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Join a Growing Cohort of Doctors Investing in 
Solutions to the Social Housing Crisis

INVESTMENT
Long-term guaranteed rental contracts (typically 5-10 years)

Secure Local Authority agreements
100% ownership

Fully managed, hands-off investment

RETURNS
Guaranteed rent whether the property is occupied or vacant

NET returns of  6.50%
Decent capital gain forecasts

Steady income stream

Testimonials from Current Clients
“Zero hassle investment. Great that someone else is picking up all the admin“ 

GP
“Knowing there are no potential rental voids or maintenance costs made my 

investment particularly attractive”
Orthopaedic Surgeon

“Great predictable rising monthly income stream to supplement earnings and 
my future (unpredictable!) pension!”  

Ophthalmologist
“I have been using the services of Stef & Philips for the last three years. I have 

found them very accommodating and efficient. They have advised me of 
some excellent ideas of investment for which I have taken. They are polite
and trustworthy and I would have no hesitation in recommending them.”

Dental Surgeon

For more information please contact us at:
doctors@stefphilips.com

Integrity

Client Care

Professionalism

1, 2 & 3 bed flats and houses are available for purchasing with Local 
Authority contracts already in place and full management provided 

by Stef & Philips Ltd.

PROPERTY INVESTMENT 
OPPORTUNITY 
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Effective ways to transform your practice performance; 
ensuring your business reaches its full potential!

 

 

 

 

  

  Learn – How to identify the key performance 
indicators that you should focus on to meet both
your business and individual objectives

  Network – Share ideas and experiences with 
teams from other practices

  Understand – The key daily tasks that drive 
performance in each role, and how to set targets
based on industry benchmarks

Seminars across the UK & Ireland 
www.softwareofexcellence.eventbrite.co.uk

FREE to attend and qualifies for 2 hours verifiable CPD

Using Your Data to Transform 
Practice Performance

@UKSOE SoftwareOfExcellence SoftwareOfExcellence

Time
Registration opens: 6:00pm
Seminar: 6:30pm - 8:30pm
Light refreshments  
provided from 6:00pm

e CPD
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TO ATTEND
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Sir, I write to you regarding the letter titled 
‘stress and the GDC’ (BDJ In Practice, 
April 2017) from Mr Talbot.

The GDC’s role is to protect patients and 
maintain the public’s confidence in dental 
services. Our Fitness to Practise (FtP) 
function is an important part of how we 
fulfil this role. We have done a great deal of 
work to improve our FtP processes recently 
– and this important work continues. The 
feedback we have received from dental 
professionals and others has been crucial to 
this. 

A necessary part of the FtP process is to 
investigate allegations. We understand that 
it will be stressful for anyone against whom 
an allegation is made and while we can’t 
alleviate stress altogether, we should do 
what we can to minimise it.

The Samaritans and the GDC have 
worked together to create a support package 
providing staff with the skills and knowledge 
to support registrants experiencing stress 

LETTER

Right to reply

Critical point
Sir, the profession is at a critical point. We 
are over regulated and have lost faith in those 
regulators. The accepted journey of the past 
60 odd years of joining as an associate to 
becoming a practice owner is being changed 
by the emergence of corporate dentistry. There 
is chronic underinvestment in NHS dentistry.

This year’s Local Dental Committees’ 
(LDC) Conference (8-9 June in Birmingham), 
of which I am chair, will raise significant 
questions: What is going to happen if 
amalgam is phased out? Can a dentist 
in England continue to work under the 
discredited and hated 2006 contract? Eleven 
years have passed and, if anything, things are 
worse for dentists and their patients; most 
importantly what can LDCs do?

We know that investment in dentistry 
could stem the tide of dental decay. We 
know that the single biggest reason for 
children having a general anaesthetic for 
extractions could be avoided. To make 
this happen we need clear leadership and 
a loud voice. We need a national oral 

LETTER

or anxiety. Our staff will always signpost 
practitioners needing help to organisations 
where support can be sought, such as the BDA 
Benevolent Fund and Dentists’ Health Support 
Programme. 

Our FtP staff are trained so they are as 
well placed as possible to identify people in 
need of support. The Samaritans also helped 
us to produce some guidance which helps 
to identify key triggers, warning signs and 
highlights good practice.

This year we will be reviewing the 
information we send to professionals in FtP 
and are working to establish a peer-to-peer 
support network - which we hope to pilot 
later this year – and we will also be working 
in partnership with MIND.

As set out in our proposals for regulatory 
reform, Shifting the Balance, we are re-
examining what we mean by the term 
‘serious’ to ensure we are only deploying our 
enforcement powers where it is necessary and 
to refer non-FtP issues to organisations that are 
better placed to resolve them, often locally. 

Finally, I would like to address Mr 
Talbot’s suggestion that the GDC’s 

Professional Conduct Committees 
(PCC) are ‘institutionally biased’. Our 
PCCs are independent decision-making 
bodies that comprise of members of the 
dental professional and experienced 
lay adjudicators. They are supported at 
hearings by an independent legal advisor, 
who does not take part in decision making 
but ensures that the Committee acts in 
accordance with law. 

Our Panels must carefully consider all 
the evidence presented by both parties and 
record their decision making. Panels must 
balance several key factors including the 
seriousness of the allegations, whether the 
professional has shown any remediation, 
insight and remorse and whether there is a 
likelihood of the offences being repeated.

I welcome the feedback that Mr Talbot has 
provided and will incorporate it into the work 
we are planning to further improve the GDC’s 
fitness to practise processes as part of our 
‘End to End Review of Fitness to Practise’. ◆

J. Green, Executive Director, Fitness to 
Practise, via email

health strategy. We also need to educate 
politicians to help them to see beyond the 
usual electoral cycle of every five years; they 
need to take the long view, 20-30 years into 
the future and invest in preventing dental 
diseases now. We need to remind them that 
their constituents care passionately about 
being able to access dental care. If they 
complain about NHS budgets, then we must 
speak truth to power.

There is growing evidence linking 
oral health to chronic conditions such as 
cardiovascular disease and diabetes. Sugar 
and especially ‘hidden sugars’ in otherwise 
seemingly healthy food is contributing to the 
obesity crisis. How long have dentists been 
screaming for a ‘sugar tax’? This money should 
be directed at prevention – making sure 
the money reaches the intended recipients. 
Politicians need to see that better funding for 
dentistry reduces the NHS bill in the long-
term and they can reap votes from that.

I am 57 years old and have had a 
marvellous career in dentistry. I am 
concerned for the younger graduates 
qualifying with their BDS and ladened 

with debt. They are entering a very difficult 
situation with no clear career path. 
The decreasing investment and lack of 
commitment to them by the government 
and even their ‘elders’ within the profession 
makes their position precarious.

Dentistry is a wonderful rewarding career 
that we must preserve for those that follow. I 
am an optimist and a dreamer and I would 
love to hear that the conference of 2017 was a 
‘game changer’ and that we had helped bring 
tomorrow’s dentists into the ‘fold’ and had 
relevance for those young graduates leaving 
university this year. None of this can be achieved 
if you – my fellow dentists – do not engage.

Find out where your LDC meets, read 
the newsletters, get involved and come 
to our annual conference, if you can. I, 
for one, never thought the Tories could 
steal our conference thunder by holding 
a snap election on 8 June. They say every 
vote counts, so don’t miss out on either by 
applying for a postal vote before the deadline 
on Tuesday 23 May. ◆

Alisdair McKendrick, via email.
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Th e results of the latest NASDAL (Th e National Association of 
Specialist Dental Accountants and Lawyers) goodwill survey 
reveal a market that is a little less bullish and perhaps more 
uncertain than it has been in recent times.  

Alan Suggett, specialist dental accountant and partner in UNW 
LLP who compiles the goodwill survey, explained: ‘Th is quarter’s 
fi gures show the average of  goodwill as a percentage of fee income 
on those practices actually sold, continue to drop back and there is a 
great discrepancy between valuations and deals.  I reported in the last 
survey that practice sales agents had told me that there was still huge 
appetite for practices and the withdrawal of {my}dentist would have 
little or no eff ect on the market. 

‘Th ere seemed to be a general perception that the corporates, 
including {my}dentist, were buying up every practice across the 
country. Whilst this wasn’t true and {my}dentist was only responsible 
for a small percentage of sales, it does seem that their withdrawal may 
have led to a more general loss of confi dence. With a time lag between 
valuations and deals done, it will be interesting to see if the quarters to 
come will refl ect the optimism of these high valuations when it comes 
to actually signing on the dotted line.’

NHS and Mixed practices continue to attract a signifi cant 
premium. In the quarter to 31st January 2017, Mixed practices sold 
at an average of 126% of goodwill as a percentage of fee income, 
with NHS attracting an even higher rate of 156%. Private practices 
have been holding steady and now attract an average 101% of 
goodwill as a percentage of fee income. 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 January, 2017.

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

Uncertainty creeps in
BOOK REVIEW

In a nutshell
Th e contents of Th e smart solution book 
is divided into six sections but the 68 tools 
are scattered over three main parts. By 
far the largest of these parts covers tools 
aiming at problem-solving techniques 
for individuals or small groups. A much 
shorter part relates to problem solving in large groups. Th e third 
tool-containing part looks at some problem-solving business 
games such as one entitled ‘Retirement Speeches’ where the 
players take turns to imagine they are on the brink of retiring and 
explain what they successfully achieved to a group of new joiners. 
Another example, within the small group section is ‘Peer Assist’ 
which is based on the premise that since problems are very oft en 
not unique, someone will have experienced a specifi c issue before 
and can therefore off er pertinent advice.

Who is it ideal for?
Anyone working in the private or public sector, salaried services 
or general practice who requires a quick fi x which could be 
used by a single-handed professional. Alternatively, large 
scale, medium-to-long term solutions are also given, which 
can be utilised by groups of up to a hundred or more. It off ers 
participants a method of framing problems in order to solve 
them more easily, whether alone or in collaboration with others. 
It also provides users the opportunity to become more creative 
in their thinking so that over time solutions will begin to present 
themselves.

Why you should read it?
An expert in personal and organisational development, David 
Cotton has worked in 40 countries a trainer, facilitator, speaker 
and coach and written over a dozen books on these subjects. 
Employed for twenty one years with Arthur Andersen & Co 
and PricewaterhouseCoopers, he became an independent 
trainer in 2002. This one hundred and seventy page paperback 
is easy to read and individual subjects (or tools) such as ‘tough 
questions’ and ‘who else has solved this problem?’ can be 
cherry-picked for quick reference in order to gain realistic 
answers to a whole range of problems occurring within the 
workplace. ◆

The smart solution book – 68 tools for 
brainstorming, problem solving and 
decision making
David Cotton
Pearson Education, 2016
ISBN: 978-1-292-14231-9
£16.99

Smart solutions

For more about this book: www.bda.org/booknews
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Overwhelming support from dentists for gender-
neutral HPV vaccinations

The overwhelming majority of dentists 
and GPs are backing calls for the Human 
Papillomavirus (HPV) vaccination 
programme to be expanded to school aged 
boys, according to a new survey. In the new 
poll published by the campaign coalition HPV 
Action for World Immunisation Week (24-28 
April), 97% of dentists backed expansion of 
the programme, with the same proportion 
saying if they had a son they would want them 
to receive the vaccination. 94% of GPs said 
they would support both positions.

The survey was sent to members of the 
Faculty of General Dental Practice (UK), 
the British Dental Association and the 
British Medical Association. Findings come 
as the Government’s vaccination advisory 
committee (JCVI) moves towards a 
decision on whether boys should be given 
the HPV vaccination.

Up to 80% of sexually active people will 
be infected by HPV at some point in their 
lives. 5% of all cancers are caused by HPV 
and some of these, notably oral cancers, 
are now rising sharply in incidence. HPV-
related cancers such as anal cancer are also 
among the hardest to diagnose and treat.

Parliamentarians from all parties have 
signed an open letter to the Health Secretary, 
Jeremy Hunt MP, urging him to ensure that 
the UK doesn’t miss this opportunity to 
eradicate some of the fastest-rising cancers 
in the developed world.

Mick Horton, Dean of FGDP(UK) 
said: ‘The incidence of oral cancer has 
increased dramatically over the last decade, 
and over two-thirds of diagnoses are in 
men. HPV is a main causative agent, and 
the introduction of the NHS vaccination 
programme for girls has led to a significant 
reduction in the prevalence of the virus 
among women. Yet with over 2,000 men a 
year in the UK diagnosed with an HPV-
related cancer - of whom almost half will 
die from the condition within five years 
– it is clear that current measures are not 
working for everyone. The view of oral 
health professionals is resounding – many 
of these lives could and should be saved by 
also vaccinating boys against HPV.’

Mick Armstrong, Chair of the BDA’s 
Principal Executive Committee, said: ‘HPV 

is the leading cause of oro-pharyngeal 
cancers and men are just as likely to develop 
it as women so where is the logic – or 
fairness – in targeting protection to one 
section of the population? It is morally 
indefensible to allow people to contract 
cancer when prevention – the new NHS 
mantra – could be so cheap and easy. 
Cancers affecting the mouth and throat have 
a huge impact on the quality of people’s lives, 
so it’s frustrating for dentists, who are often 
the first to detect them, knowing how easily 
they could have been prevented.’

Dr Andrew Green, a member of the 
BMA’s General Practitioners Committee 
(GPC), said: ‘If we want to see an end to 
some of the most aggressive and hard to 
treat cancers such as throat, head, neck and 
anal cancer, boys as well as girls must be 
given the HPV vaccination. It is ridiculous 
that people are still dying from these 
cancers when their life could have easily 
been saved by a simple injection.’

Peter Baker, HPV Action Campaign 
Director, said: ‘HPV affects men and 
women equally and both sexes therefore 
deserve equal protection though a 
national vaccination programme. It is now 
time for the Government’s vaccination 
advisory committee to look up from its 
financial spreadsheets and act to end the 
suffering of those men and women affected by 
easily-preventable diseases caused by HPV.’

HPV Action is asking members of the 
public, especially the parents of boys, to 
sign an online petition demanding gender-
neutral vaccination: http://bit.ly/2nHaUul 
and will be calling on all political parties 
to commit themselves to gender-neutral 
HPV vaccination during the forthcoming 
General Election campaign. ◆

UPFRONT
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OPTIMIZING
HANDPIECE

PERFORMANCE

“With our previous autoclave we 
had to go through up to 4 cycles 

before we could get all our 
implant and surgical instruments 
through. With the iClave plus we 

can get everything all in one. 
It’s used all day, every day and 
I have to say it has really made 

our lives a lot easier. It’s fast, easy 
to use and the large chamber 
means we can process many 

more instruments at a time.  We 
can’t find anything not to like 
about it, we have been really 

impressed.”

Lorraine McFadden,  
Senior Dental Nurse,  

Chorlton Private Dental 
Practice 

NSK UK Ltd
www.nsk-uk.com
0800 6341909

For more information visit

www.mynskdecon.co.uk



Fix legal fees to help protect 
dental professionals from adverse 
compensation culture
Th e Dental Defence Union (DDU) is calling on the government to 
introduce mandatory fi xed limits on legal fees charged by lawyers 
in dental negligence claims and proposing that the scope of the 
scheme should be far broader than initially suggested.
Responding to a Department of Health consultation on fi xed legal 
fees, the DDU called on the government to rethink the proposed 
low limit on the cases the fee-cap will apply to, in order to ensure 
a meaningful eff ect on oft en disproportionate and increasingly 
unaff ordable legal costs.

