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No other option

Sir, it is with profound regret that I have 
recently given notice that I wish to withdraw 
my practice from the Dental Reform 
Programme as of 31 March 2018.

I became aware in 2009/10 of the work 
being developed by Professor Steele to 
reform NHS dental care taking a more 
preventive approach using pathways 
of care which followed an Oral Health 
Assessment. I was keen to volunteer our 
services as we may finally be able to get 
to the stage where we could practice the 
NHS dentistry we were trained to provide 
after some 25 years in practice.

We could throw off the shackles of the 
atrocious UDA contract which has been 
unfair to patients and clinicians alike since 
2006. We could take the time to tailor-
make the treatment plan and advice for 
each patient taking them along a pathway 
which would provide appropriate care at 
the proper time. We thought we could 
contribute and share our experiences for 
the greater good.

The reasons for the decision to 
withdraw are threefold:

From the outset, it was made clear to 
us that maintaining patient numbers was 
imperative and we were issued a target 
which had no negotiation and no practical 
way of verifying the numbers. In 2015 the 
patient targets were recalculated which 
further increased the number of patients we 
were to care for. We have struggled to meet 
these targets since the outset resulting in 
claw-backs of some £30,000. In March 2017 
we did finally exceed our access target by 
taking on an extra dentist, however, another 
dentist taking seven and a half months 
for maternity leave left us struggling to 
maintain patient numbers again.

We were making a difference in the 
first two years of piloting, more people 
were taking responsibility for their dental 
care, improving their periodontal health, 
smoking cessation, alcohol awareness in 
unprecedented numbers. We were able to 
alter the skill mix of our practice to suit 
the needs of the patient base and also take 
the time to re-evaluate and reinforce the 
necessary messages required. If this trend 
was to continue, reduction in treatment 
needs would be inevitable but instead, 

they needed to be seen more regularly 
for Interim Care Management visits. This 
has resulted in further clogging up of our 
appointment books.

The reintroduction of the UDA flies in 
the face of the initial aims of the reforms 
as treatment targets contradict those 
based on prevention. This is a retrograde 
step and despite the denigration of the 
UDA, the Contract Reform Programme 
could not find the imagination even to 
call it by another name. I understand the 
constraints of maintaining the existing 
charging system for the moment, but 
the novel ideas like those introduced by 
Professor Steele seem to be in short supply 
and the Contract Reform Programme 
seem to have become lazy in their 
development responsibilities opting for 
the easy old fashioned choices.

The UDA is an abomination – it is 
unfair for patients and unfair for the 
clinicians delivering their care. The 
main driver for reforming the dental 
contract was to find an alternative. The 
Department of Health and NHS England 
refuse to take the leap of faith required 
which if properly designed would deliver 
21st century dental care rather than the 
‘drill and fill’ ethos of the past. It really 
is quite simple – if we provide a more 
preventive approach, we will no longer 
have to drill and fill.

‘No new money’ and ‘no drop in patient 
numbers tolerated’ were the straplines 
from the Contract Reform Programme. 
We were expected to do more work on 
the same number of people for the same 
money – something has to give.

Opening longer hours and changing the 
‘skill-mix’ were suggested as solutions but 
this means additional expenditure by the 
practice in manpower and running costs.

Failure to meet targets resulting in 
clawbacks and further loss of contract six 
months into the following financial year 

will destabilise a practice. On top of the 
derisory annual uplifts, there is very little 
left to meet unforeseen needs should a 
major item of plant or surgery equipment 
need replacing. All the targeting seems 
to be designed to reduce contract profit 
year on year and yet the onus to make 
the reform work financially, is on the 
participants. As a small business, we must 
make a profit to operate.

We were told at the outset of the Pilots 
that we would not be worse off by taking 
part in the programme – this was clearly 
untrue. In order to achieve the targets set 
in patient numbers and UDAs, we have 
had to employ an additional part-time 
dentist at significant cost. Apparently, this 
is the same story for most of the practices 
which are achieving their targets and it is 
wholly unacceptable.

The initial evaluation reports of the 
Prototypes suggest that the Phase 3 
entrants are doing better as they are 
not losing access. But they were given 
notice that they could increase their 
patient numbers before embarking on 
the contract reform journey. You cannot 
compare Pilot and UDA Prototype 
practices in this way. One Phase 3 owner 
told me that their access was 104% and 
their activity was 119% in the first year 
– what exactly are they doing differently 
from when they were on the UDA 
contract? So, they are a success? 

The Government and its health 
ministers seem to be more concerned 
with Brexit and their political survival 
than improving the health of the nation. 
Increasing access without further 
investment will not lead to reforming 
the dental contract and will drive more 
dentists into the private sector thus 
reducing that access.

The dental profession and our patients 
need the reforms to be relevant, robust 
and something they can embrace. Nothing 
I have seen or heard over the last year 
convinces me that this will ever happen.

I remain committed to support the 
reformation of a dental contract which is 
fair to patients and fair to the clinicians 
who provide their dental care.

J Hendron, Leeds ◆

LETTER TO THE EDITOR

‘ The UDA is an abomination 
– it is unfair for patients 
and unfair for the clinicians 
delivering their care.’
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Th e results of the most recent Practice Goodwill survey have just 
been released by Th e National Association of Specialist Dental 
Accountants and Lawyers (NASDAL). Th e sales market is still in 
robust form with NHS practices still commanding high values even 
though Private and Mixed practices may have seen a small fall back 
in terms of deals done. 

Valuations have continued to bounce back with an average 
goodwill value of 153% of gross fees – up from 146% in the 
previous quarter. 

Th e UK has shown a mixed picture in this quarter. Ajay Patel, 
partner at Elan & Co LLP in London commented: ‘Dental practice 
acquisition and disposal remains buoyant in London and the South 

East, despite the gloom and doom predictions for 
the new contract, increase in borrowing costs 

and capping of NHS pay. With high values 
I see high gearing and an over optimistic 

view by acquirers in their own 
ability to develop and grow the 
practice. 

‘Many acquirers do 
insuffi  cient fi nancial 
due diligence work 

only to fi nd that they are burdened with a practice in which most 
of their income goes towards servicing loans and reinvestment. 
High acquisition costs demand that any potential acquirer should 
consider carefully all fi nancial aspects not only for the acquisition 
but also some years aft er acquisition.’

In Scotland, Cliff  Fleming, partner at Condie & Co Chartered 
Accountants based in Fife said: ‘When it boils down to it, on 
average, valuations are some 23% higher than the average sale deal 
and I would say this is borne out by our experience in Scotland. 
Having said that, the deals done in Scotland do not appear, in my 
experience, to be so erratic and variable with most NHS dominant 
practices dealing at £1.15 to £1.25 /Gross Fees.’

Alan Suggett, specialist dental accountant and partner in UNW 
LLP who compiles the goodwill survey, added: ‘Th e practice sales 
market continues to achieve record highs and this shows no signs of 
changing – in the short-term at least.’

Th e goodwill fi gures are collated from accountant and lawyer 
members of NASDAL on a quarterly basis in order to give a useful 
guide to the practice sales market. Th ese fi gures relate to the quarter 
ending 31 October 2017.

NASDAL reminds all that as with any averages, these statistics 
should be treated as a guideline only. ◆

Practice Goodwill Survey – NHS practice values remain high
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BDA announces new Scotland Director Free up regulators to 
do their job better

BOOK REVIEW

In a nutshell 
Th is handy 200 page paperback is 
written in plain English and therefore 
is extremely easy to read, digest and 
is packed with practical development 
and exercises. Manning avers that new 
managers will not be given forever to 
prove themselves; however the prepared 
manager will be up and running quickly. 
Most managers share the same worries 
and reservations. Th is book undoubtedly 
will assist in addressing these issues.

Who is it ideal for?
Th is book is unequivocally pitched at 
all those who have recently started in a 
managerial role. As Manning states in her 
introduction: ‘Th is book is written for 
new managers who want, need or wish 
to change their outcomes; for those who 
want a diff erent ending to their story; 
for those who want to make the ‘Step-
Up’ to something new, more exciting 
and rewarding’. However she extends 
the remit of the book by adding ‘It is for 

those who want or are required to step-
up their performance in preparation for 
a new role, promotion, or even enhance 
their performance within their current 
role, and those who are ready to make 
changes to their skill set, their behaviour 
and their attitude’. But it’s also a suitable 
and useful tool for those who simply 
want to refresh their managerial skill set.

Why you should read it?
Th is book really covers all the bases 
in discussing what makes for eff ective 
leadership. It gives a vital description of 
the diff erent types of managers and their 
respective styles, of which at least one is 
undesirable (the disengaged manager). 
Couching everything in her ‘Step-Up’ 
branding, Manning talks about a Step-
Up mindset which is predicated on three 
essential attributes: attitude, behaviour 
and skill set. Th is mindset underpins 
much of the rest of her treatise. But she 
also looks carefully at the team and how 
to give feedback, task management, goal 
setting and a fi nal useful chapter on time 
management which includes managing 
time stealers. As Manning wisely 
observes, ‘the Step-Up mindset asks you 
to be aware of your environment and 
how you choose to react to it’. Her clever 
book is therefore a practical guide to 
successful management techniques. ◆

The step-up mindset for 
new managers
Margo Manning
Panoma Press, 2016
ISBN: 978-1-784520-91-5
£14.99

The step-up mindset for new managers
those who want or are required to step-
up their performance in preparation for 
a new role, promotion, or even enhance 
their performance within their current 
role, and those who are ready to make 
changes to their skill set, their behaviour 
and their attitude’. But it’s also a suitable 
and useful tool for those who simply 
want to refresh their managerial skill set.

For more about these books: www.bda.org/booknews

Th e British Dental Association has announced Phil Grigor as its 
new Scotland Director.

Phil joins the BDA from the University of the West of Scotland, 
where he served as Head of Strategic Planning. He will take up his role on 12 February 2018.

A former academic, Phil has worked extensively in policy for the Scottish Health 
Department, NHS in Scotland and at Audit Scotland, where he served for 10 years 
managing a range of projects on national and local level including transport, health 
inequalities and education. 

Phil said:  ‘I am proud to be joining the BDA as its new Scotland Director. We face funding 
shortfalls, low morale and oral health inequalities. However, with the Scottish Government’s 
oral health improvement plan due to be published, this is also a time where we can really look 
to shape future oral health policy. I am determined to give our members the strongest possible 
voice at Holyrood, and to help to ensure all Scots can enjoy eff ective oral health.’ ◆

Th e GDC and other regulators of 
healthcare professionals, need to 
be given greater fl exibility so they 
can become more effi  cient and 
responsive to the changing regulatory 
environment, the Dental Defence 
Union (DDU) has said.

Responding to the Department of 
Health consultation on Promoting 
Professionalism, reforming regulation 
the DDU said regulatory reform has been 
talked about for far too long and that 
action was needed now to reduce the time, 
stress and cost of regulatory procedures.

John Makin, head of the DDU, said: 
‘Th e Department of Health’s consultation 
on reforming regulation provides a great 
opportunity to modernise the system 
of regulation. We have responded on 
our members’ behalf to point out that 
regulators such as the GDC urgently 
need to be freed from outdated legal 
structures that impede reform and 
modernisation. Th is would allow the 
GDC to continue to make the changes 
needed urgently to introduce a more 
proportionate system of regulation.

‘While the regulators have limited 
infl uence over the number of 
complaints they receive, they know 
they can do a lot to investigate cases 
more swift ly and fairly. For example, 
the DDU believes it is in members’ 
interests for the GDC to be given 
powers to further reduce the number 
of unnecessary, stressful and costly 
fi tness to practice hearings.

‘Th ere should be safeguards to 
ensure regulators use any new powers 
appropriately and that registrants are 
treated in a fair and transparent manner, 
but it is possible to achieve this by 
incorporating such requirements into 
the new legal structure.’

On the question of whether the 
healthcare regulators should be 
merged, the DDU said there was 
defi nitely scope for closer working 
relationships between the regulators to 
achieve effi  ciency and cost savings but 
further analysis was needed before any 
major structural changes were made. ◆
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BOOK REVIEW

In a nutshell
For anyone unaware of the nature of 
the ever-more popular phenomenon 
of mindfulness, they need only refer to 
Zen Buddhism to appreciate how close 
as a secular cousin it is to its much 
older spiritual relation. At the heart of 
both is the ability to meditate to a level 
where the distractions of contemporary 
civilisation are slowly but inexorably 
evaporated so as to facilitate clearer 
thinking and self-awareness. The entire 
rationale behind this 200 page paperback 
is, in essence, that the effectiveness 
of a leader is predicated on their self-

awareness. The more self-aware they are, 
the more substantial is their ability to lead 
successfully. Th is in turn facilitates success 
within the whole team and ultimately the 
organisation in which they operate. 

