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Friday 18th May 

15:20 pm - 15:50 pm
Business Skills Workshop 

Our Journey From Good to Great

Saturday 19th May

15:10 pm - 15:40 pm
Business Skills Workshop

The Patient Journey

  Understand        
to communicate with patients both in and out of         
practice    

  Inform  patients to help ensure they take up the     
treatment they need   

  A guide  to help you judge the existing patient      
journey and set targets around it to ensure your       
team are following a customer-centric workflow   

the key touchpoints; when and how 

Take away key tips that you can implement in your
own practice in order to really make a difference to
your business performance.

Join us for a session where Nitin Duggal, Practice 
Principal at the Dental Surgery Cardiff shares his
experience of the Customer Success programme;
the  challenges, successes and strategies that he
has implemented over the past 10 months.

Join us in the Business Skills Workshop where we’ll be teaming up with 
Nitin Duggal to talk about the Customer Success programme designed 
to take your practice to the next level; as well as bringing you our sell 

our seminar series on the Patient Journey!

Join us for our brand new
workshops at the Dentistry Show!
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Defi nitive guidance needed
LETTER TO THE EDITOR

Sir, the article, Domestic abuse and the role of the dental 
practitioner by David Westgarth, in the March edition of BDJ 
In Practice is timely. On 8 March 2018 the Home Offi  ce and 
Ministry of Justice announced a public consultation on 
the Domestic Abuse Bill. Th e consultation sets out the 
government’s approach to dealing with domestic abuse. 
It seeks to address it at every stage from prevention 
through to rehabilitation and reinforces the 
government’s aim to make domestic abuse everyone’s 
business. Th e consultation is wide-ranging and we 
are seeking views on both legislative proposals for a 
landmark draft  Domestic Abuse Bill and a package of 
practical action. Th is consultation closes on 31 May 2018 
and I urge dentists to make their voices heard. 

In my opinion we need defi nitive guidance for the profession. 
Dentists are considered members of the healthcare team. So 
we should be, but we do have particular and unique skills and 
these should be recognised in future guidance. We are not like 
medical practitioners as we see large numbers of patients who 
are healthy. As we develop the role of dental physicians as well as 
dental surgeons we are adopting a more holistic approach to care. 
Domestic abuse comes within this compass.

Westgarth’s article is an excellent first step on the road but 
I think that, having identified a patient as suffering domestic 
abuse, dental practitioners may feel they need advice on how 
to proceed. Many may have worries about informing third 
parties because of patient confidentiality. We seem to have 
overcome this problem with regards to non-accidental injury 
in children and it is a pity that the General Dental Council 
appears not to provide clear guidance on what to do in cases 
of suspected domestic abuse. On the other hand, the General 
Medical Council1 is quite clear: ‘anonymised data does not need 
individual consent. Consent should be sought to share personal 
information. Although, if the information was provided on the 
understanding that it would be shared with a limited range of 
people or for limited purposes, then sharing accordingly will 
not be a breach of confidence. 

‘Where consent cannot be obtained or is refused, or where 
seeking it is likely to undermine the prevention or 

interruption of a crime, professionals may lawfully 
share information if this can be justifi ed in the public 

interest, such as where there is a risk of harm to 
the victim, any children involved or 

 by David Westgarth, in the March edition of BDJ 
 is timely. On 8 March 2018 the Home Offi  ce and 

practical action. Th is consultation closes on 31 May 2018 

In my opinion we need defi nitive guidance for the profession. 

‘Where consent cannot be obtained or is refused, or where 
seeking it is likely to undermine the prevention or 

interruption of a crime, professionals may lawfully 
share information if this can be justifi ed in the public 

interest, such as where there is a risk of harm to 
the victim, any children involved or 

somebody else if information is not 
passed on as a referral.

‘Of course if you do pass on 
information without permission, 

you should be completely sure 
that your decision does not 

place somebody at risk of 
greater violence. Record 
your reasons to be able 
to justify your decision 
and subsequently, record 
confirmation that the 
information you passed 

on has been received 
and understood.’