John Makin, Head of the DDU said: ‘Th e rising tide of litigation 
is having a dramatic eff ect on the dental profession and the NHS 
more widely. In lower-value claims, the fees claimed by claimant 
lawyers are still, on average, above the level of damages awarded 
and that cannot be right. For example in one settled claim, the 
claimant’s costs were more than quadruple the settlement fi gure 
received by the patient.

‘Th e caps proposed are only for claims where compensation 
paid is between £1000 and £25,000. While this limit may help 
with some dental claims, we strongly believe that fi xed costs 
should be applied to all claims settled up to £250,000 to have any 
meaningful impact.

‘In order to avoid over-valuation of claims and infl ated costs 
being paid, the threshold of £250,000 must apply to the fi nal 
amount of compensation paid to the patient, not the initial 
estimated value of the claim. We oft en see speculative claims 
for many hundreds of thousands of pounds that are ultimately 
determined to be worth far less.’

BOOK REVIEW

In a nutshell
Th e term ‘manager’ is gradually becoming eroded in favour of 
specialist titles oft en combined with general ones such as Head of 
accounts. Typically stress levels are higher in middle managerial 
roles and occupants of these positions are oft en characterised as the 
so-called ‘sandwich generation’ where they are responsible for the 
welfare of both children and ageing parents. So middle management 
as a term is both nebulous and increasingly ill-defi ned but clearly 
refers to a considerable swathe of the working population.

Who is it ideal for?
Th e most universally helpful elements of this book are contained 
within the middle chapters, namely those aimed at managing work 
pressures and getting the best out of your team – letting the team 
occasionally fail does aff ord them a feeling of control which in turns 
builds confi dence – but moderated by some necessary intervention. 
So although the emphasis in this 200 page paperback is ostensibly 
on ‘middle’ management, the contents can usefully apply to anyone 
in any management position.

Why you should read it?
Gordon Tinline is a psychologist a management consultant 
and his co-author, Professor Sir Cary Cooper CBE is Professor 
of Organisational Psychology at Manchester Business School. 
Crucially, and unsurprisingly, they have tackled the subject of this 
book in a systematic and extremely comprehensible way. Having 
defi ned the notion of what is considered ‘middle management’ they 
then explore the strata above and below this level and the strategic 
drivers and personal motivators applicable to these employees. ◆

The outstanding middle manager 
– how to be a healthy, happy, high-
performing mid-level manager
Gordon Tinline and Cary Cooper

Kogan Page, 2016

ISBN: 978-0-7494-7466-9

£19.99

Performing to a high level

Government backtracks on MTD
Th e announcement of a General Election saw the Making Tax 
Digital (MTD) proposal removed from the 2017 Finance Bill.

Alan Suggett, media offi  cer of NASDAL and a partner in UNW 
LLP, said: ‘Th e aims of the scheme appeared to be laudable in 
terms of simplifying and making the tax system more effi  cient. 
However, the dental sector would have faced specifi c challenges.

‘It seems that with a general election looming, it off ered the 
government an opportunity to review MTD more closely and 
allow for proper scrutiny and how the scheme will work in 
practice. Th is could be seen as a pragmatic decision to ensure the 
government gets MTD right fi rst time.’ ◆

UPFRONT
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When you purchase dental equipment, patient safety 
is your top priority. All dental professionals responsible 
for making purchases should be aware of the risks of 
counterfeit and non-compliant instruments and devices.

Care and common sense should always be exercised, 
especially during the purchasing process; systems 
should be in place to ensure that equipment is genuine, 
compliant and safe to use.

Counterfeit and non-compliant dental instruments and 
devices are potentially dangerous to patients and users, 
and can put your registration at risk.

The Medicines and Healthcare products Regulatory 
Agency and the British Dental Industry Association 
strongly recommend that all purchases, however small, 
are made from a reputable supplier.

www.aslongasitscheap.com
Don’t risk it: check before you buy

Download the latest tips on how to spot fake dental products and find trusted dental suppliers 
at www.bdia.org.uk. Report anything suspect now at www.yellowcard.mhra.gov.uk.

British Dental Industry Association
Mineral Lane, Chesham, Bucks HP5 1NL
T: 01494 782873
E: admin@bdia.org.uk
W: bdia.org.uk

Medicines and Healthcare products 
Regulatory Agency
151 Buckingham Palace Road
London SW1W 9SZ
T: 020 3080 6701
E: counterfeit@mhra.gsi.gov.uk

Image of counterfeit products confiscated by the MHRA



Key Fact: Nearly 90% appeals 

against fi nes are upheld

Patients who wrongly claim an exemption, 

or who are exempt but complete the 

paperwork incorrectly, can be charged 

a fi ne of up to £100, in addition to 

needing to pay the original patient charge. 

However, fi gures released by the Business 

Services Authority show that of more than 

30,000 fi nes challenged by patients from 

May 2014 to July 2016, nearly 90% are 

overturned on appeal. This statistic only 

serves to underscore the diffi culties in 

determining whether a patient is exempt 

or not. In particular, BDA members 

have reported the particular challenges 

that are faced by patients with special 

educational needs, dementia or other 

cognitive conditions, and their carers, in 

navigating the patient charges system 

and in communicating their exempt status 

to practices and the Community Dental 

Services. This can leave these vulnerable 

patients facing fi nes for wrongly submitted 

claims or being charged for treatment that 

they are entitled to receive free of charge.

Key Fact: Charges now provide a 
third of NHS dental budget
Direct investment in the service in England has fallen by £170 million since 2010, 
while the gross budget has been topped up by patient charges. Based on current trends, the BDA estimates that patient 
charges in England are on course to 
contribute one third of the total dental 
budget within the next 3 years  - and 
remains on track to exceed funding from government by 2031/32. However this 
trend has not been uniform across the 
UK nations. While patients in England 
are paying a far greater share of their 
treatment costs at the point of use, 
administrations in Northern Ireland, Wales and Scotland have chosen the opposite 
path, and are reducing their dependence on patient charge revenue. 

Henrik Overgaard-Nielsen, 
Chair, General Dental Practice Commmitee

Michael Cranfi eld, 
Chair, England Community Dental 
Services Commitee

As England’s NHS dental charges rise again new research is showing the real 
cost of inadequate funding and the ‘Tax on Teeth’.

NHS charges exist to lower 
demand for health services. 
� at was the reason for their 
introduction, and that is what 

they have succeeded in achieving ever since.
It is widely recognised this approach has 

‘unintended consequences’. Certainly the 
impact on demand has never been uniform. 
Added costs do little to discourage the 
‘worried well’ yet have a signi� cant impact on 
patients on low incomes, and so in turn have 
helped sustain Britain’s persistent oral health 
inequalities.

Yet in practice the distinction between 
‘unintended’ consequences and deliberate 
policy has blurred. Since 2006 NHS dentistry 
has operated as a cash limited system, and 
the imperatives to limit demand and raise 
revenue are now hard-wired into every part 
of the service.

Yes we have the exemptions that are meant 
to take the ‘edge’ o�  charges. Yet many 
vulnerable patients either cannot navigate 
the bureaucracy that governs the system 
or are simply never made aware of their 
entitlements. � is is confusion-by-design, 
where patients are handed £100 � nes for 
misclaiming, yet 9 out of 10 appeals are won.

And higher charges have not meant extra 
investment. Far from putting extra cash into 
the service in England NHS charges have 
become a substitute for direct funding. We 
now have the realistic prospect of patient 
charge revenue overtaking state contributions 
within a generation, and it raises existential 
questions about the future of NHS provision.

NHS dentists take no pleasure in our role 
as ‘tax collectors.’ It has always strained the 
relationship between patient and practitioner, 
and the impact is felt most acutely by the very 
patients that need us most. We want to see 
dentistry unlocking its unrealised potential to 

deliver on the mantra of prevention outlined in 
the Five Year Forward View. Yet every patient 
that � nds a reason to delay or avoid care takes 
us one step further away from that vision.

� at’s why we we’re laying out the  steps 
government needs to take to achieve a 
charging system which can marry the 
objectives of promoting oral health and 
minimising barriers to care . It means reducing 
the complexity of the NHS dental charging 
system for patients, practices and the NHS, 
and improve signposting among vulnerable 
patients. It means ensuring patients and their 
carers can easily check and prove whether 
they are exempt from charges. And it means 
an end to year-on-year in� ation busting 
charge increases that simply serve to subsidise 
declining public investment in NHS dentistry.  

If we have to live with NHS charges – 
and the idea the public need to make a 
‘contribution’ toward the costs of their care – 
then they will have to work for both patients 
and practitioners, so no one in real need is 
discouraged from seeking our help.

‘A tax on teeth’: Patient charges in NHS 
dental services in England is published by 
the British Dental Association. 

The tax on teeth: under 
the microscope
By Tom King, Policy Adviser
Despite access to healthcare on the basis 
of clinical need, not ability to pay, being 
a founding principle of the NHS in 1948, 
dental services have been subject to patient 
charges since 1952. 

NHS charges were initially intended 
to raise money, to reduce demand and 
unnecessary use of the NHS, and, in the 
case of dental and sight test charges, to fund 
rearmament prior to the Korean War1. Since 
then, numerous studies have found patient 

The trouble with charges
8
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Key Fact: Nearly 1 in 5 patients 

have delayed treatment for 

reasons of cost

The 2009 Adult Dental Health Survey 

found that for 26 per cent of the public 

cost had infl uenced the type of dental 

treatment they had opted to have and 19 

per cent had delayed dental treatment due 

to cost4. Further studies have also indicated 

the impact of charges on patients, for 

example, a Citizens Advice survey of its 

clients found that 43 per cent stated that 

they had not had a dental check-up in 

the previous twelve months because they 

could not afford the costs5.

Key Fact: 1 in 4 parents are 

unaware that check-ups for 

children are free of charge

While nearly 5 million children are failing 

to attend at an NHS dentists in a given 

year, many parents are simply unaware 

that  check-ups are free of charge. Research 

conducted by Yougov on behalf of the BDA 

explored parental awareness of exemptions 

on a range of treatment options – all of 

which are available free of charge to child 

patients. Only 74% of all respondents were 

aware that check-ups were free of charge 

for children aged under 18. The consistency 

of respondents of different social grades, 

who may have more or less reliance on NHS 

services or experience of private alternatives 

raises worrying questions about what is 

supposed to be a bedrock of dental policy.

Key Fact: £18 million spent on dental attendances at A&E
Research has suggested approximately 600,000 consultations for patients with dental problems are taking place in General Medical Practice every year. Based on research from Newcastle University‘s Centre for Oral Health Research of A&E attendances, the BDA has estimated that systematic under-reporting could conservatively place dental attendees at A&E at close to 135,000 patients per year at an annual cost of nearly £18 million.

Care sta�  
refused to re-

sign the form and 
could not provide accurate information.

Neuro-disability
A patient from a 

neurodisability unit attended 
with a carer. � e carer could not complete the 
PR 1 form, as they said they did not know the 
patient’s exemption status. 

We suggested that they call the unit’s 
manager and ask for the required 
information. � e carer spoke to the manager 
and said the patient is exempt but she didn’t 
know which bene� t they received. It was 
explained that we need to now the type of 
bene� t which the patient receives.

� ey then called the manager again and 
they said the patient received disability 
living allowance. It was explained that this 
bene� t does not give exemption to NHS 
dental charges. � e carer was upset by the 
questioning.

In order to support the carer and the 
patient, a dental nurse agreed to meet the 
unit’s manager and explain the procedure.

� e dental nurse established that they 
thought all their residents were exempt 
because they were in receipt of disability 
living allowance or incapacity bene� t and 
had been making incorrect declarations of 
income support for all the residents.

� e dental nurse explained the system of 
NHS dental charges and le�  HC1 forms to be 
completed, for those who required it. ◆

1. NHS Charges, House of Commons Health Select 
Committee, 18 July 2006.

2. Thomson et al. Can User Charges Make Health 
Care More Effi cient? BMJ 2010; 341: c3759.

3. Co-payments and charges in the NHS, King’s Fund, 
2005.

4. Hill et al. Adult Dental Health Survey 2009: 
relationships between dental attendance patterns, 
oral health behaviour and the current barriers to 
dental care. Br Dent J 2013; 214: 25-32.

5. Unhealthy Charges, Citizens Advice, 1 April 2001. 

charges to be among the main barriers 
to accessing oral healthcare.

Not only are patients deterred from 
seeking treatment by charges, there is 
also signi� cant evidence 
that they can play a 
role in driving patients 
towards high-cost care and in doing 
so generate ine�  ciencies. � e widely-cited 
RAND study2 found that people – across all 
income groups – who faced patient charges 
reduced the use of e� ective care almost to the 
same extent that they reduced their utilisation 
of ine� ective care. Given that most individuals 
are not su�  ciently informed about their own 
health needs, this inability to discern which 
treatment and care options are most cost and 
health e� ective is unsurprising. Moreover, 
charges which do not relate to ability to pay 
disproportionately impact on the poor, yet 
there is no evidence to suggest that they are 
more likely to make unnecessary use of dental 
services than those with higher incomes3.

� e main consequence of charges on 
patient behaviour is to delay the point at 
which oral healthcare is sought and in many 
cases these delays will lead to a reduction 
in the bene� ts that can be produced by 
treatment and/or increase the costs of 
achieving those bene� ts.

Case Studies
Care Home Residents
Care home sta�  attended with a patient. 
Dental sta�  explained that they would need to 
make the declaration on the PR1 form for the 
patient. � ey said that as the patient was in a 
care home, they would de� nitely be exempt 
and therefore ticked every type of bene� t as 
they didn’t know which, if any they received. 

Care home sta�  were upset when it was 
explained that the declaration needed to 
be accurate and the patient could not be in 
receipt of all the bene� ts which were listed on 
the form.
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Philip Johnstone, 
Dentolegal Adviser, Dental Protection

E� ective Communication Part 1: 

Dental practitioners may see 
dozens of patients in a day, from 
varying backgrounds and all 
with di� erent needs. In order 

to be able to provide the best treatment, the 
dentist must be able to communicate with 
them e� ectively. According to the General 
Dental Council (GDC) Standards for the 
Dental Team, good communication should 
involve giving patients ‘the information they 
need, in a way they can understand, so that 
they can make informed decisions.’1 Without 
all the relevant information, and indeed an 
understanding of the issues concerned, the 
patient is not in a position to provide consent 
to any treatment. One of the corner stones 
of the consent process is e� ective two way 
communication, and this should involve 
encouraging patients ‘to ask questions about 
their options or any aspect of their treatment.’2 

� e subject of consent can be rather more 
involved than it might � rst appear and a 
dentist may � nd they are vulnerable to 
criticism where consent has not been gained. 
Negligence and/or assault claims which in 
turn could lead to criminal charges and/
or civil claims against the dentist are some 
of the most serious detrimental e� ects of 
failing to gain consent. Complaints to the 
GDC o� en have consent issues at the centre 
of them, especially on matters of professional 
ethics and conduct. All personnel in a dental 

surgery who treat patients in any capacity 
should have a thorough understanding of the 
principles of consent, as well knowledge of 
how the principles can be applied.