Who is it ideal for?
Leadership consultant Michael Bunting 
explores the many collateral benefits of 
adopting a mindful approach to business. 
The book offers a concise guide for 
those seeking self-aware leadership and 
provides a practical template for leaders 
intent on developing deeper levels of self-
awareness, wellbeing and effectiveness 
in the workplace. It also gives them the 
opportunity to improve their leadership 
skills, learning real workplace skills 
courtesy of the many practical aspects of 
mindfulness. In addition, they also learn 
about the neuroscience links between 
mindfulness and great leadership. Thus, 
The Mindful Leader is the ideal guide 
for those serious about embarking on 
effective, sustainable leadership.

Why you should read it
In order to impart this underlying 
message, the book off ers concrete examples 
of mindfulness leading to successful 
leadership, through interviews and 
research. Beyond the rather utopian-
sounding theory lie some genuine, 
pragmatic benefi ts. In practical terms, 
this mindfulness-led self-awareness will 
facilitate tangible benefi ts such as the 
notion of taking 200% accountability. In 
this model, the leader takes 100% and their 
staff  takes the other 100%. So there’s a quid 
pro quo which automatically democratises 
the responsibility of the success (or failure) 
of the company. Another example of the 
practical benefi ts of mindfulness is related 
by Konica Minolta CEO David Cooke, 
who’s quoted as revealing how he actively 
welcomes (staff ) feedback, and the more 
challenging the better because as he puts it 
‘mindfulness helps you develop equanimity’ 
which results in a ‘psychological solid 
anchor’ thus preventing the feeling of 
being overwhelmed. ◆

The mindful leader
Michael Bunting
Wiley, 2016
ISBN: 978-0-730-32976-3
£14.00

The mindful leader

Th e BDA has condemned ministerial 
indiff erence as new statistics show the 
child tooth decay crisis continues to grow, 
with 170 multiple extractions performed 
under general anaesthetic on under-18s in 
English hospitals every day.

Analysis of offi  cial data by the Local 
Government Association (LGA) shows 
that 42,911 extractions of multiple teeth 
in under-18s took place in England in 
2016/17, costing the NHS £36.2 million – a 
17% increase on the 36,833 procedures in 
2012/13. Th ese operations have cost the 
service £165 million since 2012.

Dentist leaders have lambasted the 
short-sighted approach of Ministers in 
England towards tooth decay – which 
remains the number one reason for 
hospital admissions among children. Th ey 
have argued that England is now receiving 
a second class service, and unlike Wales 
and Scotland has no dedicated national 
child oral health programme. 

The government’s centrepiece policy 
Starting Well, aimed at improving 
oral health outcomes for ‘high risk’ 
children, has no new funding attached, 

and is operating in parts of just 13 local 
authorities in England. Activities in 
London are thought to cover just three 
wards in the Borough of Ealing. 

Th e BDA has insisted that national 
authorities must provide resources to enable 
all children in England to benefi t. It has 
long advocated the Scottish programme 
Childsmile as a potential model for 
England, a national eff ort in nurseries and 
schools with both universal and targeted 
components that has already reduced 
the bill for dental treatment costs by £5 
million a year. Th e BDA has also called for a 
proportion of the sugar levy to be earmarked 
for oral health initiatives. 

BDA Chair Mick Armstrong said: ‘Th ese 
statistics are a badge of dishonour for health 
ministers, who have failed to confront a 
wholly preventable disease.

 ‘Tooth decay is the number one 
reason for child hospital admissions, but 
communities across England have been left  
hamstrung without resources or leadership.
 ‘Th is short-sightedness means just a few 
thousand children stand to benefi t from 
policies that need to be reaching millions.’◆

Child decay stats ‘badge of dishonour for ministers’, say dentists
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The death of 

‘ And it’s de-skilling dentistry. 
One of the many worries the 
BDA has of the NHS proposals 
for a three tier ability system 
is that at the entry level, it’s 
simply a production line.’

Alison Lockyer 
PEC member

Health Education England 
(HEE), through the Committee 
of Postgraduate Dental Deans 
and Directors (COPDEND), 

is  currently conducting, at great haste, a 
review of the current workforce and the way 
training is delivered for dentists and the 
dental team in England. 

I’ve never had a problem with sums, but 
this exercise just doesn’t add up.

� e Department of Health in England 
want – surprise, surprise – more for less, and 
having encouraged an over-supply of dentists 
leading to a race to the bottom for the 
lowest UDA value to secure a job, the next 
step appears to be to produce a basic dental 
workforce in three years (so cheaper to train) 
who they plan will work for considerably less 
money than current associates.

� e BDA exists for its members, many of 
whom are GDPs, but also for teachers and 
researchers in UK dental schools, who, having 
accepted cuts and forced ‘e�  ciency savings’, 
now fear for the future of the BDS programme 
and the viability of their institutions.

Dental schools educate dentists via a 
five year degree course; hygiene/therapy 
schools train vital members of the dental 
team, but they’re not interchangeable. You 
can’t grow one from the other like grafting 
a plant species.

Can they train together? Sure they can – 
there are great bene� ts to be derived, not the 
least of which is that the universities with 
dental schools can make ends meet, but that’s 
not the agenda: the apparent dream is for 
‘more of the workforce being speedily trained 
to only do the basic NHS tier 1 dentistry. 
In fact, you could describe it as an NHS 
workers’/clinicians’ factory.

Do the patients want this? Well, the lay 
members in this consultation are yet to be 

told why it’ll give them better dental care.
Do those who apply for dental therapy want 

to be dentists? Wouldn’t they’d have gone to a 
dental school if that was their career choice?

Do dental students want to be therapists? 
Err, no, otherwise they’d have applied to a 
hygienist/therapist course.

Do parents want to fund a three-year 
course to have their child come out at the 
other end with job prospects largely limited 
to being employed and at a fraction of what 
a dentist can earn? Not very likely, they’ll be 
applying to schools anywhere but England, 
and the 11 institutions in England will wither.

I’m not a Luddite.

� e good quality applicants simply won’t 
want to do their training in England, and as 
graduates tend to stay where they train, so 
the patients will be getting only what NHSE 
is prepared to pay – as little as possible.

And it’s de-skilling dentistry. One of the 
many worries the BDA has of the NHS 
proposals for a three tier ability system 
is that at the entry level, it’s simply a 
production line.

So what is the BDA doing to challenge 
this unnecessary attempt to destroy our 
world class dental training?  Well, we’ve got 
representation on all � ve of the work stream 
groups, and we’re shouting, as loudly as 
we can, to slow down and to engage more 
meaningfully with those who would be 
a� ected most by these ideas.

� ere has been engagement – but, like 
the whole project, the attempts so far have 
been rushed, time-limited, and worst of all, it 
seems to be incredibly di�  cult to have direct 
‘dialogue’ where concerns can be raised 
and are also then properly addressed – for 
example that the apparent evidence-base for 
some of the assertions has been selective and 
in some instances plain wrong. 

And that is only the pre-registration 
training bit – and the project also looks at 
postgraduate training. 

For something so important, this approach 
is simply not appropriate. Full, timely, and 
well-thought-out two-way engagement is 
needed based on full evidence that has been 
reviewed properly to start with and provided 
in good time. Only then can discussion be 
encouraged; at the moment, it is simply 
sti� ed by the approach. ◆
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Ever since the financial crisis began 
in 2008, the recommendation 
has been capped at 1%. Yet every 
year the BDA gathers and submits 

evidence to the DDRB on what it believes 
is a fair uplift, and every year the DDRB 
recommends this is 1%. Groundhog Day 
comes to mind.

The remit of the DDRB is to collect 
evidence from those expecting pay awards 
and those that end up paying, and to judge 
the arguments, so that an independent 
body evaluate the evidence and make 
recommendations to the Governments of 
England, Scotland, Northern Ireland and Wales 
on pay uplifts for doctors and dentists. They 
also should take into account the effect of pay 

I’ve often heard the definition of 
insanity is doing the same thing  
over and over and expecting  
different results.

While the Oxford English Dictionary 
disagrees, it’s not a stretch of the 
imagination to understand how that 
definition has evolved over time. 
Perhaps the process of going insane 
involves someone playing at a slot 
machine for hours hoping their luck 
will change, only to find it never 
does. Again, that is unlikely, but the 
idea of banging your head against a 
brick wall and being surprised when 
there’s a massive egg-shaped lump 
on your skull is one the profession can 
probably relate to.

Same old brand new
By David Westgarth,
Editor, BDJ In Practice
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‘ The awards are generally not 
accepted by GDPC and there 
is normally a press release 
condemning the award as 
being insufficient, but that 
amounts to the totality of 
any opposition.’

on recruitment and retention and morale of 
the professions.

However, the DDRB also have within their 
remit a requirement to take into account the 
funds available to Health Departments as 
set out in Government expenditure limits. 
Every year they receive a remit letter from 
the Chief Secretary to the Treasury, on what 
that limitation is, which since 2008 has been 
either no pay rises or limited to 1% for public 
sector, and every year the DDRB report 
matches this request.

Does this feel truly independent? Th at 
question is one of the reasons why at the LDC 
Conference Eddie Crouch, vice chair of the 
BDA PEC, put forward a motion on behalf of 
Birmingham LDC that read: ‘Th is Conference 
believes that until the limits of the Treasury 
on Public Sector Pay are lift ed, there should 
be non-engagement with the DDRB which 
is clearly not independent. Instead, the BDA 
should negotiate directly with NHS England/
DH and ballot the workforce on the off er made 
from these negotiations’.

I asked Eddie why he put forward such 
a motion.

‘Part of the thinking behind the motion was 
to create a political statement on frustration 
with the DDRB, in that non-engagement would 
be an unprecedented move by the BDA’, he said. 
‘Th e motion said that the negotiations should 
be directly with those responsible for paying 
the bill, as other trade unions do regularly, 
and then present to their membership the 
outcome of those negotiations. Oft en in such 
circumstances, the union then ballots the 
membership on the off er, and react to the result 
of that ballot.

‘Currently the awards are generally not 
accepted by GDPC and there is normally a 
press release condemning the award as being 
insuffi  cient, but that about amounts to the 
totality of any opposition, and we then go 
into the cycle of engaging again with the same 
process that delivers almost identical outcomes 
the following year. As dentists we would be 
stupid to do this in clinical practice carrying 
out failed methods time and time again.’
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A decade of stagnation

* From 2015/16 the DDRB opted to leave the question of dental expenses for GDPs to negotiation. Rather than negotiating, however, the Department of 
Health simply applied a Retail Price Index (RPIx) uplift to the review board’s formula, producing an uplift figure higher than the recommendation.
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DDRB recommendation on pay Uplift received Notes

2000/01 3.3% 3.3%

2001/02 3.9% 3.9%

2002/03 3.6% 3.6%

2003/04 3.225% 3.225%

2004/05 2.9% 2.9%

2005/06 3.4% 3.4%

2006/07 3.0% 3.0%

2007/08 3.0% 3.0%
2.765% from April, remaining 
0.235% from November

2008/09 3.4% 3.4%

2009/10 0.21% 0.21%

2010/11 1.44% 0.9%

2011/12 0% 0.5%

2012/13 0% 0.5%

2013/14
1.49% in Scotland

0% England, Wales and Northern Ireland

1.5% England

1.5% Wales

2.51% Scotland

Northern Ireland 0.5% to the expenses 
element of the fee scale

For independent contractor GDPs 
in Scotland.

Designed to result in an increase of 
1% to net income after allowing 
for movement in expenses.

2014/15

1.80% in England

1.74% in Wales

1.71% in Scotland

1.76 in Northern Ireland

1.6%England

1.47% Wales

1.71% Scotland

1.76% Northern Ireland

Designed to result in an increase in 
net income of 1% after allowing 
for movement in expenses

2015/16* 1%

1.34% England

1.34% Wales

1.61% Scotland

0% Northern Ireland

2016/17 1%

0.7% England

1.1% Wales

1.13% Scotland

1.13% Northern Ireland

2017/18 1%

Wales 1.44%

England 1.14%

Northern Ireland yet to be announced

Scotland 2.25%

2018/19 Report to be published at the end of May 2018



‘ If the purpose of DDRB is to 
recommend, independently 
of Government, an uplift to 
dentists’ pay which recognises 
the increasing costs of dental 
practice, then no, it does not 
serve its purpose.’ ‘ I must admit to being pretty 

much disillusioned by the 
whole process. However, I do 
think we need to continue to 
engage in the hope that the 
strength of our evidence will 
be compelling.’

Engage or disengage?
One suspects even asking whether we should 
continue to engage with the DDRB or seek 
alternate ways could provide enough impetus 
to bring about change. Although as the 
Brexit Minister is fi nding out, empty threats 
only get you so far. To that end, is this a 
dangerous game?

