the encounter and to 
help with transcription and interpretation. 
Once transcribed, a synopsis of the inter-
view and interpretation was then provided 
for each participant to check for inconsist-
encies and to confirm interpretations. This 
process is called ‘member checking’, which 

establishes the veracity of the research, 
and was undertaken either in person or by 
telephone, depending on participant pref-
erence. In all cases data were anonymised 
and false names assigned to protect the 
participant and the practice. 

The transcripts were read and re-read 
a minimum of four times to identify the 
emergent themes within the stories.29 A 
more rigorous narrative thematic analysis 
was then undertaken.26,30 In this form of 
analysis, sequences of data are preserved to 
keep stories intact for interpretive purposes, 
rather than coding small segments.30 Each 
transcript was analysed in turn and syn-
opses were written to provide an account 
of the participants’ personal character-
istics and to summarise their views and 
experiences of having care delegated to a 
therapist. Where they emerged, intact nar-
ratives were then allocated under themes 
on an electronic database. This process 
was repeated for each interview until no 
new themes emerged. The key themes that 
emerged from the data are described, with 
quotations to illustrate the experiences and 
to facilitate readers’ own interpretations.

Ethical approval was provided by the 
South Yorkshire Research Ethics Committee 
and Governance approval was provided by 
the health communities in which the study 
was undertaken. 

RESULTS
Overall, participants held positive views 
of the use of skill-mix in dental practice 
and reported positive experiences of being 
treated by therapists. Two main themes 
emerged from the data that impacted on 
the acceptability of participants having 
their care delegated. The first has been 

Nature of Dental Services
Rationale for skill-mix

Team hierarchy
Importance of choice and cost

Affective behaviour
& communication
Continuity of care

Awareness of therapists
Experience over quali�cation

Public service 
– collectivist view

Private service 
– consumerist view

Trust and Familiarity

Fig. 1  Diagram of what matters to patients when their care is delegated to dental therapists
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termed: ‘nature of dental services’ and 
appeared to influence aspects of the sec-
ond: ‘trust and familiarity’ (Fig. 1).

Nature of dental services
Participants’ perceptions of the nature of 
dental services varied between and within 
individuals depending on the context in 
which dental services were being discussed. 
Views were arranged on a spectrum. At 
one pole a more public service perspec-
tive reflected more collectivist views of a 
dental service that served a community. 
The other extreme represented a more pri-
vate service perspective consistent with a 
more consumer-orientated stance. Within 
this theme, three  dimensions emerged: 
rationale for skill-mix; team hierarchy 
and importance of choice and costs. Each 
of these dimensions will now be described 
in turn with sections of narrative provided 
to support the interpretation.

Rationale for skill-mix
Views on the rationale for skill-mix cen-
tred on its potential to increase access to 
care and efficiency of services, in contrast, 
more public service views focused on meet-
ing the health needs of the population:

‘People are living longer and are keeping 
their teeth, there must be much more work... 
it means he can do the difficult stuff and the 
others [therapists] can take the easy stuff off 
his [the dentist] hands.’ (Eric, 69)

Some public service views acknowledged 
that a reduction in cost might become a 
determining factor:

‘I should say it’s all down to money 
really. It usually is. It certainly was in my 
line of work. Even if something is a good 
idea for another reason but happens to 
cost less, it’s usually the fact that it costs 
less that becomes the important thing.’ 
(Margaret, 53)

More cynical consumerist views also cen-
tred on skill-mix’s potential to cut costs:

‘It’s like all the NHS – it’s on bankruptcy 
isn’t it? And they’ve got to cut corners 
somewhere by doing it this way. I’ve no 
qualms about it really, but it’s doing it on 
the cheap really, isn’t it?’ (Gary, 61)

Despite positive experiences of being 
treated by therapists, some suspected 
that employing them was mainly a  
business decision:

‘If I were a dentist and I had a practice 
and I was private and I couldn’t afford to 

employ all dentists because the costs would 
be too much, I would have to get something 
that’s cost-effective.’ (Ernest, 73)

While a spectrum between consumer-
ist and public service approaches emerged 
from the narratives, there were also echoes 
of hierarchy of care with therapists being 
seen as employed to do the ‘easy stuff’ and 
perhaps not being accorded the same pro-
fessional status as that of a dentist.

Team hierarchy
Many considered it important to have a 
dentist who is trusted as the head of a team.