The consent process
‘Giving and obtaining consent is a process, 
not a one o�  event. It should be part of on-
going communication between patients and 
all members of the dental team involved in 
their care.’3

At the outset of the consent process, the 
clinician is in a position of advantage. � ey 
know more than the patient, particularly 
about what a procedure may involve, as well 
as any limitations, risks or bene� ts. However, 
at the same time, the clinician is also at a 
disadvantage. When a patient enters the 
surgery for the � rst time, the clinician may 
know relatively little about them and their 
circumstances. It is at this stage that good 
communication between clinician and patient 
pays dividends. In order to obtain the relevant 
information to treat the patient e� ectively, a 
dentist needs to ask them the right questions 
and pay particular attention to their responses. 
It is the patient’s responses that will indicate to 
a dentist whether they need to provide further 
information in order for the patient to proceed 
with any treatment proposed. 

Where a dentist fails to recognise that a 
patient might require further information 

to aid their decision about treatment, the 
clinician may � nd they face criticism. 
However, in cases where a patient does 
not volunteer information, perhaps not 
understanding why it may be relevant or even 
important, it is unlikely that they will come in 
for criticism. 

Knowing how much information about 
treatment options to provide can place a 
burden on a clinician, particularly if they feel 
they must explain all details of a procedure 
as well as all possible adverse outcomes. In 
advance of any non-emergency treatment, a 
dentist should ensure a patient has su�  cient 
knowledge of: 
à what any treatment involves as well as 

likely e� ects and consequences 
à the purpose 
à any possible side e� ects, limitations or risks
à what alternative treatment options are 

available and how they compare costs. 

Valid consent and forms
Obtaining a patient’s signature on a consent 
form is believed by many dentists to be 
proper consent to dental treatment. However, 
this is not the case. It would be a disservice 
to patients to believe that only providing 
information to them is su�  cient to obtain 
valid consent. � e focus of the consent 
process should be on making sure patients 
understand the information they are given. ©
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Why patient consent starts 
with good communication
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A patient consenting to a procedure on one occasion does 
not create an open ended consent which can be extended to 
subsequent occasions. 

Before commencing any treatment, ask yourself: 

à Does the patient actually need the treatment, or is it an 
elective procedure? If an elective procedure, the onus upon a 
clinician to communicate information and warnings becomes 
much greater.

à Does the patient understand what treatment they have 
agreed to, and why? Have they been given an opportunity 
to have any concerns discussed, and/or have their questions 
answered?

à What would a reasonable person expect to be told about 
the proposed treatment? 

à What facts are important and relevant to this specific patient?

à Do I need to provide any information for the patient in 
writing? Has the patient expressed a wish to have written 
information?

à Do my records accurately and sufficiently reflect the details 
of the communication process? Will they allow me to 
demonstrate – perhaps many months or years from now – 
what information was given to the patient, on what terms, 
and what was said at the time?

à Does the patient understand the costs involved, including 
the potential future costs, in the event of any possible 
complications? 

à Does the patient want or need time to consider these 
options, or to discuss your proposals with someone else? Can 
you/should you offer to assist in arranging a second opinion? 

Consent Checklist

How dentists communicate with patients 
sets the tone for the relationship. While 
dentists may deal with a number of patients 
a day and carry out the same procedures 
regularly, they should bear in mind patients 
may be nervous, scared or perhaps just do 
not understand their treatment. 

Taking the time to fully explain all 
treatment options and ensuring patients 
fully understand them, will go some way to 
helping dentists to obtaining the necessary 
consent from the patient and avoid 
complaints. ◆

1. Standards for the Dental Team, General Dental 
Council, 2.3 http://standards.gdc-uk.org/pages/
principle2/principle2.aspx

2. Standards for the Dental Team, General Dental 
Council,  2.2.2 http://standards.gdc-uk.org/pages/
principle2/principle2.aspx 

3. Standards for the Dental Team, General Dental 
Council, 20 September 2013, 3.3.1 http://standards.
gdc-uk.org/pages/principle3/principle3.aspx 

4. Family Law Reform Act 1969, Chapter 46, Part 1, 8 
(1) http://www.legislation.gov.uk/ukpga/1969/46 

5. The Mental Capacity Act 2005, Part 1, 3 (1) http://
www.legislation.gov.uk/ukpga/2005/9/part/1 

It is for this reason that a consent form 
alone may not give the full picture of the 
process. While a form might highlight some 
of the information that has been provided, 
the information not provided on the form 
is more telling. It gives no real insight in to 
the communication process - what if any 
questions were asked by the patient and what 
replies they received - and perhaps most 
importantly, their level of understanding 
when consent was given. Far more preferable 
to a single signed consent form would be a 
detailed contemporaneous record. Dentists 
should ensure that a patient’s record is 
properly documented, which can help to 
demonstrate that all necessary pre-treatment 
steps have been taken, including any 
explanations and agreements. 

Consent can only be considered valid if it 
is given voluntarily and freely, without any 
pressure or in� uence being brought to bear 
on the patient. While issues of undue pressure 
or in� uence rarely arise in dental practice, 
issues of authority and competence may on 
occasion be raised. One example would be 
decisions concerning orthodontic treatment 
of teenagers. In this situation, consideration 
should be given to who is driving any decision 
to accept treatment. Complex and expensive 
treatment plans are another example of where 
practitioners should be careful about exerting 
undue pressure. Again, good communication 
is vital. Dentists should work with patients 
to � nd the most suitable treatment plan for 
them. Additionally, patients should be given 
all alternative options to a proposed course of 
treatment in an even handed way as well as 
time to consider their choices prior to starting. 

Capacity 
A patient must have capacity to give consent. 
� e starting presumption must always be 
that a person has the capacity to make a 
decision, unless it can be established that they 
lack capacity.  A person’s capacity must be 
assessed speci� cally in terms of their ability 
to make a particular decision at the time it 
needs to be made. Assessing capacity involves 
a two-stage test. Does the person have an 
impairment of the mind or brain, or is there 
some sort of disturbance a� ecting the way 
their mind or brain work? If so, does that 
impairment or disturbance mean that the 
person is unable to make the decision at the 
time it needs to be made?

� e questions the clinician must be 
satis� ed of are:
à Does the person have a general 

understanding of what decisions they 

need to make and 
why they need to 
make them?

à Does the person 
have a general 
understanding 
of the likely 
consequences 
of making, or 
not making this 
decision?

à Is the person able 
to understand, 
retain, use and 
weigh up the 
information 
relevant to the 
decision?

à Can the 
person then 
communicate 
their decision?5

With regards to 
younger patients, 
a common 
assumption is that 
because a patient 
is 16 and therefore 
allowed to sign an 
NHS form, they 
are also providing 
their consent to 
treatment. � e � rst 
thing to note is 
that signing an NHS form merely requests 
that the patient is treated within the NHS 
rather than privately. Secondly, In England 
and Wales, the Family Law Reform Act 
1969 states ‘the consent of a minor who 
has attained the age of sixteen years to any 
surgical, medical or dental treatment which, 
in the absence of consent, would constitute a 
trespass to his person, shall be as e� ective as 
it would be if he were of full age; and where 
a minor has by virtue of this section given 
an e� ective consent to any treatment it shall 
not be necessary to obtain any consent for 
it from his parent or guardian.’4 Put simply, 
an individual aged 16 or over, and of sound 
mind, is able to give a legally valid consent 
to dental treatment; but at the same time, the 
legislation does not preclude children under 
16 from also giving consent. 

In summary, while gaining consent may 
not be the most straightforward process, it 
is nevertheless one of the most important 
aspects of providing dental treatment to a 
patient. 
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high on people’s list of concerns. An Ipsos/
Mori survey in January showed that 49% of 
respondents considered it to be one of the 
major issues facing Britain, ahead of those 
(41%) seeing the EU and Brexit as important1. 

If the pollsters have it right (this time), 
a Labour victory is highly unlikely, but Jon 
Ashworth’s commitment to freeing the public 
sector pay review bodies of their shackles 
could see more money flow to dentistry. 
Public sector uplifts have been limited to 1%, 
but the review bodies this year (including 
the one responsible for dentists’ pay) were 
unusually direct in saying that this approach is 
becoming unsustainable. Allow the supposedly 
independent pay bodies a genuinely free hand, 
and higher uplifts would seem likely. That’s if 
the money could ever be found. 

The Liberal Democrats have so far suggested 
that they will propose higher NHS budgets 
with a ring-fenced health and social care tax.  
Norman Lamb has long pushed the idea of a 
cross-party approach to future NHS and social 
care spending.

How about a seemingly more likely Theresa 
May victory? Will we see more of the same, 
and a continuing squeeze on public sector 
funding? We already know that the (current) 
Prime Minister believes that the NHS has been 
treated well, certainly compared to the rest of 
the public sector and could decide that enough 
is enough for healthcare, especially with no 
2020 electorate to butter up. 

Alternatively, could the outlook be a little 
rosier for the NHS? The early signs (without 
the benefit of published manifestos) are that 
the Conservatives are unlikely to continue to 
tie themselves to their 2015 manifesto pledges 
around raising taxes and may even drop the 
pensions triple lock commitment. This could 
of course allow a fresh look at public sector 
spending commitments and offer a boost to 
NHS funding (including dentistry) in what is 
otherwise looking like a very difficult period 
from 2018 onwards. 

Tipping point or not? We’ll just have to wait 
and see. ◆

Is NHS dentistry at 
breaking point?

By Martin Woodrow,
Director of Member Services, BDA

This month’s cover feature looks at 
the state of NHS dentistry across 
the four nations of the UK and asks 
if we have reached a tipping point 

where services are becoming unsustainable. 
The four pieces look forward with varying 
degrees of pessimism.

There are consistent themes, with funding 
constraints inevitability dominating and the 
EU exit looming large. We are reminded 
in particular of the unique impact of our 
collective Brexit decision on Northern Ireland.

Brexit of course is also dominating the 
discourse in our surprise election campaign. 
The election may not be grabbing the 
imagination in all quarters (a recent Daily 
Record headline suggesting that ‘Excitement 
levels for the general election are akin to 
going to the dentist’), but what consequences 
flow for the NHS from the latest outbreak 
of democracy, and for NHS dentistry in 
particular? 

The BDA is taking the opportunity to 
call for certainty and fairness for those EU 
citizens who currently contribute so much 
to healthcare in the UK, and for a future 
approach to immigration that makes sure 
that dentistry has the balanced workforce 
it needs. The figures demonstrate that NHS 
dentistry in particular is vulnerable if we 
lose a substantial number of professionals 
who have qualified elsewhere in the EU. We 
already hear of increasing problems with 
associate recruitment, and consequentially 
with contract fulfilment, in many parts of 
the country. But then a shortage of dentists 
is not necessarily bad for all – one practice 
owner’s workforce crisis is another associate’s 
opportunity.

Could an election ostensibly about Brexit 
actually be good news for NHS dentists? The 
NHS will inevitably still be key – it remains 
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‘ If the UK’s decision to 
leave the EU leads to 
fewer dentists from Europe 
practising in England 
then there may well be a 
workforce crisis which will 
not be confined to dentistry.’ 

The view from England

Consistently BDA research has 
shown that the more committed 
dentists are to the NHS, the 
lower their morale and the more 

likely they are to be thinking of retiring early. 
This is true for England where, 11 years after 
the introduction of a new NHS contract 
for general practice, still no decision has 
been made to introduce a successor that the 
profession will support. 

But is NHS dentistry at a tipping point in 
England? Are associates and dental practice 
owners reaching a stage that significant 
numbers are going to either give back their 
NHS contracts, spend more time on private 
dentistry and fail to meet their UDA targets 
or in other ways provide less NHS care? 
How many junior hospital dentists will 
walk away from hospital careers and opt for 
specialist private practice? The community 
dental services workforce is ageing, will 
they increasingly opt to retire early or resign 
from part-time posts? Will all of this happen 
in sufficient numbers to start to create real 
workforce shortages and impact on access to 
NHS care?

From the BDA’s point of view the situation 
is serious. From the Department of Health’s 
point of view although there are areas with 
poor access, there are few publicised queues 
of patients and compared to other parts of 
the NHS, the situation appears to be relatively 
stable. But will this remain the case?  

If the UK’s decision to leave the EU leads 
to fewer dentists from Europe practising in 
England then there may well be a workforce 
crisis which will not be confined to dentistry. 
Other pressures such as recession or rapidly 
rising expenses will also have an impact on 
dentists’ ability to work in a system that is 
under-funded and still suffering from pay 
restraint. 

BDA research in 2016 found NHS 
associate recruitment problems in many parts 
of England outside London2. The reasons 
for this are unclear but could, in part, be 
related to the increasing reluctance to work 
in the NHS. In 2015/16 over a third of NHS 
contracts in England failed to deliver 96% of 

COMMENTARY

agreed activity. Levels of financial clawback 
were significant and much of this funding 
was lost to dentistry. These two facts may be 
linked.

As well as access to an NHS dental 
practice there are other issues. In many 
areas it is impossible to find an NHS 
specialist. Shortages of Paediatric Specialists 
are particularly acute. Dental students 
complain about serious shortages of clinical 
academic staff, this negatively affects the 
skills that students achieve at the end of 
their five years.  

From a regulatory point of view it can 
feel to NHS dentists that they are being 
overly scrutinised and monitored, with 
more and more additional requirements to 
comply with. The introduction of Compass 
by NHS Dental Services and the extremely 
poor performance of Capita in managing 
applications and changes to the dental 
performer’s list processes have been good 
examples of the NHS in England failing the 
dental profession. 

Whilst it is not useful to live in the 
past, the worsening of the quality of NHS 
dentists’ working lives in the last decade 
has been serious. The average earnings of 
NHS GDPs has fallen by 35% since 2006.3 
But dentists are still working for the NHS. 
Looking ahead for the next five years if 
we do not see an improved and better 
remunerated contract in England and better 
terms and working conditions for employed 
NHS dentists we will get to a point that 
many more dentists will only work privately 
or will seek careers outside of dentistry. This 
would be a tipping point where the NHS 
is forced into action, maybe even offering 
some of the same financial and non-
financial incentives that are currently being 
offered to general medical practitioners. We 
shall see. ◆
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‘ To put prevention at the 
heart of dental services 
in Scotland which is the 
ambition of the profession 
will require significant change 
in the system.’

The view from Scotland

The dental profession in Scotland 
operates under quite a different 
system to the other parts of the 
UK. Essentially, if dentists don’t 

deliver high treatment volumes then their 
earnings are lower. The SDR is supplemented 
by a number of practice allowances including 
capitation and continuing care payments, 
rent and rates reimbursement, and a range 
of other smaller allowances which help to 
augment dental incomes for the vast majority 
of practices which are NHS committed. 
Item of Service fees have traditionally been 
low in Scotland, and the private practice 
market is not as buoyant as it is in England 
or other devolved nations. One of the key 
issues for Scottish dentists is that prevention 
in all its forms, from counselling patients on 
the effects of smoking on their periodontal 
status to providing fluoride trays for elderly 
patients in care homes is largely ignored by 
the current SDR. To put prevention at the 
heart of dental services in Scotland which is 
the ambition of the profession will require 
significant change in the system. 