‘Th e motion was formulated in a way, to 
ensure GDPC re-evaluated the engagement 
with a Review Body in regards to pay for 
dentists in general dental practice’, Eddie 
explained. ‘It is clear, even from within the 
DDRB report and other independent analysis 
of dentists pay, that signifi cant falls in income 
have occurred since the fi nancial crisis of 2008. 
Th e fi gures compiled by NHS Digital and 
previously the HSCIC, show drops of income 
of 20-30%, not by the BDA, by the NHS 
researchers themselves. Continued engagement 
with DDRB is clearly not delivering even the 
1% public sector pay rise, and in this respect we 
are not ‘all in this together’. 

‘Colleagues throughout LDCs and in my 
own LDC of Birmingham queried if there were 
alternative methods of GDPC engaging to 
prevent a catastrophic eff ect on general practice 
where such unprecedented drops in earnings, 
and profi ts made investment into patient 
care, a real safety issue. Every year the DDRB 
recommendations were exactly in line with 
what they were told to do by HM Government 
and the devolved nations – albeit Northern 
Ireland either do not get any increase in fees or 
extremely delayed implementation. Th ere is a 
breaking point approaching, and so it was time 
to have a serious debate on tactics.

‘Th ere are many in the profession that argue 
the DDRB process should continue as it leaves 
markers of the profession’s evidence of what 
is happening within dentistry. Regardless of 
this, we must take a look in the mirror and ask 
ourselves if this is still the best course of action.’

Serves its purpose
Whether you agree with Eddie’s assumption 
that the DDRB is ‘clearly not independent’ or 
otherwise, his point is a valid one. 

So does the remuneration body still serve 
its purpose? I asked those close to the process 
throughout the period of stagnation for 
their views.

Katrina Clarke, immediate past chair of 
the BDA Wales General Dental Practice 
Committee, believes the negotiations over 
the years have slowly eroded confi dence in 
the body.

Katrina said: ‘I believe the signifi cance of the 
committee has been eroded over the years due 
to the public sector pay restrictions. It states it 
cannot comment on expenses, only pay, but the 
two are intrinsically linked.

‘Each year we gather our evidence and 
submit it only to be told others have delays. 
Ultimately we know what the result is going 
to be.’

Peter Crooks, immediate past chair of 
the BDA Northern Ireland Dental Practice 
Committee (NI DPC), took a more defi nitive 
line.

‘If the purpose of DDRB is to recommend, 
independently of Government, an uplift  to 
dentists’ pay which recognises the increasing 
costs of dental practice, then no, it does not 
serve its purpose.

‘Since 2008 its recommendations on a 
percentage increase have been outstripped by 
both general infl ation and by dental infl ation 
and so, compounded over succeeding years, 
this has resulted in a decrease of net taxable 
income in the region of 30% for dentists in all 
the regions of the UK. Th is has contributed 
to a frightening decrease in the morale and 
motivation of GDPs throughout the UK 
and seen most starkly amongst dentists in 
Northern Ireland through the surveys BDA 
has carried out. 

‘But of course the DDRB is only one side 
of the coin; the other side is that the regional 
Departments of Health have to implement 
their recommendations. For example, in 
Northern Ireland, our Department didn’t 
accept the recommendation for 2015/16, 
didn’t implement it and this has resulted in a 
compounded lower increase ever since which 
has yet to be addressed.’

Henrik Overgaard-Nielsen, Chair of General 
Dental Practice, believes the DDRB’s focus has 
not been on its remit.

‘In my opinion DDRB has concentrated 
more on the funds available rather than 
the recruitment, retention and motivation 
of dentists.

‘In reaching its recommendations, the 
Review Body is to take into account the 
following considerations:
à the need to recruit, retain and motivate 

doctors and dentists
à regional/local variations in labour markets 

and their eff ects on the recruitment and 
retention of doctors and dentists

à the funds available to the Health 
Departments as set out in the Government’s 
Departmental Expenditure Limits

à the Government’s infl ation target and
à the overall strategy that the NHS should 

place patients at the heart of all it does 
and the mechanisms by which that is to 
be achieved.

‘With this in mind, the fi gures speak for 
themselves. We have had a 35% reduction 
in income over the last 10 years and the 
recruitment, retention and motivation is at an 
all-time low in our profession.’

Stick or twist
Like any bad relationship, every now and again 
you have to ask yourself what’s the alternative? 
Is the grass greener on the other side? Fair – 
and valid – questions.

In the DDRB’s case, the alternative is to 
talk directly to the Department of Health 
(DH) in England and national equivalents, a 
process already in motion when it comes to 
the expenses part of contract uplift . Henrik 
believes on this occasion the grass is 
not greener.

‘In my opinion we would get even less out of 
DH than we get from the DDRB’, he said. ‘We 
discuss the expenses part of our contract uplift  
every year with them and they have changed 
the infl ation measure from RPI to CPI. Guess 
which one is the lowest. 

‘For several years DH has also reduced 
the percentage uplift  in the equation that 
determines the amount we receive to pay 
to our staff . Even though the fi gures clearly 
state that we have increased payments to staff  
considerably more than 1%, DH changes this 
fi gure to 1% because of the pay cap on NHS 
staff . We point out that our nurses are not NHS 
staff  and they have no access to NHS pensions 
but they is not interested in the facts or our 
problems with recruitment and retention.
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‘In fact, the main reason for the 35% reduction in pay is due to our 
actual expenses not being refl ected in our contract uplift s, not due to 
the paltry 1% pay uplift s.’

Th e message was a similar one from a Welsh and Northern Irish 
perspective.

‘It may not be perfect, but unfortunately the only option would be 
direct negotiation with the Welsh Government and I feel dentistry 
is not large or strong enough to infl uence’, Katrina said. ‘It is hoped 
that the Welsh Government hold DDRB in some esteem and 
would respect their conclusions. I must admit to being pretty much 
disillusioned by the whole process. However, I do think we need to 
continue to engage in the hope that the strength of our evidence 
will be compelling.’

Peter added: ‘Despite what I have previously said about the 
process, yes, I believe we should continue to work with them 
because at the minute, they are our most eff ective support 
when we present our case for a more realistic uplift  to our 
Departments. 

In Scotland, dentists have fared a little better via direct 
discussion, at least in recent times. Whilst restricted to the 
same 1% DDRB pay uplift , negotiators were able to convince 
Scottish Government of the expenses burden such that 
a 2.25% increase in item of service fees and capitation 
payments was implemented and backdated to April 2017. 
But that was with a government willing to talk.  

Back in Northern Ireland, Peter continued:  ‘In their 
45th Annual Report, DDRB said: ‘Overall, we feel there is 
a continuing, though diminishing, case for 1% again this 
year…’. If the door which has been closed to a larger 
uplift  is starting to creak open, why would we walk 
away without trying to push it open further? Th e pay 
cap has already been lift ed for some in the public 
sector so I believe we should keep pressing our case 
to DDRB and see if they support us with an uplift  
which recognises our diffi  culties.’

Just how independent is the body?
Plenty has been said regarding the DDRB’s 
independence – or otherwise – when it comes 
to awarding the uplift . In some cases it does feel 
like you’re sitting at a slot machine waiting for 
your luck to change, when deep down there’s an 
inevitability about the outcome. When it comes 
to negotiations, do those close to the process 
feel there’s an inevitability about the outcome, 
regardless of what they say?

‘It certainly feels that the DDRB is very 
much restricted in what it recommends by 
the confi nes of public sector pay’, Katrina 
suggested. ‘Th e panel always give the 
impression they are sympathetic to our 
evidence but their hands are tied. It has been 
a frustrating situation, for a number of years. 
Perhaps it will change in the future.’

Henrik took a tougher stance. 
He said: ‘Th e DDRB is not independent of 

the Government as it also has to consider ‘the 
funds available’.

‘Th is means that the DDRB will to a large 
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‘ Having said that, dealing 
with the DDRB gives us an 
opportunity to try to get 
improvements for dentists, as 
they are not only concerned 
with money but also the 
wellbeing of dentists.’

extent have to follow what the Government 
tells them, therefore we are in eff ect included in 
the 1% pay cap. Dealing with DH is to a large 
extent dealing with the Treasury and they are 
only concerned about money.

‘Having said that, dealing with the 
DDRB gives us an opportunity to try to get 
improvements for dentists, as they are not 
only concerned with money but also with 
wellbeing of dentists. If we can get the DDRB 
to recommend improvements then it makes 
it more diffi  cult for the Government to ignore 
problems in dentistry.’

While DDRB has been cognisant of the 
Government’s pay cap policy, Peter also 
believes too much weight has been placed 
on it to the detriment of the other evidence 
submitted to them. 

‘Because of this, it comes as little surprise 
their recommendations haven’t exceeded the 
1% limit, which gives the impression they are 
not independent of Government.

‘It is obvious to see from the breadth of the 
document that a huge amount of time and 
eff ort goes into producing the evidence BDA 
submits to DDRB every year. Th is is followed 
by answering supplementary questions DDRB 
asks and then BDA continues to make its case 
in a subsequent oral evidence session. Yet for 
all that work, the recommendation has still 
only been 1% in recent years. I really wonder at 
times if they have read our evidence when the 
return is still an inadequate fi gure.

‘Again, DDRB have been more inclined 
recently to recommend on net pay and have 
encouraged the BDA to negotiate directly with 
our Departments on expenses. However, this 
seems to ignore a large part of dental practice 
fi nances – that of expenses – not to mention 
the volume of non-remunerated work dentists 
have to carry out in governance and regulation. 
By ignoring expenses, they are bypassing 
diffi  cult conversations on whether NHS 
resource is suffi  cient to support NHS practice 
or whether they think private income should 
support it.’

The next best thing
Much of the discussion surrounding Eddie’s 
motion and the subsequent thoughts of 
Henrik, Katrina and Peter centre around 
directly negotiating with Government, and the 
regression in progress this would result in. But 
is that the only option? 

‘When we followed up DDRB’s suggestion 
to negotiate directly with our Department 
of Health on expenses last December in 
Belfast, we were told to raise expenses with 
DDRB so they could be factored in to their 

recommendation; the Department didn’t want 
to know’, Peter explained. 

‘Th is is a familiar ploy with our Department, 
bouncing us from one party to another but 
ignores the fact that it is the Department 
who apply a net uplift  fi gure into a formula 
and produce a gross uplift  fi gure, taking 
into account expenses and infl ation. It is the 
Department who have to consider expenses 
and it is disingenuous of them to say it is 
nothing to do with them.

‘So would the next best alternative to DDRB 
really be successful, that of negotiating directly 
with our Departments for an adequate uplift  
and not going anywhere near DDRB? I can’t 
see that being successful. Th e Departments 
seem to be either unwilling or incapable of 
understanding our diffi  culties.

‘If there was a better chance of securing an 
uplift  by any route other than DDRB, we would 
have discovered and taken it by now. If dentists 
decided to leave the NHS in large numbers, 
concluding that its fi nancial resource can no 
longer sustain NHS practice, then an access 
problem would develop and the Government 
may seek to solve that by injecting more 
money. We’ve seen that in the GMP sector.

‘More strident voices sometimes call for 
industrial action to force an injection of 
money. However, it’s unlikely there would be 
widespread support for this in the profession. 
Would that have a better chance of securing a 
better uplift ?’

Henrik pointed to the Government’s 
commitment to reviewing the 1% cap on public 
sector pay and the lack of clarity surrounding 
dentistry.

‘Would the lift ing of the cap really apply to 
dentists?’ he said. ‘Negotiating with DH would 
be the only alternative, and that guarantees 1% 
and nothing more. My worry would be that if 
the Government is short of money for nurses 
and policemen then they might take the money 
from us. Hopefully we can argue through 
DDRB for this not to happen.

‘It may not be a perfect system, but as 
Katrina has previously alluded to, right now it 
is the best we have.’

Pragmatic or realistic?
A fundamental issue behind whether the 
DDRB is still serving its purpose is the 
continuing problems with the NHS overall. 
Not a day goes by without a fresh news article 
citing experts on how deep the service is in 
crisis. Th e expectation of doing more for more 
people with less money is a problem we all face 
– practitioners and patients alike.

Unlike general medical services, dentistry 
can adopt an element of pragmatism in the face 
of the realistic fact money is simply unavailable. 
Small business owners know how to run a 
business and how to examine their profi t and 
loss accounts. Th ey can see from their bank 
statements at the end of each month how oft en 
their expenditure is exceeding their income and 
many are realising what they have to do if there 
is no more money from the Health Service: 
explore new income streams outside the NHS. 
Th ey are going on courses and developing their 
skills to provide treatments which cannot be 
accessed on the Health Service, for example 
implants or facial aesthetics. 

Peter added: ‘For those dentists working in 
geographical areas which they believe patients 
wouldn’t want or couldn’t aff ord these high 
cost additional treatments they will have to ask 
themselves if the Health Service is rewarding 
them adequately for their skills. If their 
ideological commitment to the Health Service is 
so great that they would rather see their profi ts 
go down year on year until they simply have to 
close down altogether, so be it. However I do 
not imagine business owners would do that. 