‘...they are a team... He’s responsible 
for the whole team. As I say, if he recom-
mends it then I would trust his judgement... 
Knowing somebody who you trust oversee-
ing it all is really important.’ (Peter, 45)

More extreme views within a particu-
larly public service perspective saw little 
need for a hierarchy:

‘... because I know she can do what I 
need without me having to go to see the 
dentist, you know, I can get to see them 
[the therapist] dead quickly, but I’d have to 
wait ages to see the dentist; they’re always 
right busy.’ (Linda, 35)

Whereas, more consumerist views tended 
to emphasise the importance of the dentist 
as a head of the team, preferring them to 
oversee treatment:

‘Why have a dentist with the qualifica-
tions and the years of training and then go 
to have somebody else who isn’t up there 
with them on a par really?’ (Mary, 51)

In the same interview, this participant 
reported satisfaction with the care she had 
received and the technical competence of 
the therapist, highlighting the ambivalence 
of people’s views:

‘The hygienist [therapist] is the same 
really; she’s really nice and chatty and also 
is careful with my gums – really grateful 
about that and it makes me happy to go 
back.’ (Mary, 51)

Importance of choice and cost
Varying perspectives emerged concern-
ing the importance of choice in relation 
to treatment provision and the cost if care 
is delegated to a therapist. Although sat-
isfied with the care she had received, this 
participant took a consumerist approach 
to the right to choose clinicians:

‘I think you ought to be given the 
choice... you might be quite happy to go 

to the hygienist [therapist] and have it 
done if it means that you can get a quicker 
appointment and it might be cheaper.’ 
(Chrissie, 37)

In different circumstances the same 
participant saw the right to choose as 
something to be earned, exhibiting a meri-
tocratic stance:

‘Well, you know, if it means that people 
who can’t afford to pay get to be treated, 
even if it’s just like, you know, a therapist, 
well so what? Better something than noth-
ing and if they can’t pay, should they have 
a choice? I don’t know.’ (Chrissie, 37)

Other consumerist views saw skill-mix 
as an opportunity to create a scale of fees:

‘I think you should pay proportionately 
to what skills are being used’. (Ernest, 73)

Many had not thought about issues of 
cost as they did not associate NHS charges 
with the treatment provided or the clini-
cian providing the treatment. However, 
on further reflection, some questioned the 
logic of the current charging system:

‘I would think that most people would 
expect to pay less of a charge for the same 
treatment... [pause] I don’t know though 
because it might take the same amount of 
time – they’re using the same equipment, 
same chemicals, so costs are the same... 
the therapist’s time might be less, so I 
would expect to pay a little less.’ (Gary, 61)

Strong public service views of dentistry 
were associated with a willingness to pay 
the same for treatment, whether provided 
by a dentist or a therapist in a NHS or 
private system:

‘That’s how it is. They’re just doing the 
same job. If there was anything wrong 
she’d have to consult the dentist and he’d 
come and see and do whatever. That’s okay 
with me [pause] I don’t see anything wrong 
with it at all.’ (Dennis, 57)

Despite high levels of satisfaction with 
care, consumerist perspectives saw choice 
of clinician and the costs of care as key 
issues in skill-mix use. In contrast, pub-
lic service perspectives appeared to accept 
a team approach and associated charges 
with the procedure rather than the clini-
cian performing it.

Trust and familiarity
The second key theme that appeared fun-
damental in the acceptability of skill-mix 
was trust and familiarity in the dental 
practice and team. This theme contained 
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four dimensions that appeared to impact on 
(affective behaviour and communication; 
continuity of care), or were influenced by 
(awareness of therapists; experience over 
qualification) trust and familiarity (Fig. 1).

Affective behaviour and 
communication

One  key factor in participants’ trust in 
the dental team was the team’s affec-
tive behaviour and communication. 
Where affective behaviour and commu-
nication were reported as being good, 
this appeared to build trust in the dental 
team, but where there was a perception of 
poor affective behaviour and communica-
tion, trust could be undermined (Fig. 1). 
Acceptance of delegation to therapists was 
related to trust in the dentist and based on  
experiences of care:

‘When I went to [this] dentist, it was a 
different world… when I got there, there 
were people who were interested in what 
was going on, they talked me through 
treatments they were going to give to me, 
they told me exactly what they were going 
to do step-by-step, they kept checking that 
I was ok, that I was happy with everything. 
I found it very reassuring.’ (Peter, 45)