The oral health record for the vast 
majority of Scots is improving with record 
practice registrations (90% in 2015/16)6 
and participation rates (72% in 2015/16)7 

increasing year on year. The registration 
scheme was revised in 2010 when the SNP 
Government opted to introduce a system 
of lifelong registration which explains the 
high registration rates as no one is ever de-
registered. 

The improvement in children’s oral health 
like many aspects of health in Scotland is 
greater in the middle class leafy suburbs and 
much less impressive in the more deprived 
inner city areas. Despite the undoubted 
success of Childsmile, over 7,000 children 
under the age of 12 years in Scotland are 
still admitted to hospital for extraction 
under general anaesthetic. For practitioners 
working in deprived areas, dentists note the 
marked deterioration in the oral health of 
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teenagers in Scotland, often referred to as the 
‘Irn Bru years’ and feel that more needs to be 
done on prevention, backed up by a series of 
broader public health dental measures. There 
is no doubt that Scotland’s population would 
benefit enormously from fluoridation of the 
water supplies but the scars of previous attempts 
at water fluoridation remain. 

BDA Scotland and its constituent committees 
have worked constructively with Scottish 
Government over the last year to take forward 
a new policy agenda for oral health in Scotland. 
‘Scotland’s Oral Health Plan – A Scottish 
Government Consultation Exercise – ‘The 
Future of Oral Health’ was published in 
September 2016, and focusses specifically on 
three key areas which dentists feel would most 
improve the health of their patients. These 
are: the introduction of an Oral Health Risk 
Assessment (OHRA), the formation of separate 
pathways for Prevention and Treatment with 
a move towards incentivising prevention, and 
the commissioning of a range of complex and 
specialist services. 

The BDA and the Scottish Dental Practice 
Committee are committed to the introduction of 
an Oral Health Risk Assessment for all patients 
to take place at the key milestones in their life. 
The profession believe that a single OHRA at 
age 18 which is the proposition put forward by 
the Government would be a lost opportunity, 
and seek to go further with OHRAs being 
undertaken at the key milestones in a patient’s 
life with a strong focus on the concept of shared 
responsibility between the dentist and the 
patient and in the early years with the parents. 

The other important change signalled in 
the recent consultation is the introduction of 
commissioning. Unlike NHS England, which 
embraced commissioning of services several 
NHS reorganisations ago, Scottish Government 
has steered away from the internal market 
and the contracting and commissioning of 

services. The current proposition outlined 
in the Oral Health Plan considers the use of 
commissioning mechanisms to address the 
problems of insufficient provision of a range 
of services including domiciliary care for 
the elderly, intravenous sedation, complex 
restorative services, complex oral surgery, 
and orthodontics. Domiciliary care for the 
elderly either at home or in a care home is 
clearly an issue which the Government is 
seeking to tackle. Under the current SDR rate 
few GDPs can afford to take on domiciliary 
visits despite their willingness to provide 
continuity of care for patients they have 
known and treated for many years. It is 
unclear how the commissioning of services 
will go forward in dentistry – there has been 
no culture of procurement and tendering of 
contracts in NHS Scotland and there is no 
doubt this would create new demands on 
those practitioners who might consider a 
future as a specialist practice. 

The current outdated system of 
remuneration in Scotland has left many 
dentists feeling the pressure of working 
harder and harder to achieve the same 
effect. Whilst throughput and activity have 
been going up, income has been declining 
over the last five years with Scottish GDPs 
now the lowest earners within the UK. 
At the same time Scottish Dental Schools 
in Aberdeen, Glasgow and Dundee are 
projected to turn out a whopping 207 dental 
graduates, a large proportion of whom will 
seek jobs in the Scottish market and with 
no access problems for patients – there is 
limited scope for leverage. 

The future for dentistry in Scotland is 
positive with a potential change agenda which 
recognises the need to focus greater resources 
on prevention. Without a similar emphasis on 
improving dental public health the challenge 
for the profession is much tougher. The 
outcome of the consultation on ‘Scotland’s 
Oral Health Plan will not be published until 
July. There are clear expectations within the 
profession, that Scottish Government need to 
signal a new phase in dentistry in Scotland, 
where the emphasis will be on prevention, 
with less treatment required and more time 
spent on maintaining and improving oral 
health. There is much to play for in the 
proposals outlined by Scottish Government 
and dentists are ready for the changes ahead, 
as a sporting nation we relish that challenge, 
let’s hope the Government doesn’t kick the 
ball into the long grass. ◆

By Pat Kilpatrick,
Director, BDA Scotland
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‘ It’s basically an emergency 
stopgap measure which 
is not likely to extend to 
generous funding of dental 
services, or indeed other 
services.’

The view from Northern Ireland

Dentistry in Northern Ireland 
is about much more than 
the Health Service. Yes, the 
Health Service is a big player 

and defines much of the market place, but 
it is just part of a much wider and more 
complex picture. 

Any dentist, when asked about the 
state of dentistry in Northern Ireland will 
paint a picture where a single theme runs 
through the varied stories. That is one of 
uncertainty and 2017 is already proving to 
be a year beset by uncertainty. There is local 
political uncertainty and this is leading to 
nervousness in the economy, particularly 
around government budgets. Already 
warnings are being heralded by institutions 
with a finger on the economic pulse and 
there are future warnings of reductions in 
household spending power which is set to 
come under higher inflation in 2017. 

Moving aside into health and dentistry 
the situation left behind by the March 2017 
elections is not helping. According to the 
official timetable, the Northern Ireland 
parties must agree a deal to govern pretty 
imminently, or we are back to the polls 
again. The alternative would be a period 
of delay or one of direct rule. Neither of 
these addresses the primary concern for 
dentists and health services, which is not 
necessarily one of not having a government. 
It is one of not having a budget. Prior to the 
March election being called, the Northern 
Ireland Executive had no agreed budget. 
In this situation the civil service could take 
over. Legislation allows the permanent 
secretary in the Department of Finance to 
take control and access a sum of money 
not exceeding 75% of this year’s budget and 
direct how it is spent. Following on from 
that, if we get to the end of July and there 
is still no deal the spending power rises to 
an amount equivalent to 95% of this year’s 
budget. Either way, those who hold the 
purse strings will be acting with frugality. 
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The budget would be likely to be aimed at 
effectively keeping the lights on, keeping the 
doors of public services open and ensuring 
funding still flows to departments. It’s basically 
an emergency stopgap measure which is not 
likely to extend to generous funding of dental 
services, or indeed other services.

The disarray at Northern Ireland Executive 
level is just one part of the picture. Northern 
Ireland is set to be hugely impacted by Brexit. 
There are all of the usual considerations 
about free movement of goods, services and 
people. But the long EU land border and the 
relative differences in the two economies 
north and south of the border make for a very 
interesting storm.

Northern Ireland constitutes just under 
3% of the total UK population8, but is likely 
to be the region most affected by Brexit. 
Dentistry will not be immune from Brexit 
challenges, but in many ways it is well placed 
to both weather them and benefit from them. 
Northern Ireland is well known as a tourist 
destination for traditional sight-seeing tourists. 
The offerings have expanded markedly and 
fuelled by value in buying sterling, the tourist 
offering is now huge. It extends to all kinds 
of dentistry and other services and it would 
be reasonable to predict that dentists will 
capitalise on the benefits brought to their 
doorsteps by the continuing flow of patients 
from across the border. 

While that paints a rosy picture for dentists 
close to the EU land border, it remains that the 
Health Service is the stock in trade for many 
dentists in Northern Ireland. Health service 
dentistry is in the midst of a very elongated 
funding crisis, where there are several factors 
at play. On one side of the equation the 
funding available to Health Service dentistry 
is a fairly fixed amount. The amount will 
flex in association with the value of patient 
charges paid and also with the volume of work 

provided. The volume of work provided is 
often cited as a risk to the budget in that 
volume could actually be open ended. But 
in reality the volume of work is related to 
the clinical space available, the available 
workforce and the health service treatment 
sought by the eligible population.

What this points toward is an equation 
which is rarely in balance. In the past, all 
of the variables have moved significantly. 
For example, around 2008 it was hard to 
get dentists for Health Service work, so 
the service was constrained by its available 
workforce. The outcome was an access 
problem. In solving the access problem, 
more capacity was realised through a 
government funded initiative. In turn the 
increased capacity enabled more demand 
to be satisfied and with a change in the 
economy over the period the result was that 
by 2012 the Government applied swingeing 
cuts to the budget. 

What we have in place is a dynamic 
equation where any attempt to fix one part 
of the equation such as the funding, will be 
thwarted on the other side by the business 
model moving in the opposite direction. 
The business model for dentistry in 
Northern Ireland is an uncomplicated one 
where it is unfettered by commissioning. 
Generally speaking if a dental service is 
made available locally, it will be utilised by 
the population, with a concomitant increase 
in the health service spend on dentistry. 

This approach sits well as a market 
approach. But within the Health Services 
it is likely to create an upturn in spend, 
which government then wishes to either 
curtail or correct.

In the midst of the array of large 
uncertainties such as government funding, 
feelings of individual wealth and Brexit 
considerations, there are also robust 
certainties which should enable dentistry 
in Northern Ireland to take heart. For 
example, the elder population of over 
65’s is set to see a large increase over the 
next 10 and 20 years. That alone sets 
out an undeniable future certainty that 
irrespective of the health service, Brexit, 
or the economy, there will continue to be 
opportunity within dentistry, albeit within 
a framework of uncertainty. ◆

By Claudette 
Christie,

Director, BDA Northern Ireland
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The view from Wales

NHS dentistry in Wales is 
at a crisis point. General 
practice dentistry is facing 
clawback from the Health 

Boards that is increasing at an alarming 
rate with each financial year, as our FOI 
data clearly show. This means that millions 
of pounds are being clawed or handed back 
from general practice dentistry in Wales. 
BDA Wales is dismayed that Health Boards 
are not reinvesting this money in general 
practice dentistry, but rather are using it 
to balance their books. This is resulting in 
poorer access for patients to NHS dentistry 
and dentists are facing increased stress and 
financial pressures. It is not surprising that, 
as a result, several practices have closed in 
Wales recently, and this is a growing trend. 
The impact on the oral health of people in 

COMMENTARY

Wales is clearly detrimental.
The poor oral health of Wales has been 

described as an epidemic. In 2014 alone, 8,904 
children in Wales were admitted to hospital for 
dental extractions under general anaesthesia 
at a significant cost to the NHS4. Less than 
a quarter of 15 year olds can be described 
as having good oral health, and 63% have 
obvious dental decay5. Welsh teenagers are at 
a significant disadvantage, because they are 
60% more likely to have dental decay than 
their English counterparts. In recent years 
nearly 400,000 people in Wales have delayed 
or avoided dental treatment because of costs. 
Patient charges are set to rise in April 2017, yet 
monies being clawed back and handed back to 
Health Boards are soaring and not being used 
for dentistry, but to balance the Health Boards’ 
budgets instead.

The 2006 contract that introduced the current 
UDA system places a great strain on dentists 
in Wales. Practices are having to go above and 
beyond to treat patients to hit UDA targets, 
with many dentists increasing their working 
hours into the evenings and weekends. There 

is a misconception that dentists are struggling 
to achieve their UDA targets because they are 
not seeing enough patients. This is not the case. 
However, stringent UDA targets mean that 
millions of pounds are clawed back by Health 
Boards. The figures paint a startling picture. 
In the last financial year alone over £5,000,000 
has been clawed back or handed back to Health 
Boards in Wales. More money was handed and 
clawed back in 2015/2016 than the previous 
financial year and anecdotal evidence shows 
this trend continuing for 2016-17.

One Health Board, Abertawe Bro 
Morgannwg, clawed back £1,047,064.91 in 
2015/2016. The number of practices in Hywel 
Dda having to hand back monies went from 1 
to 10 in a single year, increasing from £80,000 
to £1,371,000. Across Wales more and more 
money is being handed and clawed back, with 
an increase of 236% between 2015 and 2016. 
Data was requested from Betsi Cadwaladr 
but they have chosen not to respond. We can 
also see from the FOI data that the number 
of practices being affected is also rising but 
not to the same degree. This means that those 
practices that are being affected by clawback are 
experiencing harsher penalties year on year. It is 
evident that dentists are not failing to hit UDA 
targets due to a lack of patients, but rather due 

By Caroline Seddon,
Director, BDA Wales

University Health 
Boards Wales

Cwm Taf
Aneurin  
Bevan

Cardiff and  
Vale

Hywel 
Dda

Abertawe Bro 
Morgannwg

Powys  
Teaching

Betsi  
Cadwaladr

Wales  
Total

Overall  
change

2014-15  
minus Betsi 
Cadwaladr

minus Betsi 
Cadwaladr

Funding recovered 
relating to 
underperformance 
of Units of Dental 
Activity (UDAs)

£259,000 £520,111 £344,000 £23,000 £739,551 £271,000
Failed to 
disclose*

£2,156,662

Monies handed back 
from General Dental 
Services Contracts

£ - £19,657 £ - £80,000 £ - £ - 
Failed to 
disclose*

£99,657

Total £ £259,000 £539,768 £344,000 £103,000 £739,551 £271,000 £2,256,319

2015-16

Funding recovered 
relating to 
underperformance 
of Units of Dental 
Activity (UDAs)

£614,000 £408,245 £736,000 £279,000 408,245£ £718,000
Failed to 
disclose*

£3,802,309

Monies handed back 
from General Dental 
Services Contracts

£70,000 £47,615 £30,000 £1,371,000 £7,778 £870
Failed to 
disclose*

£1,527,263

Total £ £684,000 £455,860 £766,000 £1,650,000 £1,054,842 £718,870 £5,329,572

Percent change of 
funding reprieved/
returned

264% 85% 223% 1602% 143% 265% 236%

*Betsi Cadwaladr said the data should be authorised by the CEO. However, they eventually claimed the FOI request was too costly to undertake.
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to a UDA system that puts a high amount of 
pressure on dental practices. 

Th is is having a direct eff ect on patients. Th e 
amount of money clawed and handed back, 
when not reinvested, reduces dentists’ capacity 
to treat patients. Th e money clawed and handed 
back in Hywel Dda in 2015/2016 is equal to 
51,348 Band one treatments; that is 37% of the 
Band 1 work Hywel Dda did that year. In Cwm 
Taf 9,752 more Band two treatments could have 
been performed with the funds they clawed 
back. A shocking 50% more Band 3 treatments 
could have been performed with the funds in 
Hywel Dda if they had been reinvested. Th is 
clawback and handback equates to thousands of 
people without access to NHS dental care. 

A dentist facing clawback could have worked 
longer hours and helped more patients with 
more challenging dental ailments than a dentist 
who has completed their UDA targets. Th is is 
in part due to the banded systems in relation to 
UDAs. One dentist could earn 20 UDAs in fi ve 
hours from twenty 10 minute examinations. 
Another dentist could earn 3 UDAs in fi ve 
hours completing several extractions, fi llings 
and root canals. Th is means that patients with 
higher dental needs are less likely to get access 
to a dentist as the dentists are desperately trying 
to hit their UDA targets so there is not enough 
time to treat them. Over 90% of dentists say 
the 2006 contract has limited their capacity to 
treat patients with high needs, and looking at 
the shocking clawback and handback fi gures in 
Wales, it is easy to see why. 