‘In Northern Ireland – and I can speak from 
experience here – we are seeing that they would 
rather increase their skill set and provide a 
wider range of treatments for their patients 
which will be more rewarding for themselves, 
in turn giving them greater job satisfaction 
and also allowing them to continue to provide 
Health Service treatment for those who cannot 
aff ord anything else. Above all else, it makes 
fi nancial sense.’

It cannot be ignored that those dentists with 
the balance of private work outweighing Health 
Service work have higher levels of morale and 
motivation, regardless of their location. As 
Henrik highlights, the need to recruit, retain 
and motivate doctors and dentists should play 
a role in the DDRB’s decision to award an 
uplift . Perhaps they do, in which case those 
professional bodies should be particularly 
concerned at the continued award of 1%. 
Perhaps they don’t, in which case Eddie’s 
motion comes back into focus. And that once 
again begs the question – does the DDRB still 
serve its purpose? ◆
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Crisis? What crisis? 

Perhaps as a by-product of the 
economic crisis, and depending 
on where in the country you are 
reading this, some experts believe 

another crisis is on its way.
Last year the BDA revealed half of NHS 

young dentists are planning on turning their 
backs on NHS dentistry within the next five 
years. With figures like this, it may come as 
little surprise many suspect a recruitment 
crisis is looming.

Fact or fiction
An investigation by the Times revealed 24 
local authorities in England can only take 
on private patients. Cornwall has a backlog 
of more than 14,000 people who want to 
register with an NHS dentist, resulting 
in waiting times of up to 18 months. 
Dentaid, an international charity working 

in Africa, Asia and Central America, 
continues to find itself called in to 

help patients in West Yorkshire, 

Crisis is defined as ‘a time of intense difficulty or danger’. Take the economic 
crisis, for example – the last decade has been immensely difficult. Real term 

pay has fallen 35%, causing many to reassess their business model, often to its 
detriment. Whichever way you slice it, we’re still in that particular crisis.

Buckinghamshire and Hampshire.  
These things, one could reasonably 

argue, are as a direct consequence of years 
of continued chronic underfunding in 
dentistry, and not solely related to recruiting 
bodies. After all, there are more than 
110,000 people on the GDC’s register as of 
September last year1, although not all of 
them will still practise.

Don’t mention the B word
The decision taken in 2016 to leave the 
European Union has thrown up a number 
of questions the profession will eventually 
need to answer. Recruitment was one area 
immediately highlighted as a potential 
problem area, given the number of EU and 
non-EU workers in the NHS. Data have 
revealed that in the 12 months to June, 9,832 
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‘ Last year the BDA revealed 
half of NHS young dentists 
are planning on turning their 
backs on NHS dentistry within 
the next five years. With 
figures like this, it may come as 
little surprise many suspect a 
recruitment crisis is looming.’

EU doctors, nurses and support staff  had left , 
with more believed to have followed in the 
past three months.2

Th is is an increase of 22% on the previous 
year and up 42% on two years previously. 
Among those from the EU who left  the NHS 
between June 2016 and June 2017 were 3,885 
nurses and 1,794 doctors.

Luke Arnold from Dental Elite believes 
Brexit may have been a catalyst for some of the 
problems recruiters are now starting to face.

‘Th ere is currently a shortcoming of dentists 
with an active Performer Number, which 
could, in part, be attributed to Brexit’, Luke 
explained. ‘Th is performer number is hard to 
obtain and therefore the need by the market 
is increased. Roles for dentists without a 
performer number are a lot easier to fi ll.

‘We have seen a drop in the amount of EU 
candidates coming to the UK to obtain work 
in the sector and can only assume this is due 
to the uncertainty of the future.

‘Where foreign applicants are looking for 
employment in the UK, they have to overcome 
the barrier of passing the overseas registration 
exam before they can register with the GDC 
and apply for their Performer Number. Th is 
process can take up to two years and as such 
this has had a knock on eff ect on recruiting 
associates in NHS practices.

‘Alarmingly, it is still not clear whether the 
country will have access to EU applicants 
as it has done so in recent years. Capita’s 
shortcomings in processing Performer 
Numbers quickly has also taken its toll on 
recruiting EU candidates as employers simply 
can’t wait that long.’

An urban problem?
Perhaps of most concern should be Luke’s 
belief that recruitment troubles are no 
longer confi ned to small, independent 
practices back and beyond.

‘We are increasingly hearing about some 
of the larger groups and corporates – even 
in the South East, which as we know wasn’t 
really an issue before – starting to struggle’, 
he added. ‘Indeed, it’s a similar story for 
every dental business right now. Alarm bells 
should be ringing. 

‘We have seen the remuneration that 
dentists receive increase in the last 12 months 
nationwide in urban areas. It’s even aff ecting 
their future acquisition plans for growth.’
Understandably for young dentists looking to 
launch their career alongside quality of life, 
urban areas have tended to be more popular. 
Perhaps alongside London devolving – take 
the BBC for example – more and more 

practices outside of London are off ering 
better remuneration and attractive golden 
hellos – some worth up to £20,000 – which 
means more and more candidates are 
considering positions outside of London.

Flexi-time
But does the need to juggle work and social 
life, allied to choosing a ‘portfolio career’ mean 
an increase in part-timers in the workforce?

‘Most candidates within the dental sector 
who seek more control of their lifestyles 
end up working as a locum dentist’, Luke 
added. ‘Th ere are plenty of options available 
nationwide for anybody who can be fl exible 

‘We have seen many examples of job 
listings with a high number of views but 
only a few applications. For example, a 
current listing has been viewed over 600 
times but only received 8 applications. In 
2017 we surveyed visitors to BDJ Jobs, and of 
all the jobseekers who replied to the survey, 
63% indicated that they had found a job on 
the site for which they applied. Positively, 
of these, 82% found a job for which they 
received an off er. In order to convert the 
other 37% of jobseekers into applicants we 
are working with employers to help improve 
the content of their adverts so they sell 
their role appropriately and develop their 
employer brand. 

‘In the survey 32% of job seekers stated they 
used the site to research recruiters by visiting 
employer profi les. Th e employer profi les are 
free for all advertisers and can help convey 
what makes their practice a great place to 
work. When buying a car or another expensive 
item consumers research the product before 
buying, the same applies with recruitment. 

‘We know that recruiters across the UK 
are facing a number of challenges. Th at is 
why our team is here to help. We can provide 
guides to writing job adverts and set up 
employer profi les so you get the most from 
our services.’

According to a BBC News analysis of 2,500 
practices on NHS Choices3, half were not 
accepting new NHS patients. Th e story goes 
on to say how a couple desperately in need 
of treatment resorted to pulling out their 
own teeth. Until the government steps in to 
do something about the recruitment issues 
noted by Luke and James, situations like this 
will only increase. ◆

1. General Dental Council. Registration Report: 
September 2017. Available online at: https://www.
gdc-uk.org/api/fi les/Registration%20Report%20
-%20September%202017.pdf. 

2. NHS Digital. NHS Workforce Statistics June 2017, 
Provisional Statistics. Published online 21 September 
2017. Available online at: https://digital.nhs.uk/
catalogue/PUB30075.

3. BBC News. News release: ‘We couldn’t see an NHS 
dentist so we pulled out our own teeth’. Published 
online 6 September 2017. Available online at: 
http://www.bbc.co.uk/news/uk-england-41113507. 

about the location that they can work.
‘As positions in certain geographical 

locations are hard to fi ll and more and more 
permanent dentists are looking outside of 
NHS dentistry. More associates than ever 
will remain working as dental associates 
for their whole career. Th is means that an 
associates are unlikely to extend their skill set 
or use expertise for running a business and 
managing and leading teams, which again 
will drive them outside the NHS. We know 
that locums are willing to travel for work if 
the price is right and will work a variety of 
contracts, so this in theory could help with 
current recruitment issues.’

Impact
With various experts suggesting the 
government is not in a position to address 
the growing recruitment crisis, BDJ Classifi ed 
Manager, James Richards, believes the market 
has swung in favour of the job seeker rather 
than the employer. 

‘Th ere is little doubt the political climate 
has created a period of uncertainty’, James 
explained. ‘Last year employers received fewer 
applications than previous years. When you 
consider previous research by the BDA that 
states almost 58% of the UK’s NHS dentists are 
planning on turning their backs on the service 
within fi ve years, and you have a perfect storm.
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To fi nd out how employees 
and employers can make 
the most of their roles, visit 
www.bdjjobs.com or contact 
the team on bdj@nature.
com 0207 843 4729.

www.bdjjobs.com or contact 
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Five common mistakes dentists are making with

workplace

and how to avoid them
pensions...
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Martin Koch
Financial Advisor, AE Simplicity

Over the past few years employers 
have been gearing up to 
automatically enrol employees 
into a workplace pension. As 

staging dates draw ever closer, Martin Koch 
from AE Simplicity explains the top five 
mistakes dental practices are making, and 
how to put them right.

‘I’ve dealt with is already’ or ‘I 
don’t have to do anything yet: I’m 
postponing for three months’
Many employers we speak to don’t 
realise that the assessment and issuing of 
communications to new employees is an 
ongoing process; not something done once 
at the outset.

Also, postponing doesn’t mean relaxing. 
You need to notify your workforce if you 
intend to postpone within six weeks of your 
staging date. Not doing so is a breach of 
regulations (in itself and because employees 
are denied an opportunity to opt into the 
pension scheme) and could result in a fine.

Employers looking to use an alternative 
service have always postponed for three 
months; it’s the only option. 

There’s a download of everyone in the 
payroll, so all employees are assessed and 
communicated with automatically.

Mandatory postponement notices are sent 
out to all employees by the pension providers 
system well within the timescale required.©
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‘I’m with NEST, they do everything 
for me’
Employers are choosing NEST because 
it’s ‘free’ and often talked about as the 
Government’s Auto-Enrolment scheme; plus, 
they assume it will do everything for them.

Unfortunately NEST is only the pension 
scheme. It still relies on a system or a 
person to make several decisions about the 
administration in order to make it compliant.

There are some 33 tasks instructed by 
the Auto Enrolment legislation which have 
to be delivered by someone. This includes 
assessments, employee communications 
and compliance.

Where NEST is basic, this involves a 
comprehensive approach –including help with:
• Assessment
• Communication
• Enrolment
• Opt ins and opt outs
•  Collection and investment of pension 

contributions
•  Completion of the Declaration  

of Compliance.

Opt-outs are nothing to do with me’ 
Some employers are directing their 
employees to the pension provider but 
missing the communication between the 
payroll department, the employee and the 
pension provider. This ensures the opt-out 
process is carried out correctly and legally.

‘Declaration of compliance…  
What’s that?’
Having set up your workplace pension 
successfully, you’d think the paperwork  
was finished…

You need to register your scheme with 
The Pension Regulator within a time frame 
allowed. This is the most common time 
breach of the regulations.

‘Auto Enrolment has messed up my 
payroll cycle!’
If you decide to integrate payroll and Auto 
Enrolment, you run the risk of importing any 
Auto Enrolment issues into your otherwise 
efficient payroll system.

We’ve seen this happen so often. Last 
minute or unexpected changes to the Auto 
Enrolment administration can prevent 
payroll from being closed; risking employees 
not being paid on time.

This process is unique, in that, the pension 
provider manages the whole Auto Enrolment 
process after payroll has been run. If any 
changes are required they are handled in the 
next payroll run, meaning that administering 
Auto Enrolment will never get in the way of 
running the payroll. ◆

AE Simplicity have been working in 

partnership with Lloyd & Whyte to offer 

BDA members a complete Workplace 

Pension service. Find out more about 

how to sort out your workplace pension 

now by contacting us today on; 

 

 www.lloydwhyte.com/bda-workplace 

 01823 250750 

 info@lloydwhyte.com

Further information
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Leadership isn’t just about 
getting things done – the ‘what’ 
of leadership; increasingly, 
organisations rate people on ‘how’ 

they have delivered. Too o� en in the past, a 
system that merely rewards for delivery can 
lead to short-term success. Leaders who are 
commanding, or bullying, or pacesetting 
(the nicest of the three!) Can achieve success. 
However, it is not sustainable; people do not 
work well and cannot be creative in a climate 
of fear, and will get exhausted in a climate 
of constant pacesetting. Here at the Forton 
group, we also encourage leaders to look at 

‘who’ they are being as they lead. All three 
are important, as are all 12 of the leadership 
behaviours we have been discussing.

But of course, ultimately, a leader has to 
deliver. If all you are doing is maintaining the 
status quo and keeping things ticking over, 
then that might su�  ce for a short while, but 
ultimately, action and change will be needed 
in order to survive in this increasingly 
complex and rapidly changing world.