In 2008, Barking and Dagenham 
Primary Care Trust2 produced an attractive and colourful 

12-page booklet titled: Domestic violence. A briefi ng for Healthcare 
Professionals. Among many suggestions are two which could be 
adopted by dental practices to raise awareness of the help available to 
suff erers from domestic abuse:

•  Hang domestic violence posters in waiting areas to give patients 
the message that support is available

•  Distribute patient education materials with phone 
numbers of local shelters, hotlines and 
community resources – local and 
national phone numbers.

From an internet search 
it does not appear that any 
other PCT in the country has 
produced a similar booklet. 
Surely government should task 
the relevant local bodies with 
producing the same information 
for practices. This would provide telephone 
numbers and email addresses so that dental staff know whom to 
contact locally for help and advice. I would also like the National 
Domestic Violence Helpline (which is run in partnership 
between Women's Aid and Refuge), 0808 2000 247, to be 
changed to a number that is easier to remember.

Keeping good notes is important and may help a patient in 
the future. Ask yourself if you are sure they are comprehensive. 
Have you recorded everything the patient has said (even if it 
is a denial of domestic abuse)? What are your thoughts about 
the veracity of the statement? At some point in the future these 
notes may help a victim escape from an abusive relationship. It is 
tragic that often cases fail in court because of lack of evidence.

G.Whittle, Bolton ◆

1.  Department of Health. Domestic abuse. A resource for health professionals, 2017.
2.  Barking and Dagenham Primary Care Trust. Domestic violence. A briefi ng for 

Healthcare Professionals, 2008.

the message that support is available
•  Distribute patient education materials with phone 

numbers of local shelters, hotlines and 
community resources – local and 

for practices. This would provide telephone 
numbers and email addresses so that dental staff know whom to 

UPFRONT

News2

VOL 31 | ISSUE 5 | BDJ IN PRACTICE



Valuations drop back

Practice valuations have fallen back sharply in the quarter ending 
31 January 2018, according to the latest statistics from the NASDAL 
(Th e National Association of Specialist Dental Accountants and 
Lawyers) Practice Goodwill survey.

Deals done have remained steady with an average goodwill 
value of 137% of gross fees – up just one percentage point from 
the previous quarter. However, average valuations fell back 
sharply to 136% of gross fees from 153%. NHS practices are still 
attracting a significant premium with an average goodwill value 
of 152% of gross fees, whereas private practices see a figure of 
123% of gross fees.

Alan Suggett, specialist dental accountant and partner in UNW 
LLP who compiles the goodwill survey, said: ‘Practice sales goodwill 
values are becoming increasingly diffi  cult to predict. Geographical 
factors seem to be becoming increasingly important, and this links 
with a similar pattern in associate availability. Alternatively, perhaps 
the latest quarter could indicate that an era of high, perhaps infl ated 
valuations may be coming to an end. It will be interesting to see if 
the deals done fi gure falls back in the next quarter, as if it does that 
would suggest a more general reduction in practice sales values.

‘Th ere does seem to be a real problem for many practices in 

recruiting associates leading to them having to pay higher 
remuneration. Added to the fact that some practices are missing 
UDA targets, and the NHS contract landscape is uncertain, it 
would not be unreasonable to suggest that goodwill values could 
fall back somewhat.’

NASDAL reminds all that as with any averages, these statistics 
should be treated as a guideline only. ◆
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English authorities ‘resting on laurels’ in face  
of decay epidemic 

Devolution, evolution 
and revolution

The looming crisis in recruiting NHS 
dentists and the need for a level playing 
field for all dentists competing for NHS 
contracts, are among the topical issues 
that will be debated at this year’s annual 
conference of Local Dental Committees 
(LDC) in Belfast on 7-8 June.

Some of the 200 delegates in attendance 
will also be calling on the government to 
commit a portion of the tax raised from 
sugary drinks to be spent on oral health 
schemes for children, and to improve 
funding of community dental services.

There will be a timely discussion on 
whether devolution improves dental 
care or takes the ‘N’ out of the NHS. This 
will include presentations from Michael 
Donaldson (responsible for commissioning 
health service dentistry in Northern 
Ireland) and Ben Squires (with similar 
responsibility for Greater Manchester).

A Question Time debate will explore 
the benefits of devolved commissioning 
of dental care, and ask whether, in fact, 
this creates more barriers to healthcare. 
The panel will include all the chief 
dental officers in the UK - Sara Hurley, 
Colette Bridgeman, Margie Taylor and 
Simon Reid.