Th is issue of access may indeed worsen. 
Th ere are currently only 4.7 NHS dentists in 
Wales per 10,000 population and many people 
facing long waits on NHS waiting lists as a 
result. Th e causes of this are manifold. Many 
dentists work part-time and the fi gures given 
are not full time equivalents. Recruitment and 
retention remain problematic, with low morale 
in the profession contributing to the prospect 

of worsening retention of dentists. According 
to the most recent BDA survey, 7% of all 
dentists in Wales intend to leave dentistry in 
the next fi ve years. 

Th is situation means that the future of 
NHS dentistry in Wales is uncertain. Morale 
is low for Welsh dentists who perform mostly 
NHS dentistry, only 26% of whom feel 
they are fairly remunerated. Th e increased 
fi gures for claw back and handback show 
the fi nancial struggle Welsh dentists face, 
as well as the stress that the contract places 
them under. Th is is leading more dentists to 
consider leaving dentistry to pursue another 
career. Th is will then lead to mounting access 
problems for patients. 

A contract reform proposal based on the 
current UDA system has just been published 
by the Welsh government, however it does 
little to address the issues at hand. Th is 
proposed contract would have a small 
percentage of UDAs as capitation. However, 
this capitation would be based on the UDA 
system and would do little to address the 
issues of unfair UDA values or the pressures 
of claw back. 

It is vital that the funds currently being 
clawed back by Health Boards are in future 
reinvested in dentistry in Wales. Welsh 
Government needs to ensure that this 
happens. Th e OECD report on Health Care 
in 2016 noted that the Welsh Government 
needs to exert stronger levers when it comes 
to the operation of the Health Boards. If 
Health Boards get a clean bill of health 
simply by balancing the books for health care 
expenditure it allows for problems like dental 
claw back to be swept under the carpet. 

Access continues to be a problem and poor 
oral health remains rife. General practice 
dentistry is losing millions of pounds a 
year due to a system that is not working. 
Th ousands of patients are missing out on 
treatment. Soon this fi nancial year’s fi gures 
will be calculated, and aft er speaking to 
various dentists, it seems they will be the 
worst yet. In some areas it is expected that 
50% of dentists will be facing claw back from 
their Health Board. With Welsh dentistry 
facing a crisis point, it is vital that claw back 
and hand back dental monies are reinvested 
in General dental practice in Wales. Th e only 
real prospect of this happening is for the 
dental contract to be reformed in such a way 
that instead of penalising dentists they are 
fairly rewarded, thus ultimately benefi ting 
patients. ◆

‘ BDA Wales is dismayed 
that Health Boards are not 
reinvesting this money in 
general practice dentistry, but 
rather are using it to balance 
their books. This is resulting 
in poorer access for patients 
to NHS dentistry and dentists 
are facing increased stress 
and financial pressures.’

References

1. Ipsos MORI/Economist Issues Index. Issues facing 
Britain. 13-26 January 2017. Available online at: 
https://www.ipsos-mori.com/Assets/Docs/Polls/ipsos-
mori-issues-index-jan-2017-charts.pdf (Accessed 
April 2017).

2. British Dental Association. Evidence to the Review 
Body on Doctors’ and Dentists’ Remuneration for 
2017/18. September 2016. Report available online 
at https://www.bda.org/dentists/policy-campaigns/
research/workforce-fi nance/ddrb/Documents/
DDRB%20evidence%202017-18%20British%20
Dental%20Association%20FINAL.pdf (accessed 
April 2017).

3. British Dental Association. News release: 
DDRB England: Pay cuts add to decade of 
underinvestment. Available online at: https://www.
bda.org/news-centre/press-releases/pay-cuts-add-to-
decade-of-underinvestment (Accessed April 2017).

4. British Dental Association. News release: Dentists: 
cut NHS charges and use sugar levy to invest in next 
generation. Available online at: https://bda.org/
news-centre/press-releases/Pages/Cut-NHS-charges-
and-use-sugar-levy-to-invest-in-next-generation.
aspx (Accessed April 2017).

5. Health and Social Care Information Centre. 
Children’s Dental Health Survey 2013. Available 
online at: http://content.digital.nhs.uk/catalogue/
PUB17137/CDHS2013-England-Report.pdf 
(Accessed April 2017).

6. ISD and NSS on behalf of the Scottish Dental 
Practice Board. Primary Care Dentistry in Scotland 
Annual Report 2014/15. Available online at: 
https://www.isdscotland.org/Health-Topics/
Dental-Care/Publications/2016-11-01/2016-11-01-
PrimaryCareDentistry-Report.pdf (Accessed April 
2017).

7. ISD and NSS on behalf of the Scottish Dental 
Practice Board. Primary Care Dentistry in Scotland 
Annual Report 2015/16. Available online at: 
https://www.isdscotland.org/Health-Topics/
Dental-Care/Publications/2017-03-28/2017-03-28-
PrimaryCareDentistry-Summary.pdf?54218691588. 
(Accessed April 2017).

8. Offi ce for National Statistics. Population Estimates 
for UK, England and Wales, Scotland and Northern 
Ireland: mid-2015. Available online at: https://
www.ons.gov.uk/peoplepopulationandcommunity/
populationandmigration/populationestimates/
bulletins/annualmidyearpopulationestimates/latest 
(Accessed April 2017).

BDJ IN PRACTICE | MAY 2017

17COVER FEATURE

NHS Dentistry



‘ If the outcome is the outcome 
you want, then giving people 
the freedom to use their 
imagination and creativity 
to decide how to approach 
the task has the benefit of 
engaging them’

by Bob Hughes,
CEO, the Forton Group

The value of influence

Now, you might be thinking that 
one of the advantages of being 
the boss is that you can tell 
people what to do and then be 

obliged to go and do it; you don’t need to 
infl uence. To some extent, of course this is 
true. Th e people who work for you will, on 
the whole, do what you tell them to do. Th ere 
will always be a few natural rebels who might 
be tempted to ignore or undermine your 
authority, but the chances are you’ll get what 
you want done.

However, as I’m sure you know, telling 
people what to do all the time isn’t a long 
–term recipe for success. For a start, if 
they’re anything like me, they will begin to 
get resentful of constantly being told what 
to do. Th e second consequence is that they 
will become dependent on you for direction. 
So now you have a workforce that is both 
resentful and dependent; that doesn’t sound 
like a good place to be.

I remember when I fi rst took on a 
management role and I believed that 
I had been promoted because I was 
smart and I knew stuff . Surely, my role was 
to use my wisdom and knowledge to direct 
the people worked for me? Well, I quickly 
learnt that this wasn’t the best approach. 
For a start, it became quite tiring having to 

think of everything, have all the ideas, do 
the planning, and then communicate this. 
And of course, I realised what I’m sure you 
all already know, which is that some of the 
best ideas come from the people who work 
for you. So I was missing out on all that and 
making life hard for myself. Th at’s when I 
began to see a diff erent way of leading.

It’s more complicated than that anyway. 
Th ere’s always two elements to a task. What 
to do and how to do it. It may well be your 
role to determine what needs to be done. 
But is it really important that you also tell 
people how it should be done? If the outcome 
is the outcome you want, then giving people 
the freedom to use their imagination and 
creativity to decide how to approach the 
task has the benefi t of engaging them and 
tapping into their minds. And 
of course if you do involve 
them in the ‘what to do’ 
element, then they will 
feel more involved; it 
will be their task as 
well and they’ll be 
more determined 
to succeed.

Just telling 
them what to 
do, even if you 
let them work 
out how isn’t 
enough if 
they don’t 
know why.

It’s not just about your own team either. 
When we train executive coaches, or when 
we train leaders to be more coach-like in 
the way they work with their teams and 
their colleagues, we oft en get asked what’s 
diff erent about our Professional Leadership 
Coach Training product; how does it 
diff er from life coaching? One of the key 
distinctions for me is that, whilst we all live 
increasingly complicated lives, the leader or 
the coach working with leaders, is part of a 
complex system with many layers 
of interactions, and a web of 
connections to, from and 
between the stakeholders they 
interact with. Th is complexity 
demands a diff erent and 
heightened level of awareness.

In this context, put more simply, 
it means you cannot see what 
you want to on your own or 
just with your team, however 

nicely you ask 
them! We 
live in an 
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‘ This means a leader who is 
always building alliances at a 
strategic level. They role model 
and reward the behaviour 
of win – win, and criticise 
and sometimes even punish 
exponents of win – lose.’

interconnected world and we have to manage 
a variety of relationships in order to succeed. 
Within the organisation we might need the 
cooperation and support of our colleagues; 
we will almost certainly fail if we haven’t 
worked out how to persuade our bosses. So, 
with this behaviour, influencing, we need to 
learn how to persuade others.

Now, like the leader who always tells their 
team what to do, there are people who try 
to get their own way in the wider context by 
shouting, cajoling, bullying others do it their 
way. They believe that the sheer force of their 
character will prevail. In their mind, another 
useful trick is to undermine and ridicule the 
views, opinions and ideas of the people they 
see as their opponents. They see this as an 
important part of a strategy; it’s not enough 
for them to get their own way, they also have 
to destroy the credibility of the other people. 
A classic win-lose strategy.

You often see this played out in public in 
the political arena. Some variant on they’re 
bad, I’m good; they’re weak, I’m strong.

There are more subtle variations on this. 
The people who seem to be partnering with 
you. They can be quite charming and 
very effective; by the force of 
their charisma, they can make it 

look like they are on your side and hence 
anything they do surely has to be in your 
interests, doesn’t it? Well, be careful. It’s quite 
possible this is just a variation of the bullying 
tactic; it will still be primarily self-serving for 
them and unlikely in the long term to  
benefit you.

So let’s move on from this level of 
behaviour, which is what we call a limitation; 
any negative behaviour that not only is the 
opposite of the successful way of using this 
behaviour that we know about, but also can 
set a culture where this behaviour becomes 
the norm, and everybody is practising these 
negative behaviours.

So it’s not enough – to just have a brilliant 
idea. You have to be able to explain it to 
people. And it’s important that you do so in 
ways that they will understand. One of the 

problems I often find is that if I’ve been 
thinking about something for quite a 

while I’ve already processed a number 
of different alternatives, seen the pros 
and cons, so by the time my idea 
has emerged fully formed, I’ve done 
an awful lot of thinking. When I 
present this to someone else, I  
have to remember that they 
haven’t been through that 
process. I need to be patient 
with them whilst they assimilate 
the proposal. They may start to 

revisit in their own mind 
some of the 

possibilities 
and 
options 

that I had 
explored. I need to resist the 

temptation to hurry them along and 
try to find ways to support them 

in understanding what is so great 
about my idea.

Sadly though, even this might not always 
be enough. You may well have a really great 
idea and you may have been successful in 
showing them why it’s a good idea. And yet 
they still might not buy it.

I find politics fascinating. One of the things 
I like to study is the way that politicians put 
over their messages. This is influencing on a 
grand scale. There has been a shift in recent 
times and what you now see is politicians 
trying to make it personal. There was Joe 
the Plumber in the 2008 US Presidential 
campaign. UK politicians like to talk about 
how they met Rosie or Jim and the story that 
person had to tell about small businesses 
or the health service. Perhaps Rosie was 
complaining about the number of forms 
she had to complete as a small business 
owner. Jim was struggling with finding an 
appointment for his hip operation. 

The message is less likely to be heard if 
they say we should cut bureaucracy for small 
businesses or we should invest more in the 
health service. Those may be good ideas and 
the politicians might even explain why they 
are good ideas, but it’s only when they start to 
make it personal we feel we can really relate 
to the concept.

Well the same principle applies to you 
selling your good idea; stories work well, 
making it personal helps. The real key, 
and what we see in leaders who have this 
behaviour as a strength, is when they show 
you what’s in it for you.

So now you’ve heard the good idea, they 
told you why it’s a good idea, in a compelling 
way and crucially you can see what you will 
get out of it. The classic win-win. 

In a business context, what you are seeing 
is an overlap in the interests and agenda 
of the two groups. They are more likely to 
collaborate in planning and executing the 
idea even before that, is more persuasion  
and influencing is needed, you will have  
some allies.

As with all of these leadership behaviours, 
the highest level is what we call a strategic 
strength. In this case, that means a leader 
who is always building alliances at a 
strategic level. They role model and reward 
the behaviour of win – win, and criticise 
and sometimes even punish exponents of 
win-lose. They understand that in the long 
run, win –lose almost always translates into 
lose-lose. ◆ ©
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Carol Groombridge has gained an 
excellent reputation as a highly skilled and 
professional dental business consultant 
throughout the UK over the past 10 years. 
Carol’s particular area of expertise is in 
the management of performance. She 
particularly enjoys working with practices 
ensuring that their business foundation 
is rock solid before helping them to grow 
knowing that the growth achieved is more 
sustainable. www.carolgroombridge.com

In the past 10 years there have been 
very few practices that I have worked 
with that are achieving their business 
potential, even those with a good 

level of profi t. Most could do better, much 
better in some cases. However, some dental 
principals and associates have an idea of 
the monthly income they desire and as long 
as they are achieving that they are happy. 
Th at’s absolutely fi ne; that is until something 
happens and the level of income they have 
been used to (and maybe need) can no longer 
be achieved.

Th is could be because of a number of reasons:
 Costs have increased in the practice 

and the income cannot be increased to 
compensate (such as only very small 
increments in UDA values)

 Unplanned costs have occurred such 
as repairs

‘ A detailed cashfl ow forecast 
that extends for a twelve 
month period will not only 
provide peace of mind, it 
is also an extremely useful 
tool for playing out ‘what if’ 
scenarios’

Measuring up for
success

 Replacement of surgery equipment is 
required and not planned for

 Patient numbers have fallen without 
compensating actions being taken to 
either replace them or reorganise and 
reduce costs

 For associates, it could be reduced 
percentage on gross income.

Th e time to start measuring and 
monitoring performance at practice and 
individual level is now, not when it starts to 
hit your pocket. 

Th is article will take associates and 
practice owners through the why’s and 
how’s of monitoring practice and individual 
performance. It will help you to appreciate 
that by doing so, you will never reach that 
fi refi ghting stage of business management and 
interestingly, you will very likely increase your 
business or personal profi tability substantially.

Cash is king
A detailed cashfl ow forecast that extends for 
a twelve month period will not only provide 
peace of mind, it is also an extremely useful 
tool for playing out ‘what if ’ scenarios. If you 
have been as accurate and detailed as possible 

in your forecasting of income and expenses 
you will have an exceptionally good idea as to 
what your end of month balance will be each 
month for the coming year. Importantly you 
will know whether or not you can pay your tax 
bills in January and July.

It doesn’t stop at forecasting though; you 
also need to compare your actuals with 
forecasts of each category of spend/income 
and understand why there are diff erences, 
make any necessary amendments to future 
projections and address any anomalies. Once 
set up this exercise should only take you or 
your practice manager an hour or so a month 
so it’s not a huge investment of time for the 
level of fi nancial knowledge it provides.

If you can’t measure it, you can’t 
manage it
Bernard Marr once said key performance 
indicators (KPIs) are ‘the vital navigation 
instruments used by managers to understand 
whether their business is on a successful 
voyage or whether it is veering off  the 
prosperous path’.