So, in this article, I want to explore the 
leadership behaviour of proactivity. � is is all 
about having a ‘can-do’ attitude. 

I used to chair a group of volunteers 
looking at innovative and creative 
approaches to employee engagement. I did 
this quite successfully for a couple of years. 
We then had one meeting which just got a bit 
fractious. I found myself saying ‘we tried that 
once and it didn’t work’. I realise that I’d run 

out of ideas and lacked the energy to carry 
on with this project and so I stood down. I’m 
glad I did so before my colleagues suggested 
it! But how o� en do we see similar attitudes 
amongst people that goes unchallenged?

When people fail to take action, and the 
reason that they cite is because there are rules 
that we cannot break or we’ve always done it 
this way or any variant of this attempt to stick to 
existing norms, then we should challenge them. 
Of course there are procedures that need to be 
stuck to, especially in hazardous environments, 
but we need to check whether these are merely 
excuses or genuine reasons for inaction. 

� is lack of proactivity can take many forms. 
There’s the ‘jobsworth’. I liked one of the 

definitions I found on the web; ‘an official 
who upholds petty rules even at the expense 
of humanity or common sense’. I’m sure 
we’ve all got examples of these. They are 

Proactivity

Bob Hughes
CEO of the Forton Group

There are three frogs sitting on a lily pad. One of them decides to jump. How 
many frogs are left on the lily pad?

I get a range of answers to this question. I think my favourite is zero – the first 
frog jumps off so violently that the other two fall off also. 

A lot of people go for two, which seems logical. The real answer however is 
three. The frog has only decided to jump; it hasn’t actually jumped yet.
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‘A leader has to deliver. 
Ultimately, action and 
change will be needed 
in order to survive in this 
increasingly complex and 
rapidly changing world.’

BDJ IN PRACTICE | VOL 31 | ISSUE 2

very frustrating - because they get in the 
way of proactivity. One of my very first jobs 
was in a large bureaucratic organisation. I 
worked on the third floor along with about 
60 other people. 

I needed a pair of scissors in my � rst week 
and asked a colleague who told me about the 
stationary o�  ce on the � rst � oor. I went down 
there and found an elderly man sitting in a 
slightly dark and dusty room with a big ledger 
in front of him. I asked for a pair of scissors 
and he wanted to know what � oor I worked 
on, so I told him I was on the third � oor.  

He opened the ledger and ran his � nger 
ponderously down the meticulously hand 
written entries before stopping, reading 
carefully, and then raising his head to look at 
me. ‘� ere’s already a pair of scissors on the 
third � oor’ he said before closing the ledger 
and turning away.

Another way it shows up is � nding 
someone else, or some external event, to 
blame. I fear this may be my own default 
option, especially when I know I’ve been 
prevaricating and need to alleviate my 
guilt! Now, to be fair, in the world of project 
management where I spent many years, it 
is important to understand the underlying 
causes behind any delay in order that we can 
learn from them next time. External events 
and other people may well have contributed, 
but if I fail to look inwards then I may be 
missing a huge learning opportunity. � e 
author Jim Collins, who wrote Good to 
Great and Built to Last, talked about level 5 
leadership. When things go well, you look 
outside to the team to give thanks; when 
things go badly you look in the mirror � rst.

� ere is a danger that we can take this too 
far. In the book,  Learned Optimism: How 
to Change Your Mind and Your Life, Martin 
Seligman warns us against making negative 
events permanent, personal, and pervasive.  
An optimist explains negative things 
that happen as temporary, objective, and 
situational. On the other hand, a pessimist 
explains things as permanent, personal, and 
pervasive. If we spend all our lives beating 
ourselves up, there were not going to be a 
great role model for leadership were unlikely 
to get very much done.

Another excuse that is commonly used 
is that it is not in your job description or is 
outside your responsibility or it is someone 
else’s problem. Some or all of those things may 
well be true, but the truly proactive person 
takes responsibility and takes ownership and 
those are qualities of leadership.

One of my favourite quotes is that it is 

easier to ask for forgiveness than it is to ask 
for permission.

So, having looked at what proactivity 
doesn’t look like, how does it show up?

One at a basic level it is about people who 
take action but do so in a very reactive way, 
either because someone else has had a great 
idea and they’ve latched onto it or because 
some external event is forcing a reaction. 
� ey’re not actually instigating the action but 
at least they’re not resisting it.

People who add value through good 
displays of this behaviour will be creating 
plans and implementing them. � ey will 
understand the sequence of events, the 
critical path, the roles and responsibility 
of others; classic project management 
techniques combined with actually delivering 
against the plan. Now, that plan doesn’t 
have to be a huge wall of Gantt charts and 
volumes of detail; it’s all about what is most 
appropriate for the task in hand. And just 
having a plan isn’t enough - back to the 
frogs on the lily pad. Spending too much 
time in the planning phase can itself be a 
prevarication or at least a mistake; paralysis 
by analysis is a good description.

I worked at Network Rail for a while and 
I started getting random phone calls from 
people asking for permission to access 
Network Rail land in order to maintain 
mobile phone equipment, which was nothing 
to do my role. � at phone number was 

If the answer is because you’ve always 
done it that way, then you’re not likely to be 
making any great breakthroughs. 

When you look at paradigms shi� s, 
in thinking, in technology, it’s usually 
somebody from outside of the existing 
paradigms that comes up with a new idea; 
those people within the paradigms may be 
good at improving the existing product but 
radical new approaches need a di� erent way 
of thinking. 

As Henry Ford is supposed to have said ‘If 
I had asked people what they wanted, they 
would have said faster horses.’ 

High performing leaders will take away 
any unnecessary bureaucracy; they’ll rewrite 
the rules if the rules are not supporting 
delivery. I worked for a leader once who, 
when he took over, abolished the monthly 
reporting system that was in place. He 
knew from his own experience how time-
consuming it was to compile; up to 3½ 
weeks in some cases. � is meant that it was 
huge burden on people and was typically out 
of date by the time it got to the top. Plus, he’d 
never have time to read it all. Of course, he 
needed some information, but rather than 
tinkering with the old system he started 
from scratch, designing something that was 
� t for purpose.

At the highest level, leaders will be 
encouraging others to work in this way. 
� ey’ll be creating a climate that rewards 
and encourages people who are proactive. 
� eir strategy will support this way of 
thinking. If appropriate, they will allow 
people to take on broader responsibilities 
or positively encourage them to do so. 
And there’ll be rigorous in rooting out 
unnecessary bureaucracy.

In the Forton group leadership coaching 
model, we start by getting leaders to 
create a vision of what is there working 
towards. Then we get them to look at all 
the resources they’ve currently got the 
will help them to get their also look at 
how far they are towards that goal. Now, 
there’s always going to be a gap there. 
The way that people respond to that gap 
distinguishes the ordinary leaders from 
the great. The ordinary leaders look at the 
gap and shrink their vision, despairing of 
the distance they have to go. 

� e great leaders change reality in order 
to achieve their vision. � ey have a can-do 
attitude. � ey are proactive. � ey deliver.

What changes in your behaviour need to 
happen so you can launch yourself o�  that 
lily pad? ◆

displayed on the locked gates at various sites 
and had never been updated. 

I could have chosen to claim ignorance but 
I tried to � nd the right person responsible 
within the organisation and pass the details 
onto them. � is wasn’t just a slightly noble 
gesture; and you are going to keep getting 
these calls and the quicker I could pass them 
on the less distraction they would be for me.

A leader who is operating at a higher level of 
this behaviour would be doing everything they 
could to reduce the constraints on themselves 
and on other people around them. � ey’d be 
challenging existing norms – it’s a bit like when 
you have somebody new join the team and 
they ask you ‘why do you do it that way?’ 
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We didn’t just make the orthodontic scanning workflow digital—we completely 
reinvented it. With CS Model+, you now have a faster, more intuitive way to evaluate 
digital models and create virtual orthodontic setups. Create digital models from 
images acquired on a Carestream Dental CBCT unit or a CS 3600 intraoral scanner–
simply choose which option is best for your practice.

© Carestream Health, Inc. 2017. 16426 OR CS Model AD 1017
* Work in progress, not available for sale

WORKFLOW INTEGRATION I HUMANISED TECHNOLOGY I DIAGNOSTIC EXCELLENCE

For more information, call 0800 169 9692 
email sales.uk.csd@csdental.com 

or visit carestreamdental.co.uk

AUTOMATICALLY 
SEGMENT, SETUP AND PRESENT

IMMEDIATE REPORTS, GENERATED AUTOMATICALLY

ABO INDEX, BOLTON, IPR, MOYER, TANAKA, LITTLE, PONT, KORKHAUS, 
CAREY AND .STL FILE EXPORT WITH BASES

AUTOMATIC PAR SCORING

SIMULATED CASE OUTCOME MOVIE



Working for you

BDJ IN PRACTICE | VOL 31 | ISSUE 2

Lauren Harrhy and 
Julia Winterburn

BDA committee members

At a time when almost 58% of the 
UK’s young and newly quali� ed 
NHS dentists (aged under 35) 
intend on leaving the NHS within 

� ve years, there are greater challenges to be 
met than ever before. 

� ese statistics are unsurprising, given 
the profession’s � nancial pressures over the 
last decade. A 35% drop in real term wages 
in that time period has caused many – with 
good reason – to seek alternate ways to 
source income. � e balance between NHS 
provision and private work is under threat, 
and it is the students and young dentists 
coming through the system who will feel the 
pinch more than any.

Lauren Harrhy and Julia Winterburn are two 
new faces on some of the BDA’s committees, 
and BDJ In Practice caught up with them to 
� nd out their thoughts and to ask how they will 
tackle the growing challenges in the profession.

‘Dentistry faces many challenges and it is 
di�  cult to say which will pose the biggest 

In September, the BDA launched their largest ever elections campaign in the 
Association’s recent history. Some 285 places were up for grabs across a total 
of 19 councils and committees. 
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problem for the profession’, Julia said. ‘Chronic 
underfunding is a huge and ongoing issue, 
which not only concerns dentistry but 
the whole of the NHS. It seems there is an 
increasing likelihood that many services will 
become privatised and what that means for 
dentistry is unclear.’

Julia continued: ‘Changing and potentially 
reducing workforce due to anxieties following 
Brexit, along with the increasingly growing 
debts facing students applying for dentistry 
will no doubt cause signi� cant pressures on 
the profession and the wider industry. I fear 
we will go back to a time when demand hugely 
outstrips supply and NHS dentistry is no 
longer available to the majority.’

According to Lauren, the biggest issue 
comes from the top.

‘I feel that the biggest problem the 
profession faces is fear’, she explained. ‘Fear 
of litigation, fear of our patients, fear of 
professional embarrassment, fear of the GDC, 
fear of all we’ve studied for being ripped away 
for the slightest perceived infractions.

‘I see so much fear and doubt. I set up the 
Facebook group Mental Dental, A group 
for dentists in crisis, with the aim of giving 
them a platform and an outlet to talk about 
the stresses and problems they face whilst 
working within the profession. � e group 
has gained over 3,000 members since it was 
conceived in June 2017. It’s a re� ection of the 
direction our profession is taking - that the 
group has so many members in a relatively 
short space of time.’

Julia, Central Committee for Hospital 
Dental Services member, has seen � rst-hand 
how committees can help, an experience that 
prompted her to run for election.

‘As an Oral Surgery SAS grade working in 
the hospital system I would like to represent 
the voice of hospital dentists.

‘� e BDA have worked tirelessly to make 
the recent imposed junior doctor contract 
changes as fair as the government would 
allow. Although there’s been little media 
noise, the next targets will be consultants 
followed by SAS. Hospital dentists need to 

stick together and work with our medical 
colleagues to ensure our voice is heard for 
both sta�  and patient safety.

‘Career progression for SAS grades is 
a major concern. Our medical colleagues 
who have been working long-term as 
SAS grades, and proven their experience, 
and commitment to their role have 
the opportunity to apply for specialist 
registration via CESR. Unfortunately, the 
options for career progression in Oral 
Surgery are limited, and the only route 
is via specialty training. Access onto this 
pathway is not possible for the majority 
who deserve specialist status. I would 
like to help continue the fight for a dental 
equivalent, for my experienced SAS 
colleagues who often feel undervalued and 
unable to progress, something I feel I can 
do on the CCHDS committee.’

Lauren, who represents YDC and GDPC 
as well as reporting to two Local Dental 
Committees, applied for Wales General 
Dental Practice Committee fully aware of 
the challenges of NHS and private dentistry 
in the region.

‘I quali� ed in Cardi�  and have always 
practiced in Wales. I now have my own 
mixed practice, Sparkle Dental Centre, 
in Pontypool, just over the valley from 
where I grew up in Newbridge. � is puts 
me in a really good position to grasp the 
problems here in Wales for all practitioners. 
Experience on the Young Dentists’ 
Committee also gives me a platform to 
be able to share those concerns with the 
younger generation who will ultimately be 
responsible for delivering the care.