Nonetheless, there was initial ambiva-
lence to being treated by therapists if 
the rationale of skill-mix had not been 
communicated:

‘Had he explained what the therapist 
did and how this affected the health of my 
teeth and gums etc, then I would have been 
more attentive and more prepared to accept 
what she said to me.’ (Peter, 45)

Similar concerns were expressed where 
there was a high level of trust in the den-
tist and the patient had paid privately for 
treatment:

‘Well I just thought it was all part of 
the same process of when you went for 
your check-up and it wasn’t until I came to 
pay for it and I had to pay for both things 
that I realised it wasn’t, which was a bit 
misleading because you had to pay another 
£25 for your hygienist [therapist], so going 
to the dentist was like a 50 quid outing.’ 
(Chrissie, 37)

Despite being happy with care provided 
by therapists now, some reported negative 
experiences of being treated by hygienists 
or therapists, which appeared to emerge 
from a lack of communication both before 
and during an appointment:

‘I mean, she used to just get on with it 
as if I was just another person she had to 
get through. She never had a nurse either 
so she was having to do it all herself really 
and there was water everywhere and some-
times it was difficult to tell her you needed 
a break or owt (sic), but she hardly ever 
spoke – not sure she was happy to be  
honest.’ (Gary, 61)

Some emphasised the importance of 
communicating the rationale for delegat-
ing care and therapists’ training, demon-
strating a more consumerist perspective:

‘I think there should definitely be 
boundaries and you’ve got to know these 
boundaries, you know? They should tell 
you, as a customer, you’re not going to 
know these boundaries because you can’t 
know the profession and you don’t know 
what they can or can’t do. Looking back, 
it could have been [explained] better, if he 
told me the reason why I was going to see 
the therapist. I mean, I now know why – 
and she has been right helpful in improv-
ing my gums and keeping my teeth clean...’ 
(Mary, 51)

One  suggestion was that therapists 
should be introduced to patients at the 
time that care is delegated and their remit 
and training should be explained by the 
dentist. One particularly collectivist par-
ticipant had a very trusting, radical sug-
gestion of how to approach this:

‘I think it might help if they [therapists] 
actually do the consultation, you know, the 
check-up ... they would have more time to 
explain who they were and what they can 
do.’ (Linda, 35)

It appears that where trust exists, a brief 
communication with patients about thera-
pists’ remit can be sufficiently reassuring 
to make skill-mix more acceptable:

‘Well, he just said that he now has some-
body working for him who specialised in 
the hygienist side of dentistry, so did I 
fancy going? I said yes.’ (Margaret, 53)

Continuity of care
The other main factor influencing trust in 
the dental team was continuity of care. 
Although it was recognised that there can be 
a higher turnover of therapists, continuity of 
care from a dentist appeared to be critical in 
the acceptability of using skill-mix:

‘The great thing for me at X practice is 
that it’s all under the same roof and I know 
the faces there. Although the hygienist or 

therapist has changed over the years, Mr 
D is always there, so that’s okay.’

This was in contrast to a past experience:
‘I didn’t know the dentist at Y, they 

kept changing, and I didn’t know anything 
about hygienists, and when he said, ‘oh, by 
the way, before you leave have a word with 
the hygienist’ I thought who the hell’s the 
hygienist?’ (Peter, 45)

Reported bad experiences of dentistry 
appeared to lead to importance being 
placed on continuity of care (alongside 
affective behaviour) in establishing trust:

‘I think that’s how it should be when-
ever you go. Yes, seeing the same people, 
a stable staff, is really important for me. 
I don’t know whether other people think 
the same... I think anyone’s who’s had a 
bad time at the dentist in the past is really 
keen to hang on to a dentist they like and 
is good.’ (Edith, 59)

Trust in and continuity of care with 
a particular dentist could determine the 
practice attended, despite positive views 
being held about the practice’s therapist:

‘I mean at my practice I think there’s 
[only my dentist] that’s actually English 
– everyone is foreign... It’s not that they’re 
not English or British or whatever, I don’t 
have a problem with that at all, it’s cos 
you can’t talk to them, which is useless if 
you’ve got a problem and they don’t stay 
long, it seems to be like one in and one out 
all the time... I like to know who I’m see-
ing, if I couldn’t see Mr Z, I would leave.’ 
(Chrissie, 37)