Professor Stephen Fayle, consultant 
in paediatric dentistry at Leeds Dental 
Institute will discuss the importance of 
prevention for everyone, while general 
dental practitioner Claudia Peace will 
share her experience as an associate in a 
prototype practice in Wiltshire.

Joe Hendron, Chair of the 2018 LDC 
Annual Conference, said: ‘Since we’re 
having our annual conference in Belfast, 
it seems fitting to look at the impact of 
devolution on dentistry.  

‘This is no longer confined to 
countries, as the government continues 
to push its traditional responsibilities out 
to the regions, look at DevoManc.

‘Is this a way of taking the ‘national’ 
out of our health service and blaming 
the ‘outposts’ if they’re poorly funded 
by central government, or genuinely the 
best way of addressing local differences?
‘Whatever the answers, I am looking 
forward to sparking a debate.’ ◆
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Dentists have blasted government efforts as woefully inadequate as new data from Public 
Health England shows the total number of children facing tooth extractions under general 
anaesthetic continues to grow. 

Despite being almost entirely preventable, tooth decay remains the leading cause of 
hospital admissions for children aged 5-9. The number of extractions is continuing to 
increase in line with England’s population. 

Recent Parliamentary Questions by Shadow Health Secretary Jon Ashworth have 
revealed children have yet to see any benefit from the government’s centrepiece policy 
Starting Well. Aimed at improving oral health outcomes for 'high risk' children, the 
scheme has no new funding attached, and is currently operating in parts of just 13 local 
authorities in England. 

The BDA has categorised the response from authorities in England as 'second rate' 
and called for a national effort capable of delivering transformative improvements in 
children's oral health. The Scottish initiative Childsmile, has already reduced the bill for 
dental treatment costs by £5 million a year. The Welsh equivalent Designed to Smile has 
secured a record breaking 12-point fall in decay since 2007.

England has historically enjoyed better oral health levels than devolved nations, and dentist 
leaders have accused government of complacency in the face of a decay epidemic and persisting, 
unacceptable inequalities between children from affluent and deprived backgrounds. 

Henrik Overgaard-Nielsen, the British Dental Association's chair of General Dental Practice 
said: ‘In the face of a tooth decay epidemic the official response remains woefully inadequate.  

‘While devolved governments have rolled up their sleeves, authorities in England have 
chosen to rest on their laurels. The result is an oral health gap that shows no signs of 
closing. To date not a 
single child has seen 
any benefit from the 
government’s unfunded 
and unambitious plans 
to act on decay. These 
figures underline the 
need for concerted 
national action.’ ◆
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Notice: HMRC’s letter to associates – next steps
Her Majesty’s Revenue and Customs’ (HMRC) recent letter to a number of associate 
dentists indicating that they are reviewing the engagment status of associates has prompted 
enquiries from members. As a result, the BDA is offering the following advice for anyone 
who may have received the letter.

• Contact your accountant before responding
• Let the advisory services know. We are happy to talk to dentists about this, 

regardless of whether they are a member of the BDA
• Have a copy of the letter and an indication of your practising arrangements to hand 

(such as NHS/private and whether for example you work in a prototype practice)
• Scan or photograph the letter and attach it to an email to us. The information 

you provide will be used to help us build a picture of what is happening and your 
personal information will not be used – copies will be kept securely and destroyed 
after our work has concluded.

To contact the advisory services please email advice.enquiries@bda.org ◆



BOOK REVIEW

How leaders build a team of teams
Chris Fussell and Charles Goodyear 
Macmillan, 2017
ISBN: 978-1-5098-5977-1
£14.99

One Mission

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

In a nutshell
Chris Fussell is a former 
United States Navy 
SEAL Offi  cer and a 
Partner at McChrystal 
Group where he heads its Leadership 
Institute, bringing his Special Operations 
experience and his expertise in cross-
functional collaboration and knowledge 
sharing to help develop leaders and build 
eff ective teams within large, dispersed 
organisations. Fussell’s previous book Team 
of teams: new rules of engagement for a 
complex world, (Penguin, 2015) co-written 
with his former commanding offi  cer, 
General Stanley A. McChrystal (Retired), 
tackled complexity in the modern world. 
One Mission, co-authored with Charles 
Goodyear, a researcher at the McChrystal 
Group, takes this phenomenon a stage 
further by seeking to combine the strength 

and stability of a hierarchical structure with 
the speed and fl exibility of a network. Which 
is undoubtedly quite a tall order.