‘I am committed to improving the 
standard of Welsh dentistry and I feel this 
can be achieved by motivating the younger 
members of the profession as well as those 
who have been practicing for years. Sharing 
experience and enthusiasm is the goal.’ ◆

Lauren Harrhy

à  Qualifi ed at Cardiff University BDS 2009
à   Field of Practice: General Practice
à   Committee: Wales General Dental Practice 

Committee/WGDPC
à   Constituency: Aneurin Bevan and Bro Taf 

Health Board

Julia Winterburn

à   Qualifi ed University of Sheffi eld BDS 2010.
à   Field of Practice: Hospital Dentistry
à  Committee: Central Committee for 

Hospital Dental Services/CCHDS
à   Constituency: SAS - England

‘I feel that the biggest problem 
the profession faces is fear’
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By Alan Pitcaithley
Alan is practice management consultant with special responsibility for Scotland and Northern 
Ireland. Based in the Scottish Office, Alan advises general dental practitioners on associate 
contracts, all aspects of employment law and GDS regulations in Scotland and Northern Ireland.

assistants in Northern  
Ireland and Scotland
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Employing an assistant to deliver 
health service care to patients is an 
alternative to engaging an associate. 
There are a number of requirements 

that employers’ should be aware of to decide if 
employing an assistant is a viable option and 
also to ensure that the rules around employing 
an assistant are followed.

In Scotland the contractor is the dentist 
(practice owner or associate) or dental body 
corporate listed on sub-part A of the first part 
of a Health Board’s dental list. The contractor 
‘provides’ general dental service treatment to 
patients within the NHS. In Northern Ireland, 
the principal is the dentist (practice owner 

or associate) on the Health and Social Care 
Board’s dental list who ‘provides’ general dental 
services to patients within the Health and 
Social Care Service. 

A contractor/principal may engage another 
dentist to ‘assist’ them [the contractor or 
principal] in providing general dental services. 
Such a dentist is called an assistant. An 
assistant is defined in the relevant regulations 
as being a dentist engaged under an 
employment contract.

The contractor/principal is responsible 
for the work that the assistant carries out. 
Therefore there will need to be an element of 
control that the contractor/principal has over 

Things you need to know about

the assistant and the assistant provides. It is 
therefore possible that a contractor/principal 
could face disciplinary action or be investigated 
by the health service in relation to the work 
that an assistant has carried out. In Scotland the 
regulations do allow however for an assistant to 
face NHS disciplinary action as well. Of course 
as an employee, an assistant can be subject to 
their employer’s disciplinary procedures. 

There are a number of reasons why a 
contractor/principal will seek to employ an 
assistant, for example:
  The dentist does not have the necessary 

skills or experience to get a vocational 
training number as such they need 



Further information
  The Assistant Application form can 

be found at: www.hscbusiness.hscni.
net/2668.htm

  Form FC21 can be found at: www.
psd.scot.nhs.uk/professionals/dental/
superannuation.html 

  Advice on working in the general dental 
services is available in the BDA’s advice 
sheets ‘GDS in Scotland’ and ‘GDS in 
Northern Ireland’ can be found at www.
bda.org/advice. BDA advice sheets 
are available for ‘Employing staff’ and 
‘Employee pay rewards’.

‘ Patients cannot register with 
an assistant instead patients 
remain registered with the 
contractor/principal’

BDJ IN PRACTICE | VOL 31 | ISSUE 2
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Form’1. This must be signed by both the 
employer and the assistant. 

In Northern Ireland, no more than two 
assistants can be employed by a principal 
without the consent of the Health and Social 
Care Board. In Scotland and Northern 
Ireland if a contractor/principal is absent 
from the practice for more than two months 
the contractor/principal can only continue to 
employ an assistant with the consent from the 
relevant board.

When an assistant’s employment terminates 
the relevant board needs to be informed within 
seven days from the date of termination.

After assisting to provide general dental 
services to a patient an assistant will need to 
complete a claim for remuneration in respect of 
that care and treatment which is separate from 
any claim form in respect of care and treatment 
given personally by a dentist contractor/

principal and identifies the assistant by whom 
the care and treatment was given and his status 
as an assistant. Patients cannot register with an 
assistant instead patients remain registered with 
the contractor/principal.

An assistant who issues a prescription form 
for a listed drug needs, in addition to signing 
his or her own name on such a prescription 
form, to insert on the form the name of the 
contractor/principal for whom he or she is 
assisting to provide general dental services. 

As an assistant is an employee they are 
entitled to all the same employment rights 
as other employees in a practice. Their pay 
is subject to tax and national insurance 
deductions, they are entitled to at least 5.6 
weeks’ of paid holidays per year etc.

In Scotland assistants included on the Part 
2 of the dental list are not entitled to any of 
the payments, grants and allowances set down 
in the Statement of Dental Remuneration, 
with the exception of commitment payments. 
Commitment payments due to an assistant will 
be claimed by the contract holder (dentist or 
DBC) and the BDA’s advice is that this should 
be passed on in full to the assistant.

There are different options on how to pay an 
assistant. You can pay them:
 A monthly salary 
 An hourly rate
 A sessional rate

  As a percentage of the income the assistant 
generates. This is possibly more likely an 
option to consider when the employment is 
permanent or likely to last several months.

Assistants are permitted to be part of 
the NHS pension scheme, so their net 
pensionable earnings are ‘superannuable’, 
so if they are a member of the scheme, 
their earnings are subject to the deduction 
of pension contributions. The employing 
contractor/principal should check with the 
relevant pension agency that the assistant is 
appropriately registered and has not opted-out.

A contractor/principal is not allowed 
to receive contributions to the contractor/
principal’s own NHS pension scheme 
in respect of the general dental services 
pensionable income the assistant receives 
through the treatment of NHS patients. Even 
if the assistant does not wish to be a member 
of the NHS pension scheme a contractor/
principal cannot re-assign, what would have 
been the assistant’s pension contributions, to 
the contractor’s/principal’s own pension pot. 

In Scotland assistants should complete form 
FC21 available on the Practitioners Services 
website and state the agreed salary including 
payments of fees and other regular payments 
received from their employer in respect of 
the provision of NHS dental services. This 
should not include payments made in respect 
of bonuses, expenses or overtime. The total 
amount claimed should also not exceed 
that allowed for as the dental assistant’s 
remuneration for that list number. 

In Northern Ireland an assistant’s 
pensionable pay is based on their health 
service pensionable pay at the practice. For 
this reason the pension agency needs to be 
informed of the income of the assistant. ◆

to work under the supervision of the 
contractor/principal as an assistant while 
they work towards attaining vocational 
training equivalence. Typically this will 
be a dentist who has qualified in a non-
European country. The aim in attaining 
vocational training number is usually for 
the dentist to then join the dental list as a 
contractor/principal and provide general 
dental services personally

  The dentist does not wish to be self-employed
  The dentist is from the salaried service and 

wishes to work occasionally or part-time in 
the general dental service while continuing 
to be employed in the salaried service

  The dentist is taken on for locum cover, for 
example, to cover a contractor’s/principal’s 
sickness or maternity leave.

In Scotland a dentist wishing to become an 
assistant must be included on the second part 
of the dental list of the appropriate Health 
Board. However, before being added to the 
dental list, a dentist wishing to become an 
assistant must satisfactorily complete Part 1 
and Part 2 of mandatory training provided by 
NHS Education Scotland and then pass the 
test of knowledge also set by NHS Education 
Scotland if the dentist has:
 Not previously been listed as an assistant
  Not been listed as a contractor and provided 

GDS throughout the previous 12 months
  Not commenced vocational training within 

2 months
  and is applying to be re-listed as an assistant 

after an absence of 12 months or more, that 
is, not being listed as an assistant for 12 
months or more.

Dentists who are currently included on an 
equivalent list in England, Wales or Northern 
Ireland who apply to join a dental list in 
Scotland either as a contractor or assistant are 
only required to satisfactorily complete Part 
2 of mandatory training only and the test of 
knowledge. Google search for ‘NHS PCA(D)
(2017)6’.

A contractor/principal who employs an 
assistant must notify the relevant health board 
(Scotland) or Health and Social Care Board 
(Northern Ireland) of the employment of the 
assistant within the first seven days of the 
assistant’s employment. A contractor can only 
employ an assistant in Scotland if that assistant 
is on the second part of the relevant health 
board’s dental list. In Northern Ireland the 
employer of the assistant must complete and 
submit to the Business Services Organisation 
Payments Office an ‘Assistant Application 



Expert membership 
Complete protection for you and your practice

• Access the leading practice management 
toolkit - Expert Solutions 

• One-to-one advice via phone or email from our 
specialist advisers

• Nominate your practice manager to receive 
advice on your behalf

• Earn, track and record your CPD on our online 
CPD Hub 

• Access our mediation services and 
employment tribunal representation - giving 
you high-level help and peace of mind if things 
go wrong

• Attend two Expert member exculsive seminars 
on key clinic topics and business eff ectiveness 
for free - running nationwide from Spring 2018.

Off ers full access to the entire range of BDA services

Starting at £102.81 monthly*
Join today: bda.org/expertbdj

The BDA is owned and run by its members. We are a not-for-profi t organisation – all our income is reinvested for the benefi t of the profession.
* Includes 5% instalments surcharge. Only £741 annually after tax relief at 40%. The minimum membership period is 12 months. 



The gold standard
For the benefits of chlorhexidine without 
common side effects such as discolouration, 
irritation and impairment of taste, 
recommend CURASEPT ADS (Anti-
Discolouration System) to your patients. 

The CURASEPT ADS 205 oral rinse 
combines 0.05% chlorhexidine digluconate 
and 0.05% sodium fluoride for ultimate 
plaque control and prevention of caries and 
gingivitis. It’s also ideal for patients with 
impaired motor skills.

Other rinses using the Anti-
Discolouration System available from 
Curaprox can be used before and after 
mouth operations, as preparation for 
chemo- and radiation therapy and as a 
toothpaste replacement with orthodontic 
devices. CURASEPT ADS not only ensures 
high tolerance and acceptance, but can 
significantly reduce inflammation, plaque, 
bleeding and dental pigmentation, and help 

to accelerate wound healing and minimise 
post-surgery complications.

For more information please call 01480 
862084, email info@curaprox.co.uk or visit 
www.curaprox.co.uk.

At W&H where people have priority, the team of experts is always working hard to make 
improvements to the array of services available so that you receive the best customer care 
and technical support. 

As part of this, W&H has its own Video Channel, which features a broad range of 
videos with key opinion leaders and addresses all manner of dental topics. 

Visit video.wh.com and you’ll find everything you could possibly need all in one place, from 
demonstrations and applications of W&H 
products to unique interviews and snapshots 
of the team out and about at showcases. 

Popular videos include ‘differences 
between compressed air supply systems’, 
‘sinus floor elevation and bone grafting’ 
and ‘Piezomed – piezo surgical unit’. 

There are also a number of exclusive 
videos available about dental applications, 
studies and much more.

To find out more visit www.wh.com/en_uk, 
call 01727 874990 or email office.uk@wh.com.

Everything you need

Proven success
Over the past 17 years, Nobel Biocare’s 
TiUnite implant surface has proven 
highly successful.

Setting the scientific standard for 
supporting evidence, TiUnite has been 
evaluated in more than 465 publications, 
featuring over 89,500 implants in more 
than 22,600 patients, with the longest mean 
follow up of 11.2 years.1

It has also been the subject of the largest 
ever meta-analysis of a single implant 
brand, which confirmed that implants with 
a TiUnite surface:
  Show remarkably low early failure rates 

and support long-term clinical survival
  Deliver early implant- and patient-level 

survival rates that exceed 99% at one 
year, and late implant-level survival rate 
at an estimated 95.1% after 10 years.

The TiUnite implant surface has also 
been associated with a low prevalence 
of peri-implantitis,2,3  excellent bone 
maintenance over 8.5 years for implants in 
direct contact with soft tissue4, and stable 
bone levels over 10 years.5

To find out more about the benefits of 
TiUnite and the extensive clinical research 
supporting the implant surface, contact 
Nobel Biocare on 0208 756 3300 or visit 
www.nobelbiocare.com.

1. TiUnite literature search, Nobel Biocare Services AG, 
July 2017.

2. Karl M and Albrektsson T. Clinical performance of 
dental implants with a moderately rough (TiUnite) 
surface: A meta-analysis of prospective clinical 
studies. Int J Oral Maxillofac Implants 2017; 32: 
717-734.

3. Albrektsson T, Canullo L, Cochran D, De Bruyn H. 
‘Peri-Implantitis’: a Complication of a foreign body 
or a man-made "disease". Facts and fiction. Clin 
Implant Dent Relat Res 2016; 18: 840-849.