Awareness of therapists
Overall, there was low awareness of dental 
therapists, illustrated by participants fre-
quently referring to therapists as hygien-
ists. Participants were unable to recount 
the dentist explaining the roles and train-
ing of a therapist:

‘Well, I don’t know, I thought she was 
a dentist, I didn’t realise she was a thera-
pist... I thought she was just like his, you 
know, young dentist he had set on, but no, 
I was impressed’. (Ernest, 73)

Trust in the dental team appeared to fill 
any knowledge gap and reduce the need 
to ask questions about therapists’ training 
when their care was delegated:

‘As I say, when the circumstance arose it 
was authorised by the dentist so I accepted 
that. With him knowing the person, know-
ing about the training she’d undertaken, 
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if he was happy for her [the therapist] to 
do it, then that was good enough for me.’ 
(Edith, 59)

Participants who had received extensive 
treatment from therapists were unaware of 
their training and permitted duties:

‘To be honest, I don’t know much about 
them. Are they just a nurse with extra 
training? I don’t really know anything 
about them, which is a bit bad when you 
think she treats me regularly.’ (Mary, 51)

Others presumed that therapists were 
‘specialists’ in the treatment of children:

‘No, he just refers them [the participant’s 
children] straight through cos (sic) I think 
she’s the one that deals with the kids more 
when they’re having fillings and things. I 
don’t think the dentists do that so much, 
and I think she is specialised in treating 
children, I think that’s right.’ (Linda 35)

A participant, who had healthcare work-
ers in her family and insight into the train-
ing of healthcare professionals, admitted 
a lack of awareness, which, on reflection, 
she found disconcerting:

‘I just thought they were just another 
dentist... maybe that was quite naive.’ 
(Jenny, 38)

Whilst for others, trust in the referring 
dentist was the most important factor and 
relinquished the necessity to worry about 
who was providing care:

‘Oh yes, she’s some qualifications up in 
the surgery, what she’s got – you know, this, 
that and the other, I don’t really take much 
notice... I mean that’s just me, taking the 
dentist on trust again isn’t it?’ (Dennis, 57)

Experience over qualifications
Regardless of the level of awareness of 
therapists as a professional group, for 
some people trust in the referring dentist, 
and experience of being treated by them, 
appeared more important than any quali-
fications they might have:

‘If somebody is doing a job, you’re not 
bothered who they are, it’s not quali-
fication, it’s ‘can they do the job?’ that 
matters – you can have a string of qualifi-
cations and be rubbish.’ (Ernest, 73)

Initially more negative views toward 
skill-mix were positively influenced by 
experiences:

‘I just went with it as it was recom-
mended by the dentist, but I did feel that 
it might be a waste of time and unneces-
sary. But that’s in the deepest, darkest past 

now... with all the treatment I’ve had, it’s 
absolutely great now.’ (Peter, 45)

Similarly:
‘…as long as she’s competent, that’s all 

that matters... in the end, does it really 
matter if they know what they’re doing and 
they get the job done?’ (Chrissie, 37)

Where preferences of only seeing the 
dentist existed, they appeared to be linked 
to anxiety about the unknown. Trust was a 
factor that enabled their agreement to see 
the therapists. Positive experiences when 
being treated by the therapist appeared to 
change views:

‘Yeah, it changed my whole outlook on 
it definitely. I was a little bit taken by sur-
prise but I accepted it – I let her get on 
with it, I had no bad feelings about it and 
she did a good job and I wouldn’t have any 
qualms about having my children go see 
them now, I don’t think, back in the 60s, 
when my kids were small, I would have 
been a little more apprehensive, I think. 
But not now, I think having experienced 
that it wouldn’t worry me.’ (Gary, 61)

DISCUSSION
To our knowledge, this is the first study to 
explore the views and experiences of adult 
patients, and parents of child patients, who 
had their care delegated to therapists. 
Overall, these participants reported posi-
tive experiences of either themselves or 
their children being treated by them. These 
findings complement and are consistent 
with existing quantitative patient satis-
faction data, which suggest that patients 
treated by therapists are at least as satis-
fied with their care as they are with den-
tists.11,15 However, the findings corroborate 
concerns from general healthcare that 
reports of high levels of patient satisfac-
tion identified in surveys can mask areas 
of concern.18–21 Using qualitative research 
has enabled deeper exploration of patients’ 
experiences, identifying what matters to 
patients when their care is delegated.