KPIs don’t necessarily provide you with 
answers; they oft en just provide you with 
questions which need further investigation. 
A twelve month dashboard is an eff ective 
way to display your chosen KPIs and this will 
identify trends and areas that need attention. 
Keep it simple by showing only the measures 
and not data on the dashboard, and split it 
into two if necessary such as a) fi nancials 
and effi  ciency and b) marketing. A suite of 
associated and self-updating graphs for each 
KPI is an excellent communication tool for 
team discussions. 
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Associates can gain a great deal from 
understanding in more detail their own 
performance and how that compares with the 
whole practice.

Measuring income
Income per hour (available hour) is an 
accurate way of measuring income. The 
level of how much you earn per hour very 
much depends upon what type of dentistry 
you deliver, so take a view, and focus on the 
business objectives to help you decide what 
level is right for you. 

As an associate, review your income per 
hour with the principle each month and 
discuss any factors that may be stopping you 
from achieving your potential. By having 
a deeper understanding of some of the 
other measures you can have an informed 
discussion which could go a long way to you 
getting back on track.

Other income measures can include:
Associate contribution – how much does 

an associate contribute to the practice 
profitability after their fees, lab bills and pro 
rata staff and materials costs?

Treatment plans – Having a 
target for the number 
and average 

value can be useful. How effectively are open 
treatment plans followed up?

New patient value – gives you a good 
perspective on the return on investment of 
marketing exercises.

Measuring expenses
There is often too much emphasis upon 
practice growth purely by increasing 
turnover. If the financial foundation of 
the practice is not rock solid then any 
inefficiencies get magnified and this 
may drain away any additional profit. So 
measuring more than income  
is essential.

Surgeries are expensive assets and so these 
should all be achieving a minimum 85% 
occupancy rate. This target rate allows for 
last minute cancellations and Fail to Attends, 
however you may wish to aim higher.

Remember though if you are 
underutilising the surgery it also means that 
you are paying excess dental nurse wages. So 
immediately you can see here that there can 
be a correlation between surgery occupancy 
rates and staff costs ratio.

Cost savings can 
frequently be 

identified 

in the materials costs ratio. Do you have a 
good stock management system in place? Do 
you hold a maximum of 10 days stock (any 
more is tying up cash unnecessarily)?  You 
may identify a new material that you wish to 
start using but please do use up the stock of 
the previously preferred one first.

Lab fees ratio can often indicate that 
patient pricing has not been adjusted to take 
account of rising lab costs. 

Other key measures 
 Wait times can be a great measure of 

patient satisfaction. Aim for no longer 
than a 5 minute average wait.

 DNA % of available hours needs 
investigation if high. Are steps in place to 
contact patients and rebook? 

 New patient numbers are crucial to the 
sustainability of any dental practice. 
Monitor conversion rates of enquiries to 
new appointments made and kept and, if 
you have a membership plan, numbers of 
discussions to new plan sign ups. Do these 
flag staff development requirements? 

 Monitor how many patients are overdue 
their dental health exams to establish the 
effectiveness of your recall system. As an 
associate if you have gaps in your diary 
these could be good pointers for you.

And finally…
Can you be certain that your treatment 

pricing is what it should be? If your 
practice usually just applies a percentage 

increase on a regular basis you may 
find that some of your pricing has 

become distorted. Calculate and 
apply your hourly charge out rate 
to the time that is allocated to 
each treatment type, add on the 
lab bills and compare that to 
what is actually being charged. 

Highly profitable dental 
practices take a holistic view of 

their business and take care of 
both sides of their profit equation. 

The KPIs above are only a few 
of those that can be measured and 

it is essential that you identify what 
is important to you and your practice 

to make it a meaningful exercise of value. 
Whilst it does take time each month to monitor 
cashflow and KPI dashboards and consider 
other factors such as pricing, you will find that 
the return on the investment of your time will 
be well worth it. ◆ ©
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Alastair Jeffrey
Head of Enforcement 
at the Medicines and 
Healthcare products 

Regulatory Agency

What does the Head of Enforcement at 
the MHRA do?
My primary role is to ensure the UK has 
an effective operational response to crimes 
involving medicines and medical devices. At 
MHRA, our priority is patient safety. This 
means that when determining our response 
to criminal behaviour, our primary 
consideration is the threat to public health.

Alongside this, I also have an 
international role. I work with Authorities 
in key countries to reduce the flow 

of falsified medical products. I am 
also involved in capacity building, 
speaking engagements and meeting with 
international organisations, such as the 
World Health Organisation. 

Can you briefly explain the role of 
your team?
The Enforcement group have a number of 
roles. The Case Referral Centre is the initial 
point of contact for allegations that require 
further investigation. They will risk assess 
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There are certain holiday destinations around the world where you can fi nd the very 
best replicas money can buy. Watches, shoes, bags, sunglasses. The list is endless. And 
the thing about these items is often you can’t tell the difference. 

It’s all well and good when it comes to fashion accessories, but it’s a different story 
when it comes to healthcare equipment.  Alastair Jeffrey, Head of Enforcement at the 
Medicines and Healthcare products Regulatory Agency (MHRA) plays a key part in 
the joint BDIA/MHRA Counterfeit and Substandard Instruments and Devices Initiative 
(CSIDI) tackling counterfeit and non-compliant dental devices. BDJ In Practice talks to 
Alistair about his role in the ongoing fi ght against the fakes.
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with public and private entities to tackle  
this epidemic. 

From an MHRA perspective what are the 
main issues concerning the dental sector?
One of the issues is that dental 
professionals, whilst providing an essential 
service, are also running a business. As 
such, they are under pressure to reduce 
costs wherever possible. Dental equipment 
can be expensive and buying from the 
internet is both easy and convenient. 
Unfortunately, criminals are able to exploit 
this by offering what looks like quality 
equipment at exceptionally low prices.

We have come across a range of issues 
concerning counterfeit, falsified, and non-
compliant dental equipment in a medical 
setting. Most commonly, we see dental 
devices that are non-compliant; devices 
with no CE certification, no authorised 
representatives or labelling errors. 

A large majority of counterfeit and non-
compliant dental equipment originates 
from China, and is often sold via online 
marketplaces. Non-compliant and 
counterfeit dental equipment carry the same 
level of risk. These devices have not gone 
through the correct regulatory processes 
and their safety and performance have not 
been verified.

How many seizures of counterfeit and 
non-compliant dental equipment are 
made every year?
This is a relatively new area for enforcement 
activity. In just over 12 months, we have 
raised 12 investigations relating to the 
sale, supply, or use of non-compliant and/
or counterfeit dental equipment by dental 
healthcare providers. 

In the last year, we seized approximately 
2,000 counterfeit and non-compliant 
dental devices including dental hand 
pieces, curing lights and burs. This is 
likely to increase. We hope that by raising 
awareness, dental professionals and others 
will report concerns and suspicions to us. 

What are the most commonly seized 
dental items?
A wide variety of non-compliant and 
counterfeit dental equipment has been 
seized. The most common items are dental 
hand-pieces, curing lights and scalers. Well-
known brands are frequently subject of 
counterfeiting. This is because they are good 
quality products and are therefore more 
highly sought after.

the information and determine the course 
of action. Next, is the Intelligence Unit, who 
have a number of crime analysts. They use a 
range of tactics to develop the information 
we receive – this could be research, 
surveillance, test purchase or undercover 
work. 

We also have three teams of investigators: 
Complex Case Team, High Risk/Volume 
Team and the Legal Supply Chain Team. 
They are supported by a Money Laundering 
Team and the Case Preparation Unit, who 
quality assures the case papers before 
sending to the Crown Prosecution Service. 
This range of skills means we have the 
ability to identify, develop, investigate, and 
refer for prosecution all criminal matters. 

Finally, my team also includes a 
regulatory expert inspector and a senior 
policy advisor. 

What powers do your investigators have?
Members of the Enforcement Group have 
powers under the Human Medicines 
Regulations 2012 to enter any premises at 
a reasonable time to determine if there has 
been a contravention of the regulations or to 
carry out any other enforcement function. If 
the premises are a private dwelling we must 
give 24 hours’ notice or obtain a warrant 

from a Magistrates Court. We must produce 
our identification upon request. The 
Consumer Protection Act provides us with 
similar powers to conduct investigations in 
respect of medical devices

My team can conduct surveillance, 
undertake covert internet investigations, 
obtain communications data and use 
covert human intelligence sources to gather 
intelligence and evidence. These powers 
come from the Regulation of Investigatory 
Powers Act 2000. 

Our money laundering team can also 
restrain assets and pursue confiscations 
orders under the Proceeds of Crime 
Act 2002. The largest confiscation 
order awarded in relation to an MHRA 
investigation was £14,000,000!

In all cases enforcement staff must, where 
necessary, obtain the correct authorisation 
and have a good reason to exercise their 
powers. Their actions must also be 
proportionate, necessary and lawful.

What are the most important issues you 
are currently dealing with?
The most important function we have is 
to protect the regulated supply chain from 
falsified medical products. In other words, 
when you purchase your medical product 
you can be confident that it is the genuine 
article. 

One of the biggest challenges we 
face relates to the internet. The scale of 
offending and the opportunities it affords 
criminals is unprecedented. Criminals use 
social media platforms to drive consumers 
towards websites selling falsified products. 
By using these platforms, they can reach 
out globally to promote these dangerous 
products. 

On-line market places are also used to 
sell these goods. We have dedicated staff 
working in this area; this includes working 

‘ We have come across a 
range of issues concerning 
counterfeit, falsified, and non-
compliant dental equipment 
in a medical setting. Most 
commonly, we see dental 
devices that are non-compliant; 
devices with no CE certification, 
no authorised representatives 
or labelling errors’
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What can dental professionals do to 
mitigate the risks of purchasing or using 
counterfeit equipment? 
There is an old adage that ‘if it looks too 
good to be true then it probably is’. There 
is a wide range of dental devices available 
for purchase online at low prices. It is 
important to think carefully before you buy; 
ideally, you should only purchase medical 
devices from a known manufacturer or 
trusted supplier. 

Fake products advertised online may 
well look genuine and claim to come with 
authentic documentation; however, if you 
conduct due diligence you will identify the 
genuine from the fake.

What are the penalties for selling and 
using counterfeit and non-compliant 
dental devices?
A person found guilty of supplying a non-
compliant medical device can be liable to an 
unlimited fine and/or imprisonment for a 
maximum term of six months. 

A person supplying counterfeit devices 
breaches the Trade Mark Act 1994. A 
counterfeit product is one which bears 
a registered trade mark without the 
authorisation of the trade mark holder. Such 
an offence is punishable by up to 10 years 
imprisonment.

Whilst a dental professional may not 
commit an offence by using a counterfeit 
device, if they come to the attention of 

‘ There is an old adage that ‘if 
it looks too good to be true 
then it probably is’. There is a 
wide range of dental devices 
available for purchase online at 
low prices’

MHRA because they are in possession 
of these devices, it is likely that they will 
be referred to the GDC, the devices will 
be removed as evidence, there will be 
disruption to the business and of course 
there will be a substantial reputational issue 
to contend with.

Do you work with other dental bodies 
such as the GDC and CQC?
To be truly effective, we need to collaborate in 
our enforcement work. We work with many 
private and public partners both within the 
UK and globally including the GDC and CQC. 

The MHRA has joined forces with the 
BDIA to run the CSIDI campaign, what are 
you hoping to achieve?
The Counterfeit and Substandard 
Instruments and Devices Initiative has two 
key objectives. The first is to facilitate the 
reporting of those identified selling non-
compliant or counterfeit dental products.  
The second is to promote awareness of  
the dangers of buying poor-quality  
dental equipment. 

Through CSIDI, we aim to raise awareness 
of the dangers and the importance of buying 
from reliable sources. The CSIDI website 
hosts a guide to spotting  fakes, alongside the 
BDIA’s list of trusted member companies. We 
want to help dental professionals to purchase 
high quality products and to encourage 
reporting of counterfeit and non-compliant 
products. Reporting will help us to identify 
and gather information on manufacturers 
and suppliers of non-compliant dental 
equipment.

What is the most important message 
you would like to communicate to dental 
professionals?
Substandard and counterfeit products can 
compromise the safety of colleagues and 
patients. By working together we can make 
a real impact in stopping the use of these 
products in the UK.
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‘ For fairness setting the right 
expectations is vital. Before 
an employee does something 
wrong, they should know 
the consequences if they are 
caught. Most practices set 
out what action is considered 
misconduct and what is 
considered gross misconduct’

By James Goldman
the Practice Support Team’s Special Adviser (Legal). James trained as a 
barrister and advises dental practices on employment law issues and has 
represented practitioners in many Employment Tribunal disputes

Being consistent

It is important to approach any staff  
misconduct issues consistently. Leniency 
on one employee or over certain issues 
but severity on others can lead to 

problems. For instance, say a practice has a 
policy saying personal use of the internet is 
misconduct. If everyone knows that a member 
of staff  got away with browsing Facebook at 
the reception desk, it would likely be unfair for 
another member of staff  to be disciplined later 
for the same off ence.

Discriminatory
All employees, even if they have only been 
employed one day, have the right not to 
be discriminated against on the basis of 
certain protected characteristics. Th ese are 
age, sex, pregnancy, gender reassignment, 
marital status, race, religion and disability. 
So handling a misconduct issue between 
two employees diff erently can sometimes 
open you up to the suggestion that the 
diff erent treatment was due to one of these 
factors and is therefore discriminatory. Also 
employees with more than two years’ service 
(one in Northern Ireland) have the right 
not to be unfairly dismissed, so you must 
show that in making such a decision you 
have followed a fair disciplinary process and 
that your decision is reasonable in all the 
circumstances.

For fairness, setting the right expectations 
is vital. Before an employee does something 
wrong, they should know the consequences 
if they are caught. Most practices set out 
what action is considered misconduct and 
what is considered gross misconduct. In 
any situation the range of sanctions would 
be from an informal chat (a reprimand), 
formal disciplinary action leading to a 
formal warning, a fi nal warning or dismissal. 
Generally what is appropriate and would 
be legally considered fair depends on 
seriousness of issue, though it is also aff ected 
by how you have handled such matters 

previously. It is would be unreasonable to 
dismiss an employee for gross misconduct 
if employees have previously seen others (or 
themselves) get way with similar misconduct 
without being punished, or if other 
employees in similar cases have been treated 
more leniently. 

Last straw
Picture this scenario; a dental practice has 
never taken disciplinary action against nurses 
if they are caught using their mobile phone in 
surgery. Th e practice manager has fi nally had 
enough and they decide to enforce the practice 
policy and take disciplinary action the next 
time a nurse is caught. It would be unfortunate 
if the fi rst dental nurse to be disciplined was 
pregnant. A tribunal would likely decide 
that the disciplinary action was as a result 
of the pregnancy, rather than for answering 
the mobile phone. Aft er all, based on how 
everyone else has been treated she will have 
had expectations of getting away with it.

Th ere will oft en come a time when the 
practice has had enough and starts to enforce 
the policy. A practice that wants to start 
enforcing a policy will need to make it clear 
to all staff  that, from a particular point in 
time, any further infringements will result 
in disciplinary action as per the contract 
of employment or staff  handbook. Th at 
communication to staff  has to be clear and it 
would be useful to reinforce it, perhaps in a 

practice meeting and in a reminder letter sent 
to all staff .