4. Froum S J, Khouly I. Survival rates and bone and 
soft tissue level changes around one-piece dental 
implants placed with a flapless or flap protocol: 
8.5-year results. Int J Periodontics Restorative Dent 
2017; 37: 326–337.

5. Glauser R. Implants with an oxidized surface placed 
predominately in soft bone quality and subjected to 
immediate occlusal loading: results from an 11-year 
clinical follow-up. Clin Implant Dent Relat Res 2016; 
18: 429–438.

Products and Services In Practice is provided to readers using text and images from  
the manufacturer, supplier or distributor and does not imply endorsement by  
BDJ In Practice. Normal and prudent research should be exercised before purchase  
or use of any product mentioned.

Please send product and services news through to David Westgarth, BDJ In Practice via: 
David.Westgarth@bda.org
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Explore the optimal digital dentistry workflow

No more horror stories… 
and that’s a promise!

A one day meeting entitled ‘Digital dentistry: seeking the optimal workflow’ will be held 
on Wednesday 28 March 2018 at the Royal Society of Medicine (RSM), 1 Wimpole Street, 
London, organised by the Odontology Section of the RSM.

The event will explore the role of digital dentistry in its broadest context and given the 
current landscape with the change from analogue to digital techniques. By the end of the 
meeting participants will know about the range of digital workflows for restorative and 
implant dentistry available globally and appreciate both the limitations and benefits of the 
digital workflow. Delegates will learn how digital dentistry can elevate their practice and 
the potential ‘future’ for digital dentistry in the UK.

The day session will include a live and interactive panel discussion on the planning of 
digital dentistry cases, which will act as a full and frank perspective on where we are with 
digital dentistry today.

The meeting is supported by 3M United Kingdom PLC and Henry Schein UK, and 
Planmeca UK will be exhibiting. To register and book your place at the event, visit 
https://www.rsm.ac.uk/events/events-listing/2017-2018/sections/odontology-section/
odk02-digital-dentistry-seeking-the-optimal-workflow.aspx, call Charlotte Flower on 020 
7290 3948 or email odontology@rsm.ac.uk. 

It’s likely most people don’t have to 
think too hard to recall a problematic 
experience such as buying or selling a 
property.  Almost everyone will have 
their own saga about possibly the biggest 
financial decision of their lives.  Buying or 
selling dental practices can, arguably, be 
even more fraught with additional factors 
such as navigating the legal minefield 
and the need to compromise.  Hearing 
anecdotes of buyers leaving themselves 
overcommitted by paying broker fees 
and sellers tied into ‘earn out’ contracts 
that fail to incentivise them to grow their 
businesses are worryingly commonplace.  
Similarly, valuers have attracted criticism 
for inflating prices and failing to set 
realistic price expectations in sellers.

Frank Taylor & Associates (FTA) 
have been working on a voluntary code 
of practice, the Practice Sales Promise, 
with the clear intention of making such 
episodes a thing of the past. PFM Dental 
and FTA are among the organisations 
who’ve already committing to adopting 
the code, and it is expected many others 
will soon follow suit. 

The code itself has fifteen separate 
promises; all are reassuringly 
straightforward. The first, underpinning 
all the others, sets the tone: ‘We respect 
and observe the highest levels of integrity, 
and respect confidentiality’.  The others 
are centred on providing the best 
possible service to clients. There’s also 
the safeguard, should things not be to 
the client’s satisfaction, ‘easy access to 
the Directors should it be necessary to 
complain about any aspect of our service’.

If you’re thinking of buying or selling 
a practice, ensure you ask whether your 
agent adheres to the Practice Sales Promise.

The identification of active 
dental caries has always 
been an issue in dentistry. 
There are very few markers 
to help practitioners 
determine whether a 
carious lesion is progressing 
or not – making accurate 
treatment hard to achieve. 
Indeed, many lesions that 
are actually inactive are 
being treated ‘just in case’ 
– leading to the inadvertent 
destruction of otherwise 
healthy dental tissue. 

However, CALCIVIS 
means to change this 
paradigm. With its 
unique Imaging Device, the 
innovative UK-based dental company is hoping to make the invisible markers of active 
decay visible.

This can be achieved through the use of a highly specific, bioluminescent photoprotein 
that, when introduced to a carious lesion, creates a light signal if active demineralisation 
is in progress. The CALCIVIS Imaging Device has been designed to dispense the 
photoprotein onto the tooth and then image the result for immediate review. This way, a 
practitioner is provided with an evidence-based ‘map’ of any active dental decay, allowing 
them to predictably treat what needs to be treated and protect what does not.

This new technology represents a significant step in the fight against dental caries, and 
will provide practitioners with an easy-to-use tool to improve their preventive care. 

The CALCIVIS Imaging Device is predicted to change the way the profession tackles 
dental caries – be sure to keep an eye out for further details as they are announced.

To find out more, contact the expert CALCIVIS team at www.calcivis.com.

Making the invisible visible 
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Halitosis can put a considerable strain on 
any relationship. It can result in extreme 
embarrassment as well as avoidance, 
frustration, lack of intimacy, loss of self-
esteem and even anger or depression.
Help your patients keep their relationships on 
track by recommending CB12 mouthwash. 

When used as an adjunct to brushing 
and interdental cleaning, CB12 mouthwash 
enhances the oral health routine and 
prevents unpleasant breath for up to 12 
hours.1 Its patented formula gets to the 
root cause of oral malodour by targeting 
and neutralising the odorous volatile 
sulphur compounds (VSCs) that are mainly 
responsible for intra-oral halitosis.2

CB12 begins working immediately but 
its active ingredients also chemically bind 
to the tissues of the mouth to provide long-

lasting effects and 
the reassurance 
of pleasant 
breath.  

Patients don’t 
have to live in a love/hate relationship with 
their partners, friends or their oral health. 
They can get up close and enjoy life to the 
full – with CB12 oral health products.
For more information about CB12 and how 
it could benefit your patients, please visit 
www.cb12.co.uk.

1. Seemann R et al. Duration of effect of the 
mouthwash CB12 for the treatment of intra-
oral halitosis: a double-blind, randomised, 
controlled trial. J Breath Res 2016; 10: 036002. 
Available online at www.ncbi.nlm.nih.gov/
pubmed/27328808 (Accessed January 18).

2. Porter S et al. Oral malodour (halitosis). BMJ 
2006; 333: 632–635.

Healthy, happy relationships

Complete irrigation solution
CanalPro endodontic irrigation solutions 
from COLTENE have been manufactured 
to minimise the time that you spend 
on irrigation, without compromising 
effectiveness so that you can achieve the 
optimal outcome every time. 

All products work in harmony with one 
another, each designed to tackle a different 
aspect of chemical debridement during 
root canal preparation. The CanalPro 
NaOCI (sodium hypochlorite) available in 
a 3% and 6% formula is for the successful 
irrigation of root canals during and after 

instrumentation, while CanalPro EDTA 
17% (ethylenediamenetetraacetic acid) 
removes smear layer and dentine mud. 
It also opens dentine tubules to allow 
disinfection solutions to work more 
effectively and for better adhesion of sealers 
and obturation materials.

Contact COLTENE 
about CanalPro on 
www.coltene.com, 
email info.uk@
coltene.com or call 
01444 235486.

Technology continues to evolve in the 
dental practice, with innumerable digital 
solutions now available to help improve 
patient care and streamline practice. 

To help you find equipment that 
will benefit you the most, RPA Dental 
works closely with a number of leading 
manufacturers – including the world-
renowned MyRay, a name synonymous 
with both technological innovation  
and quality.  

Products available include the 
Hyperion X9 with Cone Beam 3D 
technology, Hyperion X5 wall-mounted 
3D/2D imager, C-U2 intraoral camera 
and RXDC Hypersphere+ X-ray, each of 
which have been designed to maximise 
functionality and performance. 

With a 45-year heritage, RPA Dental 
is well placed to help you discover 
which option is best for you, and will 
work closely with you and your practice 
on every aspect of your purchase from 
consultation to installation, training 
and beyond. 

When you purchase MyRay digital 
imaging solutions from RPA Dental, 
you also benefit from ongoing technical 
support from the team of experienced 
engineers, to ensure you get the most 
from your equipment.

If you’d like to find out more about 
MyRay equipment available from RPA 
Dental, visit www.rpadental.net or call 
08000 933 975.

Keeping up with 
technology

Band together
The Association of Dental Groups (ADG) has always regarded good business models and 
consistent best practice key to providing a high standard of patient care. By providing a 
support network to its members – dental providers and employers using a corporate or 
group model – the ADG aims to help keep the progress of innovation, investment and 
quality of service moving forward. 

In addition to this, the ADG will continue to: 
• Ensure delivery of quality outcomes for patients across the sector
•  Support the government’s aim to improve high quality access to dental care
• Work with the NHS to promote prevention of dental health problems
• Work with the profession as a whole to improve patient care
• Ensure the developing regulations are fit for purpose and meet patient and professional 
needs in a sustainable, consistent and appropriate way.

If you’d like to find out more about the ADG and its members, visit www.dentalgroups.co.uk.
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Everything you need, 
just a click away

OFF40%

BDA Members

OFF50%

BDA Student Members

shop.bda.org

BDA members get free shipping on all orders

The BDA is owned and run by its members.  
We are a not-for-profit organisation – all our income is reinvested for the benefit of the profession.



Dentist to Dentist
For when you want to refer
a patient to a local colleague

South East

North

SPECIALIST DENTAL CARE 
www.specialistdentalcare.com

Mr Martin F. W-Y. Chan 
BDS, MDSc, FDS (Rest Dent) RCPS (Glasg), DRD, MRD, RCSEd. 
29 The Grove, Ilkley, W. Yorks, LS29 9NQ
Tel: 01943 608090
Email: info@specialistdentalcare.com
Interests: Restorative and Implant Dentistry, Prosthodontics, 
Periodontics, Endodontics
On Specialist List: Yes, as above

261782

261782.indd   1 23/06/2017   11:41

BLACKHILLS SPECIALIST 
REFERRAL CLINIC
www.blackhillsclinic.com

5 Maidenplain Place, Aberuthven Perthshire PH3 1EL
Tel: 01764 664446 
Email: info@blackhillsclinic.com 
Cone beam CT scanning
Mr Paul Stone BDS (Hons) Lpool, FDS RCSEd, FDS RCPS (Glasg) 
Interests: Implant surgery, oral surgery, conscious sedation, bone 
grafting and sinus lifts.
On Specialist List: Yes, Oral surgery (60534)
Mrs Adela Laverick BDS (Hons) Lond, FDS RCS Eng, MSc Lond 
Interests: Fixed & removable prosthodontics, dental implants 
On Specialist List: Yes, Prosthodontics (66211)
Dr Marilou Ciantar BChD (Hons) Malta, MSc Lond, PhD Lond, 
MFDS RCS Eng, MFD RCS Irel, FFD RCS Irel 
Interests: Oral surgery, implant surgery, tissue regeneration, 
periodontology, conscious sedation
On Specialist List: Yes, Oral Surgery and Periodontics (84070)
Mr Brian Stevenson BDS Glasg, PhD FSA (Rest.Dent.) RCSEd, 
MFDS RCSEd, FHEA 
Interests: Fixed and removable prosthodontics, 
endodontics and dental implants 
On Specialist List: Yes, Restorative Dentistry and Endodontics (77605)
Mr Graeme Lillywhite BDS Edin, MFDS, MSc, MRD, FDS RCSEd 
Interests: Restorative Dentistry, fixed prosthodontics, dental implants 
On Specialist List: Yes, Restorative Dentistry and Prosthodontics (68916)
Mrs Lorna Harley BDS Glasg, MFDS RCSEd, MRD (Endo) RCSEd 
Interests: Endodontics 
On Specialist List: Yes, Endodontics (79246)
Dr Donald Thomson BDS (Hons) Edin, FDS RCSEd, DDR RCR 
Interests: Cone beam CT imaging 
On Specialist List: Yes, Dental and Maxillofacial Radiology (70079)

266979

Scotland

DEVONSHIRE HOUSE
www.devonshirehousedental.co.uk

2 Queen Edith’s Way, Cambridge CB1 7PN
Tel: 01223 245266
Email: enquiries@devonshirehousedental.co.uk

Specialist Referral and Education Centre

Interests: Prosthodontics, Implants, Endodontics, Periodontics and 
Orthodontics, Dental Education and Mentoring.