Who is it ideal for?
Although an offi  cer in Special Operations, 
Fussell was not a senior offi  cer, however 
General McChrystal observed in him a 
keenness to problem-solve and question how 
the chains of command worked successfully. 
Recognising a potential talent, McChrystal 
promoted him to his aide-de-camp for the 
General’s fi nal year in command. From this 
vantage point and moving away from leading 
SEAL platoons to operations-level positions, 
Fussell was able to learn how things 
worked in a hierarchical structure. Th us 
his book is aimed squarely at those curious 
about seeking how to run a team with the 
maximum effi  ciency stability. But that said, 
this well-written book examines in depth, 
many aspects and intricacies of both team 
leading and team participating, so it should 
appeal to a very wide audience. 

Why you should read it
Fussell’s focus on the importance of team 
communications is, quite rightly, almost 

evangelical in its intensity. He punctuates 
the theories he expounds with actual 
case studies of various companies. 
One example he gives is of the success 
story of Intuit, the accounting software 
firm which developed and marketed 
QuickBooks, Turbotax, Proconnect and 
Mint. Starting-up in 1983 as a small 
outfit with just a couple of hundred 
employees it grew hugely, fending off 
fierce competition from Microsoft to 
the point where it sold off its Quicken 
brand to a private equity firm in 2016, 
which no longer fitted in with its current 
‘ecosystem’. The problem with Intuit was 
that it suffered from entrenched mind-
sets and rigid silo mentalities leading 
to a corporate entrenchment of ideas. 
This meant that future advancement 
was near impossible. However, through 
a management consultancy intervention 
and a realignment campaign (‘One 
Intuit’) the company was able to realign 
its ‘true north goals’ with the deployment 
of three overarching demographics of 
customer, shareholder and employee 
which in turn instigated a new shared 
sense of ideology and strategy. ◆

Sign up now for the Together Dental Monopoly run
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Teams are being invited to sign up for the fi rst ever Together Dental 
Monopoly Run Challenge being held in London on Saturday 23 June.

Th is is the chance to play Monopoly for real by dashing around the 
capital’s famous streets and landmarks, scoring points along the way. Th e 
event is being jointly run by the dental charities Bridge2Aid and Dentaid 
as part of their Together Dental fundraising partnership.

All the teams will set off  from Baker Street at 11am and will have six 
hours to visit as many places on the Monopoly board as possible. Th ere are 
lots of bonus points to pick up for spotting extra features from the famous 
game and being the fi rst team to be photographed in each location.

Teams will comprise up to six players who must work together to 
devise their route around the Monopoly board. Th ey must travel on 
foot, on the underground or by bus and stay together with every team 
member appearing in each photo.  

Entry is charged at £200 per team and all the money will be shared 
equally between Dentaid and Bridge2Aid to help them improve access to 
dental care around the world.

Th e charities are inviting practices, dental 
companies and others in the industry to be 
part of the event which is the fi rst in a series 
of Together Dental fundraising initiatives.

‘We are really excited about this event’, said 
Paul Tasman from Bridge2Aid. ‘It’s a fi rst for 
us and it’s going to be a huge amount of fun and a brilliant day out. We’ve 
already had a very positive reaction and it’s going to be spectacular.’

Andy Evans from Dentaid added: ‘Th e Together Dental partnership is 
a fantastic opportunity for Dentaid and Bridge2Aid to fundraise together 
so we can help more people living in poor and remote communities 
around the world to access the dental care they need.

‘We have lots of exciting events coming up and the Monopoly Run will 
be a great way to start them.’