The perception of the nature of dental 
services was found to be important in our 
earlier study of adults who had not been 
treated by therapists. Collectivist, public 
sector views of dentistry tended to be more 
supportive of the idea of skill-mix than 
more consumerist, private service perspec-
tives.14 However, these data suggest that a 
consumerist stance does not preclude the 
use of skill-mix. Dental teams considering 

its use should be conscious that such per-
spectives may see the adoption of skill-mix 
as an opportunity for financial gain or cost 
saving. Consequently, a brief explanation 
of the rationale would be wise. In addi-
tion, reassurances of the training, permit-
ted duties and requirements of supervision 
would appear necessary.

Although the most collectivist views saw 
no need for a dentist to diagnose and pre-
scribe treatment, a team hierarchy was seen 
as important, with reassurance provided by 
a dentist (whom they trusted) overseeing 
treatment and ideally working in the same 
building. These findings have implications 
for current UK debates concerning thera-
pists being permitted to work without indi-
rect supervision (where a dentist diagnoses, 
treatment plans but does not evaluate all 
patients)31 in independent practices, as they 
do in other parts of the world.

An important finding of this research 
was how trust and familiarity in the den-
tist and team delegating care to therapists 
was critical in patients’ views of skill-mix. 
It appears that such trust and familiarity 
is built on the affective behaviour, com-
munication of the team and the continuity 
of care. The importance of these factors is 
perhaps unsurprising given that they have 
been previously identified as determinants 
of patient satisfaction in general health-
care18 and dentistry32 and patients’ percep-
tions of the ideal dentist.33,34 Participants 
described their dentists as having a ‘good 
chairside manner’ and the whole team tak-
ing an interest in their well-being. These 
data support the continued emphasis of 
communication skills in undergraduate 
and postgraduate teaching and training 
and the importance of patient-centred 
approach in practice.

Patients’ trust in clinicians should not 
be underestimated or abused. For these 
people, the high levels of trust in refer-
ring dentists meant that patients accepted 
referrals to a clinician about whom they 
knew very little in terms of their train-
ing and permitted duties. Clearly this has 
implications for ethical practice when 
skill-mix is being used, particularly relat-
ing to the imperative of valid consent in 
team working.35

Strong views were held on the continuity 
of care; some participants would move prac-
tices if their dentists left. Turnover of dentists 
and other team members will undermine 
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continuity of care and therefore trust. It is 
worth noting that the only negative expe-
riences reported by participants were from 
practices where staff turnover was perceived 
to be high and communication poor. Not 
only should dental care providers monitor 
staff turnover, it may be a useful indicator 
for contract quality monitoring.

Statistical generalisations cannot be 
inferred from qualitative research; however, 
conceptual generalisations can be made. 
Consequently, the key themes identified 
are likely to be present among patients in 
other areas of the country, but a larger study 
would be needed to quantify the extent to 
which these views are held. Practices were 
asked to identify those who declined to see 
a therapist after an initial visit, but none 
were able to identify a patient willing to be 
interviewed. Thus the universally positive 
experiences of being treated by therapists 
are likely to be a consequence of recruiting 
patients being treated by them rather than 
those who declined. Research ethics and 
the study protocol did not permit follow-
up of potential participants who initially 
declined involvement. Any future research 
should aim to include such patients’ views. 
Interestingly, the referring dentists in these 
practices cited complaints of discomfort dur-
ing scaling as the main reason for patients 
declining further referrals to the therapist.

A second concern was the similarity of 
the practices that participated. Given the 
lack of incentives of using skill-mix in 
the current NHS contract, those employ-
ing it are unlikely to be typical. Moreover, 
there was a sense from the data and from 
direct contact with the dentists that the 
practices had a particularly patient-cen-
tred approach. Nonetheless, qualitative 
methods were able to identify areas for 
improvement in the process of delegation, 
particularly in the communication of its 
rationale and the training and permitted 
duties of therapists.

CONCLUSION
This study of adult patients and parents of 
child patients, who held positive views of 
being treated by therapists, indicates that 
care can be delegated acceptably in many 
cases. Trust in, and familiarity with, the den-
tal team appeared to be critical, with trust 
seemingly determined by affective behav-
iour, communication and continuity of care. 
These findings have profound implications 
for skill-mix use where staff turnover is high 
as familiarity, continuity of care and, there-
fore, trust may be compromised.
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