Specialist Prosthodontists:
Julian Martin
Kevin Esplin
Ian Pearson
Wail Girgis
Cyrus Nikkhah
Nick Williams
Philip Taylor
Assad Khan

Interests: Restorative Dentistry, Dental Implants, All-on-4®, 
Aesthetic Dentistry, CT Scanner, OPG Service and Dental Education

Specialist Endodontists:
Elisabeth Smallwood and Julian Martin

Specialist Periodontists:
Trisha Whitehead and Puneet Patel

Specialist Orthodontist:
Dirk Bister

296176

East Anglia

     J SMALLRIDGE DENTALCARE 
www.jasdental.co.uk

J Smallridge Dentalcare 
Childrens Dentistry 
82 Berners Street, Ipswich, Suffolk, IP1 3LU
Tel: 01473 550600 Email: jo.carey@jasdental.co.uk 
Consultant Paediatric Dentists
Consultant Orthodontist
Clinical Psychologist
Specialist Prosthodontist for adults
Endodontist

289511
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DENTAL SPECIALISTS MK 
www.dentalspecialistmk.com

259 Queensway, Bletchley, Milton Keynes MK2 2EH
Tel: 01908 630169 Email: admin@dentalspecialistmk.com
Interests: Orthodontics, Periodontics, Implants, Peri-implantitis, 
Full Mouth Rehabilitation, Prosthodontics, Endodontics, Oral Surgery 
including TMJ , Restorative Surgery, Sedation and Snoring. 
CT scanner and Zeiss microscope on site
On Specialist List: Yes, Orthodontics Dr Ayodele Soyombo, Dr Patel
Special Interest in Orthodontics: Dr Juanita Levenstein
Specialists in Periodontics: Dr Adetoun Soyombo, Dr Carol Subadan 
and Dr Olanrewaju Onabolu
Specialist in Prosthodontics: Dr Peter Yerbury and Dr Ulpee Darbar, 
Specialist in Restorative Dentistry: Dr Ulpee Darbar
Specialist in Endodontics: Dr Neil Kramer
Specialist in Oral Surgery: Dr Tamer Theodossey, Dr Wale Towolawi 
and Dr Yinka Lesi

209440
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Is your team 
in the Team?

www.bdjteam.co.uk
For 10 FREE hours of CPD
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PERIO & IMPLANT
DENTAL REFERRAL CENTRE
www.perionimplant.com

351 Richmond Road, Upper Ground Floor, East Twickenham, TW1 2ER
Tel: 020 8912 1346 Email: info@perionimplant.com
DR CHONG LIM - GDC No. 70007
BDS (National University of Singapore)
MSc in Periodontics (Eastman Dental Institute, UCL)
MSc (Distinction) in Dental Implantology (University of Bristol)
Specialist in Periodontics
Interests: Periodontics and Dental Implants
On Specialist List: Yes - Periodontics 293125

Chong Lim.indd   1 25/08/2017   09:42

ROOT CANAL DENTAL 
REFERRAL CENTRE 
www.rootcanalcentre.co.uk

351 Richmond Road, Upper Ground Floor, East Twickenham TW1 2ER
Tel: 020 8050 0351 Email: info@rootcanalcentre.co.uk
Dr Nicolai Orsteen
DDS Oslo 2002
Specialist in Endodontics
GDC No. 175404
Interests: Endodontics
On Specialist List: Yes

293124

Dr Nicolai Orsteen.indd   1 25/08/2017   09:43

DENTAL SPECIALISTS ST ALBANS 
www.thedentalspecialists.co.uk

96 Victoria Street, St Albans, Herts AL1 3TG
Tel: 0172 7845706 
Email: admin@thedentalspecialists.co.uk

Interests: Periodontics with a special interest in Peri-Implantitis and 
hard and soft tissue Regeneration, Orthodontics, Implants,  Full Mouth 
Rehabilitation, Anti-Snoring Devices, Non-Surgical Management of 
TMJ problems

Specialists in Periodontics: Dr Adetoun Soyombo, 
Dr Olanrewaju Onabolu and Dr Carol Subadan
Specialist in Orthodontics: Dr Ayodele Soyombo
Special Interest in Orthodontics: Dr Juanita Levenstein
Special Interest in Prosthodontics: Dr Richard Craxford

239826

MOOR PARK 
SPECIALIST DENTAL CENTRE
www.moorparkdental.com

10 Main Avenue, Moor Park, 
Northwood, Middlesex, HA6 2HJ
Tel: 01923 823 504 
Email: info@moorparkdental.com

Dr Joe Bhat BDS FDS RCS MClinDent MRD RCSEd
Specialist in Oral Surgery and Prosthodontics

Dr Lydia Hopkins BDS MSc Ahea
Specialist in Periodontics

Dr Nick Vyas BDS MSc FDSRCS Cert. Implantology
Specialist in Periodontics

Dr Norman Gluckman BDS Rand
Specialist in Endodontics

Dr Neeta Patel BDS FDS RCS
Specialist in Oral Surgery

Dr Sheetal Patel BDS MFDS RCS MSC Morth
Specialist in Orthodontics

Professsor Raman Bedi BDS MSc DDS honDSc DHL 
FDSRCS(Edin) FDRCS(Eng) honFDSRCS(Glas) FGDP FFPH
Specialist in Paediatric Dentistry

Dr Amanda Reynolds DDS LDS DDPH(Eng) MSc DPH Dip Endo, 
Cert Sed & Pain Management, CILT
Specialist in Special Care Dentistry

294230
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BOSTON HOUSE DENTAL CLINIC
www.bhddc.com

SPECIALIST REFERRAL CENTRE 
IN THE CITY OF LONDON 

82 London Wall, City of London EC2M 5ND
Tel: 0207 6284869 
Email: info@bhddc.com

Interests: Prosthodontics, Restorative & Implant Dentistry, Implant 
complications, Endodontics, Periodontics, Orthodontics, Oral Surgery, 
Oral medicine, Sleep Medicine & Sleep Apnoea, Mentoring.

Specialist services:

Farid Fahid Specialist in Prosthodontics
Farid Monibi  Specialist in Prosthodontics
Hatem Algraffee  Specialist in Periodontics
Natasha Wright  Consultant and Specialist in Orthodontics
Anish Shah  Consultant and Specialist in Oral Surgery/ 
 Special Interest in Oral Medicine
Robert Crawford  Consultant in Restorative Dentistry,  
 Specialist in Prosthodontics, 
 Endodontics & Periodontics

Special Interests services:

Kostas Papadopoulos  Aesthetic and Implant Dentistry
Aditi Desai  Sleep Medicine & Sleep Apnoea 
 (President of British Society of Dental Sleep)

295045
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TOOTHBEARY RICHMOND
www.toothbeary.co.uk

Dr Nicole Sturzenbaum 
Toothbeary Practice Richmond 
358a Richmond Road, 
East Twickenham TW1 2DU 
Tel: 0208 831 6870 
Email: info@toothbeary.co.uk 
Interests: Children

258051
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Midlands

DENTAL SPECIALISTS MM
www.dentalspecialistsmm.co.uk

20 Park Road, Melton Mowbray, Leicestershire LE13 1TT
Tel: 01664 568811
Email: info@parkroaddentalpractice.co.uk

Interests: Periodontics, Orthodontics, Peri-implantitis

Dr Ayodele Soyombo On Specialist List: Yes, Orthodontics
Dr Bola Soyombo On Specialist List: Yes, Periodontics
Dr Richard Craxford On Specialist List: No

209439
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THE PRIORS DENTAL PRACTICE LTD
www.thepriorsdentalpractice.co.uk

Pinfold Lane, Penkridge, Stafford, Staffordshire ST19 5AP
Tel: 01785 712388 
Email: info@thepriorsdentalpractice.co.uk

Dr Mark Emms L.D.S.R.C.S (Edin) MSc (UCL) 
Interests: Dental Implants, Fixed and Removable Prosthodontics, Bone 
Grafts, Sinus Lifts, Full Mouth Reconstructions, Periodontics, Occlusion, 
Restorative and Cosmetic Dentistry, Implant Mentoring

Mr John Scholey BDS, FDS, RCS (Edin), FDS (Orth) RCS (Edin) 
MOrth RCS (Eng), MDentSci  
Interests: Specialist Orthodontics, Mini-Screw, Lingual Braces 
On Specialist List: Yes

Dr Lukas Javorskis MSc Endodontology (Kaunas, Lithuania) 
Interests: Endodontics (including Instrument Removal), 
Use of on-site Microscope

CT Scanner and dedicated implant suite on-site.

236739
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North West

ST GEORGE’S DENTAL PRACTICE 
www.stgeorgesdentalpractice.co.uk

19-21 St George’s Street, 
Chorley, 
Lancashire PR7 2AA
Tel: 01257 262545
Email: info@stgeorgesdentalpractice.co.uk
Interests: Dental Implants, Oral Surgery, Orthodontic Specialist, 
Endodontic Specialist, Paediatric Dentistry, Sedation, 
Restorative and Cosmetic Dentistry.
On Specialist List: Yes, Endodontics and Orthodontics
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Over half a million page views each month 
reaching on average 21,765 dental professionals!**

To make a booking or for more information please contact the BDJ Jobs Sales Team 
at bdj@nature.com or on 020 7843 4729

BDA Members
 Recruit nurses, orthodontic 

therapists, practice managers, 
receptionists and technicians 

for FREE!*
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Training
Essentials

Meet all your 
verifiable and CORE 
CPD requirements

bda.org/training
020 7563 4590  |  events@bda.org

Staff management

NHS claiming

Business planning

Infection control

IRMER

Compliance

Safeguarding

One day courses  
from £95

Book today

Courses coming up on:

If you wish to be included in these pages please contact Jamie Feek on 020 7843 4712 or Email jamie.feek@nature.com for a quote.



To access BDJ In Practice CPD online:

Either visit www.bda.org and select 

‘CPD’ from the main menu, or type  

cpd.bda.org directly in the long white 

box at the top of your web-browser 

screen. When prompted, log into the 

BDA CPD Hub using your BDA website 

login email and password details.

First-time user: select BDJ In Practice 

CPD on the front page of the CPD 

Hub and enrol for the service. You will 

automatically be taken to the BDJ In 

Practice CPD page.

Registered user: Log into the BDA CPD 

Hub and select BDJ In Practice CPD to 

see the available CPD opportunities. 

Select an issue and answer the 

questions. When finished, you will be 

prompted to view your CPD Record 

where you can see your result.

For support use: cpd.hub@bda.org

Need help?

WELCOME ONCE AGAIN to the  
BDJ In Practice continuing professional 
development (CPD) programme.

To complement the clinical CPD you 
can earn with our sister publication, 
the British Dental Journal, our CPD is 
designed to help dentists keep up with 
the latest developments in the profession.

All the questions relate to articles 
in this issue of BDJ In Practice. By 
completing the answers online, you can 
earn one hour’s verifiable CPD. Do so  
in every issue of BDJ In Practice and  
you can earn 12 hours’ verifiable CPD  
in a year.

This programme is free to members.  
A record of the CPD you have earned 
from BDJ In Practice CPD is available 
to view and print at our CPD Hub. 
Responses must be completed within six 
months of the publication date because 
we need to ensure our questions serve 
their purpose in helping you keep up to 
date with current issues.

Log onto cpd.bda.org now to earn one 
hour’s CPD.

In Practice CPD

A 7 days

B 10 days

C 14 days

D 21 days

A The practice owner

B The associate

C  The name listed on sub-part A of the 

Health Board’s dental list

D All of the above

A 3 days

B 7 days

C 10 days

D 14 days

A  0

B 1

C 2

D 3

Q4:  How long does a contractor or principal have to notify their relevant board of the 
termination of employment of an assistant?

Q1: In Scotland, who is the contractor?

Q2:  How many assistants can be employed by a principal without the consent of the Health 
and Social Care Board?

Q3:  How long does a contractor or principal have to notify their relevant board of the 
employment of an assistant?

CPD

In Practice CPD32
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BDA Good Practice is a framework for 
continuous improvement. 

Build seamless systems and develop a 
confident and professional dental team.

Start your journey today and get the 
recognition you deserve! 

Systems
Develop systems to  
enhance efficiency

Team working
Build an enthusiastic, motivated 

and engaged team and  
improve communications

Patient experience
Create a loyal patient base and 
drive personal recommendation

“It proves to ourselves and our patients 
that we are a Good Practice”

Testimonial from 2017 member practice



Setting up a workplace 
pension is the law and 

time is running out

In proud partnership with

What matters to you matters to us 

01823 250750    info@lloydwhyte.com
www.lloydwhyte.com/bda-workplace

Lloyd & Whyte (Financial Services) Ltd are registered in England No. 02092560.  
Registered Office: Affinity House, Bindon Road, Taunton, Somerset, TA2 6AA. Calls 
may be recorded for use in quality management, training and customer support.

Organising your workplace pension doesn’t have to be stressful or 
time consuming. We’ve partnered with auto-enrolment experts,  
Creative Auto Enrolment, to give you...

Advice on legal compliance (avoiding fines)

A qualifying pension scheme for your employees

The best way to update your current pension scheme

A straightforward set-up cost
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