Reasonable decisions
Employers can still make their own decisions in 
each case. If challenged, employment tribunals 
do not consider whether they would have made 
the same decision as the employer. Th ey just 
want to know that an employer’s decision falls 
within a range of reasonable outcomes that 
could be taken. Th at is, that it can be objectively 
justifi ed. So there is scope for employers to treat 
staff  diff erently for the same off ence, if that is 
what the employer thinks is appropriate. Th ere 
has to be a good reason for it. 

Justifying different decisions
Whilst employers should be consistent in 
the sanctions they give for the same act of 
misconduct, there are a lot of reasons why an 
employer may give a diff erent punishment.

Th e employee’s response to and 
understanding of their conduct can be 
important. Say, for example, two nurses 
consistently come in late. Each time they 
do, their colleagues who have to work extra 
hard to set up an extra surgery. It would be 
reasonable to give a lesser punishment to a 
nurse who shows empathy for her colleagues 
and makes extra eff ort to help tidy up at the 
end of the day, and a more severe punishment 
to one who just waltzes in cheerfully and 
makes an excuse. Likewise, it would be 
reasonable to give a lesser penalty to an 
employee who demonstrates they understand 
a need to change their behaviour.

Length of service also be a factor. An 
employee who has demonstrated several 
years of unblemished service to a practice 
could be punished less severely than one who 
has only been in the role for a few weeks.

It will also be relevant if someone has 
received a previous disciplinary warning. It 
would more likely be appropriate to dismiss 
someone aft er a fi nal written warning for a 
similar off ence than it would be to dismiss 
someone who has not had any previous 
warnings.

Overall consistency means everyone is 
treated fairly, and sanctions are given only 
where there are good reasons to do so. ◆
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Guidance on Grievance procedures is 
available at www.bda.org/advice

by Nashima Morgan
a practice management consultant in the BDA Practice Support Team. Nashima advises general 
dental practitioners on associate contracts and a wide range of employment and other law

with employees
grievance outcomes
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Communicating

If, having received a written grievance 
from an employee, you don’t think 
that the employee’s complaint is valid, 
it requires delicacy to deliver this 

message to your employee. They obviously 
have concerns as they have raised the matter 
in the first place so you want to respond in 
a way that alleviates their worries. If they 
feel you have not responded adequately they 
may seek to appeal against your decision or 
even claim constructive dismissal. How you 
have responded could be used as evidence of 
whether you have dealt with their grievance 
properly if the employee takes it further.

Any manager or employer’s basic duty is to 
adequately address an employee’s concerns1. 
This means taking each complaint seriously, 
having and following an in-practice grievance 
procedure, which would include meeting 
with the employee and finding out about their 
worries or concerns. The recognised code 
of practice2 in this area says ‘following the 
meeting decide on what action, if any, to take. 
Decisions should be communicated to the 
employee, in writing, without unreasonable 
delay’. The key is to provide an explanation 
to your employee of the decision you have 
reached and how you have reached it. 

Objectivity
Look at the employee’s grounds for 
raising a grievance, what they want you 
to do to resolve it and all the surrounding 
circumstances objectively. This can sound a 
grandiose concept but a rule of thumb is to 
ask yourself whether you feel able to explain 
your response out loud without feeling that 
your way of thinking sounds illogical. You 
will have come to your initial conclusion on 
their grievance for a reason, tell it to yourself 
and see whether you are still happy with the 
way in which you reached that conclusion. 
If you cannot explain your reasoning, then 
maybe the employee does have a point and 

you may have to think again about how to 
respond. 

Steps you have taken
In your response, describe what you did to 
investigate the matter so that the employee 
can understand the process you followed 
and the evidence obtained. Demonstrating 
that you have taken time to look into it is an 
important part of showing them that you 
are being fair and have taken their concerns 
seriously. Explain your reasoning and why 
you have come to the decision that you have. 

However, even though you don’t think that 
the employee’s main complaint is valid – have 
you thought about any minor changes that you 
could put in place that will help? Are there any 
compromise arrangements to the work place 
or working practices that you could introduce 
that may help satisfy their concerns? Maybe 
there are things you can do to prevent similar 
circumstances or misunderstandings arising in 
future. Also ask your employee whether they 
feel there is anything further you could do that 
will help. Putting this question might help the 
employee look at the situation in the same way 
that you have.

Your response letter will ensure that you 
have a paper trail showing how you have 
dealt with the matter and also gives the 
aggrieved employee the opportunity to take it 
away and read it through in their own time.

Being heard
Sometimes just airing their problems and 
concerns and that you have taken time to 
listen to them might satisfy them. That you 
have followed your procedure, met with them 
to discuss the matter and provided a written 
response shows that they can be heard and 
influence issues in the workplace. You may not 
have changed anything as a result but they can 
see that you do act on employee’s concerns. 
It may mean that they don’t allow worries to 

escalate to grievances in future and feel able to 
approach you on things much sooner. 

Grievances should be seen as a safety-
valve, allowing an employee to seek redress 
if they feel something is going wrong. Their 
complaint may not always be objectively 
justified but you need to show that you have 
dealt with it fairly. The employee may not 
see it the same way as you (after all they did 
complain in the first place) so the way that 
you explain to the employee is crucial. You 
need to make sure that they understand 
the steps you have taken to consider their 
worries, they need to feel that they have been 
listened to and know that they can appeal 
against your response if they still feel that you 
have not dealt with it fully. ◆

1. Employment Appeal Tribunal, Waltons and Morse v 
Dorrington, 1997 IRLR 488, EAT.

2. Advisory Conciliation and Arbitration Service, 
Code of Practice on Disciplinary and Grievance 
Procedures, Acas, March 2015.
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By Edward Sinclair
a practice management consultant in the BDA’s Compliance Team, helping members on 
all aspects of health & safety law, infection control requirements, practice inspections and 
compliance with professional regulations.

Waste and  
environmental impact

Your practice affects your local 
environment in a number of ways 
through the waste that it produces. 
Laws such as the Hazardous Waste 

Regulations set out your obligations for dealing 
with such waste. It is important to review how 
you handle these issues to make sure your 
procedures are up to scratch. Think about 
what you do in terms of storage, collection 
and disposal and documentation you need to 
accompany the waste. Generally your waste 
should be collected by a suitable licensed or 
permitted waste management facility. And 
it should be consigned, that is accompanied 
by official paperwork showing its source, 
description and destination. The Environment 
Agency has the power to inspect all premises 
where hazardous waste is produced, including 
dental practices, to ensure requirements of the 
regulations are being followed. 

Amalgam
Despite changes in its use, dental amalgam 
still remains a major filling material used by 
the dental profession. It usually consists of 
50% mercury by weight and so waste dental 
amalgam, through its mercury content, can 
be an environmental problem. Getting rid 
of it by actions such as discharging it into 
sewer is not allowed. Dental practices which 
place or remove amalgam fillings must install 
amalgam separators, although these tend 
to be in-built in most modern equipment. 
However, practices should still ensure that the 
amalgam collected this way is then disposed 
of as hazardous waste. Such waste should be 
collected by a suitable waste management 
facility that puts the waste through a mercury 
recovery process prior to its final disposal. 

Gypsum
Most dental study models contain Gypsum 
which, when land-filled, can produce hydrogen 

sulphide gas. As such, they cannot be disposed 
of in normal commercial or trade waste nor 
can it be put with clinical waste. Your local 
authority waste department should be able to 
identify appropriate local facilities where this 
waste can be taken to be either recycled or 
appropriately disposed of. You may find that 
your usual waste collection companies are able 
to offer an appropriate collection service.

Electrical waste
Electrical waste is a potential environmental 
hazard because many items of electrical 
equipment contain components or materials 
that could cause problems and so have to be 
disposed of in certain ways. The equipment 
that you have to take care with includes 
refrigerators, freezers, fluorescent tubes, 
televisions and computer monitors and lead 
acid or nickel-cadmium batteries. 

Look into disposal options carefully. The local 
civic amenity site is unlikely to be authorised to 
accept commercial electronic waste but if it is, 
ensure a consignment note is used. Normally, 
when new equipment is purchased, there is 
an opportunity to make arrangements with 
the supplier to remove the old one; however, 
suppliers may not mention this, so the practice 
may need to be proactive. It may also be 
possible to call upon the equipment producer, if 
they are a member of the responsible producer 
compliance scheme (PCS), to take-back and 
treat the old equipment. The government’s 
gov.uk website provides a public register of 
organisations who deal with waste electrical and 
electronic equipment (WEEE). 

Chemicals
Your waste management contractor can advise 
on the specific safe disposal requirements 
for materials such as disinfectants, hand gels, 
resins or reagents. However, please note that 
empty containers are likely to contain sufficient 

residue to remain hazardous. And if these are 
to be rinsed and the water is discharged to the 
foul sewer via the sink, a trade effluent consent 
may be required. The dental practice should 
contact its local water company. Also some 
chemicals may react to produce fire or toxic 
gases. These incompatible chemicals should be 
disposed of and stored separately. Flammable, 
corrosive and oxidising chemicals are of 
particular concern in healthcare. 

Clinical waste and sharps
You are going to be highly familiar with the 
requirement for disposing of clinical waste 
and sharps but no round up is complete 
without mentioning them. 

Soft clinical waste (stuff that is potentially 
hazardous as in the dental surgery, you cannot 
presume a patient’s full medical history is 
fully disclosed and all waste contaminated 
with body fluids can be regarded as possibly 
infectious) should be placed in orange bags. 
Though, medicinally, chemically or amalgam-
contaminated wastes must not be placed in the 
orange bag. The non-hazardous offensive waste 
stream should only be used for soft wastes from 
dentistry which are not contaminated with 
bodily fluids (for example, uncontaminated 
PPE and hygiene wastes from toilets).

Sharps, of course, are items that could cause 
cuts or puncture wounds, including needles, 
syringes with needles attached, broken glass 
ampoules, scalpels and other blades. Sharps 
waste should be collected in yellow lidded 
receptacles that require disposal by incineration.

The environmental issues relating to practice 
waste can  therefore be numerous, these are 
just a few everyday examples. Be aware of their 
impact and take time to double check that 
everything is being dealt with as it should. ◆©
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Top tips for high earning dentists

Taxation will be one of the most 
signifi cant (if not the largest) costs 
a dentist will incur during their 
career. Recent changes made in the 

Spring Budget 2017 have made the tax system 
even more nuanced and careful planning is 
needed to ensure tax saving opportunities 
are suitable for your unique circumstances. 
However, below are some top tips high 
earning dentists can use.

Limited company?
A common question I am asked is ‘can using 
a company help me save tax?’ Th e answer 
isn’t straightforward but in a nutshell – yes it 
can. However, as dividends above the basic 
rate band are now taxed at a higher rate its 
important to examine the fi gures closely. 

In addition associates working in the NHS 
have to consider the loss of the NHS pension. 
However, principals can use the value of 
the goodwill to create a tax free directors 
loan account. Th is is subject to a capital 
gains tax calculation, however, if the base 
cost of the goodwill is high this can be very 
advantageous. 

Can I have a company car?
If you are either an associate or a principal 
with a limited company it is possible for your 
company to provide you a car for you to use 
as a director of your own company. To ensure 
this is tax effi  cient you will need to choose a 
low emission car or electric car which have 
become increasingly popular (including 
amongst top end car manufacturers). Using 
this option you can save 19% of the value of 
the car in tax. Non low emission cars however 
attract an additional benefi t in kind tax.

Tax efficient investments 
As tax relief on buy to let mortgages is being 
phased out by the government, clients are 
increasingly looking elsewhere to invest their 

money. Tax effi  cient investments are a great 
alternative, however they are not risk free and 
best to discuss with your IFA.  Examples of 
investments encouraged by the government 
are EIS and VCT investments. Th ese are 
typically government approved investments 
into sectors where growth is being 
encouraged and provide both Income Tax 
and Capital Gains Tax relief for tax payers. 

A less risky option (but oft en overlooked 
option) is using an ISA and with this option 
you can cash them in whenever you want. 
You must still stay within the limits however 
which is £20,000 from 6 April 2017.

Use all of your available tax free 
allowances (effectively)
Most of us will have a number of tax free 
allowances and with careful planning these 
can be used to reduce our tax burden. 
Examples of the common allowances we have 
include the following; personal allowance 
(£11,500 for 2017-18), dividend allowance 
(currently £5,000 reducing to £2,000 in April 
2018) and annual allowance (for capital gains 
tax - £11,300 in 2017-18).

High earning dentists will likely lose some 
(or all) of their personal allowance. Th is can 
be minimised however by allocating some 
income to either a spouse who has a lower 
tax bracket, or in the case where the personal 
allowance is lost completely over two years, 
allocating some of the income to the next 
year (e.g. dividends) so at least one personal 
allowance is kept.

If you are selling assets that will incur a 
capital gains tax, ensure to do these over two tax 
years so two annual allowances will be available. 

Pensions – save tax now with more 
income later
Th e government has off ered generous tax 
reliefs for pension arrangements and as such 
are a good tax planning opportunity.

Th e NHS pension is very good, however 
dentists working in the private sector can 
take advance of making private pension 
contributions and obtain tax relief there 
on, as well as dentists working in the NHS 
who want to invest more into their pension. 
Pensions contributions also reduce your 
taxable income so can allow you to avoid the 
phasing out of the personal allowance as well 
as potentially the high income child benefi t 
tax charge. 

Pension planning is split between pre-
retirement and at retirement planning and 
its important to discuss both with your 
accountant and IFA.

Th e above are a good starting point 
for high earning dentists looking 
to reduce their tax burden 
however, my last and best 
tax tip is – speak with a 
dental accountant! A 
dental accountant will be 
best placed to discuss all 
the above with you and help 
decide which is best 
for your specifi c 
circumstances. ◆

By David Hossein
Head of Accountancy and Tax Services at Samera Chartered Accountants
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FROM PHYSIOLOGY 
TO PHARMACOLOGY 
AND PSYCHOLOGY

Tips, tricks and techniques for effective 
pain management in a modern practice

The most exciting, relevant, 
interesting and interactive

Anaesthetics Lectures of  the 
decade are confi rmed!

2017 
DATES & 
VENUES
London
Friday 19 May

Manchester
Friday 29 September

Only 
£145 

(inc VAT)

From the World leader comes a 
world class day of lectures.  Covering 
everything from the language and 
techniques we use, to the anaesthetics 
and equipment available to us. 

Suitable for everyone in NHS or Private 
Practice who wishes to improve and 
develop new skills and techniques.

MANAGING 
PAIN FOR
YOUR
PRACTICE

Book today to avoid disappointment: 
www.septodontlearning.co.uk



Add some colour to your practice

Dental Sky concentrate on what they like 
to call ‘the 3 P’s’ – people, product and 
price.  If they employ the right people, 
ensure the right products are stocked, at 
the right price, then ordering sundries will 
be a breeze.  It’s a simple formula that’s 
worked for them for the last 15 years and 
is why their business continues to grow.  

An alternative mantra is to focus on 3 
other ‘P’s… being personal, passionate 
and prompt. Sounds logical, but how 
many times have you spoken to someone 
on the phone to reflect afterwards that 
the individual was definitely deficient in 
charisma and failed to deliver on their 
promises?  Dental Sky is an independent 
dealer, whose staff genuinely cares about 
their customers.

The company does not employ reps, 
as their salaries would add to the cost of 
your sundries.  Better to let customers 
make purchasing decisions in their 
own time, knowing that Dental Sky will 
never knowingly be undersold.  Price is 
key, and clarity a given; their offers are 
intentionally kept simple so you know 
exactly what you’re getting and at what 
price.

If you don’t have a Dental Sky account 
you can open one today; no credit checks, 
no paperwork and no hassle! Just pop on-
line to register and you’re ready to go. Visit 
www.dentalsky.com for more information.

The 3 P’s

Intelligent obturation
With ROEKO GuttaFlow bioseal, Coltene is 
providing endodontists with an intelligent 
obturation material that does more than 
simply seal and fill the root canal.

The idea is remarkably simple: after 
curing, the new GuttaFlow bioseal forms 
hydroxyapatite crystals on the surface which 
significantly improve adhesion and actively 
encourage the regeneration of bone and 
dentine tissue. This helps practitioners provide 
long-lasting solutions for their patients.

In the past, the only materials that exhibited 
the same curative properties of GuttaFlow 
bioseal were MTA or bioglass – but these 
materials involved a long curing time and 
complicated handling. These difficulties are 
eliminated with Coltene’s innovative bioseal, 
which is both easy to use and fast curing.

Whether practitioners are experienced in 
endodontic treatments or just starting out, 
ROEKO GuttaFlow bioseal from Coltene 
provides predictable and effective results. To 
find out more, contact the expert Coltene 
team today.

To find out more about Coltene products, 
visit www.coltene.com

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

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

J.H Orsing, one of the world’s leading 
producers of saliva ejectors, aspirator tubes 
and accessories, proudly announces a new 
range of colours to the world-renowned 
Hygoformic saliva ejector!

Now available for adults in light blue, lime 
green, pink and the original white colour.

Hygoformic is a mouldable saliva ejector 
and has been used by dentists all over the 
world for more than 50 years. Hygoformic 
is produced in non-toxic and non-pollutive 
polyethylene and polypropylene and with 
a complete line of adaptors to meet all the 
requirements of modern dental clinics.

Founded in the 1950s, Orsing has 
distinguished itself on the world market for 
high quality and user-friendly disposable 
products developed with the patient’s highest 
comfort in mind. 

The original Hygoformic has been used by 

dentists all over the world for more than  
50 years.  

Contact your local dealer for more 
information and to order the Hygoformic 
range. Find more product information at 
http://orsing.se/products/saliva-ejectors-and-
accessories/hygoformic-for-adults 
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Make it mobile
The Nomad Pro 2 handheld X-ray generator, 
available from Clark Dental, can afford you 
unprecedented diagnostic mobility.

At just 2.5kg, this lightweight system is 
highly portable, making it easy to share 
between several surgeries and therefore very 
cost effective. Indeed, the Nomad Pro 2 can be 
used in a variety of different locations – in and 
out of the practice.

The system is wireless and easy-to-use and, 
with a long-lasting battery, the Nomad Pro 
2 can take around 200 radiographs in one 
charge – making radiographic assessments 
quicker and easier than ever.

What’s more, the Nomad Pro 2 is 
incredibly safe. Its specially designed internal 
shielding and backscatter shield protects the 

operator so that you can stay with patients 
whilst taking radiographs, which saves you 
time and is reassuring for them.

Every Nomad Pro 2 is tested and certificated 
here in the UK prior to delivery and the team 
at Clark Dental provide CPD training on safe 
use for new customers.

For more information about the versatile 
Nomad® Pro 2 and more of the most advanced 
dental equipment available on the UK market, 
contact Clark Dental on 01270 613750, email 
info@clarkdentalsales.co.uk, or visit www.
nomadhandheldxray.co.uk.

Become excellent
Enlighten, the only whitening service 
that can truly guarantee a whiter smile, 
is going one step further to improve the 
standard of UK tooth whitening.

With it’s exciting new Regional Centres 
of Excellence scheme, Enlighten is 
giving aspiring UK practices the chance 
to become the go-to tooth whitening 
expert in your area. By offering access 
to Enlighten’s own extensive network of 
contacts and marketers, member practices 
will be put on the map – and enjoy 
increased numbers of patients as a result.

What’s more, the Enlighten team will 
be on hand to provide exclusive in-
practice training to ensure that your staff 
knows exactly what is involved in the 
tooth whitening process. As such, your 
team will become one of the most useful 
sources of promotion, able to answer any 
of your patients’ queries with ease.

The Enlighten team will also offer 
expert marketing assistance, to ensure 
that your practice becomes known for 
excellent service and guaranteed results.

Membership to this business-changing 
initiative is limited, depending on regional 
interest and uptake, so ensure you contact 
the Enlighten team as soon as possible 
to register your interest and take the first 
steps towards becoming a Regional Centre 
of Excellence.

For more information, visit www.
enlightensmiles.com, email at info@
enlightensmiles.com or call the team on 
0207 424 3270.

Check out this bite

Promotes and accelerates healing of gums during post-operative phase
Gengigel First-Aid Oral Fluid is specifically 
formulated with high concentration, high 
molecular weight hyaluronan to provide 
rapid repair of damaged gum tissue, 
particularly during post-operative phase 
following periodontal work, implants, 
extractions and sub-gingival debridement.

Hyaluronan is clinically proven to:
 Modulate the inflammatory response – 

including the genesis, maintenance and 
resolution of inflammation

 Stimulate the formation of blood vessels 

 Act as support biomaterial in bone 
remodelling techniques

 Have a bacteriostatic effect, thanks to its 
viscoelastic properties

 Accelerates tissue regeneration processes.

Gengigel First-Aid Oral Fluid’s unique 
bio-adhesive matrix ensures optimal 
adherence to the mucosa and as such 
remains in situ providing protection for the 
traumatised area.

For further information call 0208 459 7550 
or email marketing@dentocare.co.uk

Articulating paper is a notoriously fiddly way 
of measuring a patient’s occlusion. It requires 
cutting and articulation forceps, which 
patients do not enjoy having in their mouths.

Therefore, dentists should use Bitechek, as 
this unique product available exclusively from 
Surgery Express, features a built-in handle 
that keeps the paper stiff and allows for easy 
handling and positioning. Of course, this 
handle also eliminates the need for forceps, 
which helps expedite the articulation process 
in surgery and cuts down on sterilisation 
costs.

The Bitechek is quick and convenient to use, 
and exhibits the optimum level of stiffness to 

avoid curling during the procedure. This helps 
increase the accuracy of occlusal analysis 
and provides better information on which 
treatment can be based.

Available from Surgery Express, one 
of the UK’s foremost suppliers of dental 
consumables, Bitechek is a must-have for any 
dental surgery. For more information, visit 
www.surgery-express.co.uk, call on 0800 6888 
992 or email at  
sales@surgery-
express.co.uk.
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Your trusted partner
At the forefront of 

modern dentistry, 
VOCO is a leading 
international 
manufacturer of 
truly exceptional 

dental materials. 
Using the latest 

advances in science, 
coupled with the highest quality 
production techniques, VOCO offers a 
range of over 100 innovative products, 
making them your trusted partner in 
Prevention, Restorative and Minimally 
Invasive Dentistry. 

VOCO have developed a range 
of pioneering dental materials and 
an extensive continuing education 
programme to support the success of their 
customers. Many of their award-winning 
materials have been recognised for 
offering excellent clinical properties and 
are leaders in their class.

Underlying VOCO’s extensive product 
development is a desire to support 
clinicians and technicians in delivering 
exceptional dentistry that stands the test 
of time – your trusted partner.

To try the latest VOCO products, book 
an appointment with your local consultant 
or to find out more about current offers 
and product innovations, please call the 
VOCO team today on 00800 44 444 555 
(international Freephone number) or 
e-mail service@voco.de.

Cleaning up
A survey recently conducted by Initial 
Medical confirmed that infection control and 
prevention protocols are generally very good 
within dental practices.

Almost 14% of the practices surveyed also 
indicated that they give the waiting area a 
‘deep clean’ every day (where furniture is 
moved round and every nook and cranny 
is cleaned), while 26% do it weekly, once a 
month (20%), every other month (27%) and 
every six months (7%).

In order to really optimise your surface 
decontamination processes, it’s essential to use 
the most effective products. The new Steri-7 

Xtra High Level Disinfectant Cleaner from 
Initial Medical is available as a concentrate, 
a ready to use spray and wipes, and has been 
proven effective against 99.9999% of bacteria, 
spores, fungi, yeasts and viruses. 

It’s innovative ‘Reactive Barrier Technology’ 
– a specialised micro emulsion that provides 
an optional sustained release system – means 
it continues to work even once dry, keeping 
treated areas contamination-free for up to 72 
hours.

For further information please visit www.
initial.co.uk/medical or Tel: 0870 850 4045.
1. Initial Medical Survey. Carried out January 2017.

Straightening up Digital dentistry made 
easy at The British Dental 
Conference and Exhibition
Distributing 
products 
in over 120 
countries, 
Planmeca’s 
product 
range covers 
digital dental 
units, 2D and 
3D imaging 
devices and 
comprehensive 
CAD/CAM 
and software solutions. 

Come and visit us at The BDA 2017 on 
stand B64 where we will have on show our 
latest CAD/CAM solution – PlanScan, 
for ultrafast intraoral scanning and the 
software suite that is the brains behind it 
all – Romexis. 

Delegates will also have the opportunity 
to experience how the complete 
information on patient anatomy can be 
obtained in the minutest detail using the 
Planmeca ProMax® 3D Classic unit. This 
intelligent and multipurpose X-ray unit 
provides digital panoramic, cephalometric 
and 3D imaging as well as 3D photos and 
3D model scans. 

We look forward to introducing you 
to Planmeca’s digital solutions and their 
benefits to you and your patients.

The orthocaps system is an aligner system 
developed by Dr. Wajeeh Khan who is an 
orthodontist practicing in Germany. This 
German system has been successfully used 
for over 10 years by 2,000 orthodontists and 
dentists in 35 countries around the world. 

The system has a unique method of 
combining two different soft aligners for 
day and night time use to achieve results. 
These two types differ from one another in 
both their composition and the amount of 
pressure they exert. This innovation is called 
the TwinAligner system. orthocaps aligners 
are manufactured with high-performance 
materials and cutting-edge techniques. 

The result is an extremely effective 
method of orthodontic correction. The 
Orthocaps TwinAligner system represents 
an important step forward – safety-wise, 
aesthetically, and technologically – in the 
field of orthodontics. It is also able to utilise 
a hybrid technique of using lingual bracket 
auxiliaries for complex movements together 
with aligners to obtain excellent results.

For further information please visit www.
orthocaps.com
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There is no excuse in this day and age of 
advanced refining technology for dentists to be 
left second guessing their precious metal returns. 
At Bankfield Refining Group we provide you with 
a complete breakdown of your consignment that 
details exactly how we have ascertained the value 
of your goods. You are also welcome to bring your 
dental scrap into our analytical department and 
attend your valuation first hand if you are not 
comfortable using the FREEPOST-Royal Mail 
Special Delivery service that we provide.

At Bankfield Refining Group we can tell you 
exactly what they are worth with the use of our 
state of the art analytical equipment. 
 
Request your FREEPOST and fully insured 
dental refining pack by sending an email to 
info@bankfieldgroup.co.uk

Do you know how 
much your waste 
crowns and bridges 
are worth?

With unrivalled integrity, efficiency and transparency, 
Bankfield Refining Group is raising the bar for refiners everywhere.

BDJ subscribers can use a special code in order to receive an extra 10% payment on their metal returns. 
Simply title your email BDJ17 when requesting your FREEPOST refining pack.

Call: 0845 388 6870  |  E-mail: info@bankfieldgroup.co.uk

M A S T E R S
R E F I N I N G

Bankfield Refining Group was formed in January 2017 by five of the country’s 
leading precious metal refiners. Utilising the most up to date analytical 

techniques available, we are giving customers a level of transparency and 
efficiency that they have never seen before. When a customer chooses to 

entrust us with their precious metal scrap, we want them to know that they 
have received the best possible return for their materials.



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

Midlands

PARK ROAD DENTAL PRACTICE
www.parkroaddentalpractice.co.uk

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

Interests: Periodontics, Orthodontics, Implants

Dr Ayodele Soyombo
On Specialist List: Yes, Orthodontics

Dr Bola Soyombo
On Specialist List: Yes, Periodontics

Dr O Onabolu
On Specialist List: Yes, Periodontics

209439

East Anglia

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

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

283787

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

      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 
Specialist Endodontist

000000

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.



 DENTAL SPECIALISTS ST ALBANS 
       

96 Victoria Street, St Albans, Herts AL1 3TG     
 Tel:   0172 7845706 
 Interests:   Periodontics, Orthodontics, Implants, Prosthodontics, 
Endodontics and Restoritive Dentistry 
 On Specialist List:   Yes, Periodontics, Orthodontics, Prosthodontics, 
Endodontics and Restorative Dentistry. 

239826

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

DENTAL SPECIALISTS MK
www.dentalspecialistmk.com

259 Queensway, Bletchley, Milton Keynes MK2 2EH
Tel: 01908 630169
Email: admin@dentalspecialistmk.com
Interests: Orthodontics, Periodontics, Implants, Prosthodontics, 
Endodontics, Oral Surgery, Restorative Surgery, Sedation, CT scanner 
and Zeiss microscope on site
On Specialist List: Yes, Orthodontics, Periodontics, Prosthodontics, 
Restorative Dentistry, Endodontics and Oral Surgery

209440

South East

 GROVES DENTAL CENTRE  
   www.grovesdentalcentre.co.uk    

72 Coombe Road,
New Malden,
Surrey, KT3 4QS     
 Tel:   020 8949 5252 
 Email:   info@grovesdentalcentre.co.uk 
Dr Alix Davies BDS Hons MFDS RCSEng MJDF MClinDent
Endo MEndo RCSEd
 Interests:   Endodontics 
 On Specialist List:   Yes 

279798

WOODBOROUGH HOUSE
DENTAL PRACTICE  
   www.woodboroughhouse.com    

21 Reading Road, Pangbourne, Reading, Berks, RG8 7LR     
 Tel:   0118 984 3108  
 Email:   referral@woodboroughhouse.com 

 Interests:   Implants, Periodontics, Endodontics, Prosthodontics,
Oral Surgery, Bone Augmentation, Sinus Lifts, I.V Sedation, 
Facial Aesthetics, CT Scanner. 
 On Specialist List:   Yes Prosthodontics and Periodontics 

284695

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

A new peer-reviewed, open access
journal publishing dental and oral
health research across all disciplines.

Now open for submissions!

www.nature.com/bdjopen

BDJOpen_Filler_88x80_2  29/04/2015  15:27  Page 1
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A Age

B Religion

C Race

D Nationality

A 160%

B 162%

C 1602%

D 102%

A 20%

B 50%

C 60%

D 90%

A Dismiss it if you do not think it is valid

B Discuss it with other colleagues

C  Discuss it with the colleague in 

question without written detail

D  Explain your reasoning for  

your decision

A Gypsum

B Hydrogen

C Sulphide

D Hydrogen sulphide

Q4: Which of these is not a protected characteristic?

Q5:  What was the percentage change of funding reprieved or returned to the Hywel 
Dda University Health Board in Wales?

Q1: How much mercury is often found in dental amalgam?

Q2: What is found in most dental study models?

Q3: What should you do when providing a response to a staff grievance?

CPD
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