To sign up for the Together Dental Monopoly Run in London on 
Saturday 23 June or fi nd out more email kaysha@bridge2aid.org or 
call 01453 546776. ◆



In a nutshell
Independent consultant, 
facilitator, trainer and coach Ally 
Yates maintains that the single most 
important tool in business is behaviour 
analysis which is essentially the main 
focus of this book. Yates has developed 
her knowledge and skill over 25 years, 
working with managers and leaders 
across various industrial sectors and 
becoming an independent practitioner in 
2001. Behaviour analysis in practice is an 
object method for recording interactions, 
specifi cally verbal behaviour. It allows 
the analyst to record what was actually 
said rather than what the speaker thinks 
they said. Th e book’s easy to read text 
is punctuated by a wealth of diagrams 
illustrating Yates’ clever and cogent ideas.

Who is it ideal for?
Behaviour analysis is a communication tool 
that can be adapted in many ways in order 
to make a big impact in the workplace. It’s 
not overly complicated but does benefi t 
from a set of clear structures that can be 
easily utilised by a manager or team leader 
to determine what is preventing staff  from 
participating or simply encouraging them 
to do so. Th is methodology can be used to 
infl uence others, nurture creativity, establish 
a (leading) presence and make meetings 
more eff ective. It can also help staff  express 
their feelings and in short, enhance a whole 
gamut of business capabilities.

Why you should read it
Yates clearly demonstrates that through 
behaviour analysis, it is possible to 
objectively demonstrate to staff  and even 
managers and leaders, where they are 
imposing their will on group discussions 
or meetings that may actually prove 
counterproductive or discouraging to 
their colleagues. At around 170 pages in 
length, this little paperback is very easy 
to digest swift ly. ◆

How what you say and do infl uences 
your effectiveness in business

Ally Yates
Panoma Press, 2017
ISBN: 978-1-784520-98-4
£14.99

BOOK REVIEW

Utter confi dence New ‘unashamedly aspirational’ guide to 
commissioning of paediatric dentistry services

A key milestone in improving the oral health of children and young people in England 
has been reached with the publication of Commissioning Guide for Dental Specialties – 
Paediatric Dentistry.

Th e guide outlines how paediatric dental services will be commissioned at local level and 
outlines the need to develop Managed Clinical Networks (MCN) as part of this process. Th e 
paediatric dentistry guide is designed to ensure that every child who needs specialist input 
can access it wherever they are in England and experience consistently good care.

A key recommendation is the need for an increase in the number of paediatric specialists 
to meet the needs of England’s children, a move welcomed by the British Society of 
Paediatric Dentistry (BSPD). In January 2016 there were only 171 specialists in paediatric 
dentistry on the GDC register in England and some regions had no paediatric dentists at all.

Claire Stevens, President of the BSPD, said she was delighted that Society members had 
been involved in developing the guide which represents a key milestone. Claire, a paediatric 
dental consultant, chairs the MCN for Paediatric Dentistry in the Greater Manchester area 
where she works.

She said: ‘I now have a document to form the basis of our discussions. For too long, 
children have received a raw deal and this guide goes some way to correct this. It is 
unashamedly aspirational. If we aim for mediocre then we have no chance of achieving 
excellence. I am fi red up to build on this momentum and to work with all stakeholders to 
improve children’s oral health.’

Stephen Fayle, Chair of the Commissioning Group and a paediatric dental consultant in 
Leeds, stressed the need for adequate support for all MCN Chairs.

He said: ‘Th e Consultants asked to take on the role of MCN Chair have a huge weight on 
their shoulders. Th ey are the ultimate ‘test pilots.’ Th ey have a challenging job on their hands.

‘I would like to take this opportunity to thank all of the support team at NHS England 
as well as all of my colleagues who contributed to the development of this guide. We had to 
work to a very tight timeframe and I am proud that we could all come together to achieve 
what I believe to be a visionary document.’

BSPD Honorary Secretary and Specialist in Paediatric Dentistry, Clare Ledingham 
commented: ‘We hope that this guide results in increased numbers of training posts within 
our speciality and also an appreciation of the role of the specialist. Specialists should be 
working in practice as well as Community and Hospital dental services.

Robin Mills, past-president of BSPD, who has drawn up a map highlighting the areas of 
the country where there are shortages of specialists, said: ‘Th ere needs to be improved access 
to specialist dental care for children. I hope that the Commissioning Guide will lead to a 
future workforce review resulting in not only more specialists being trained, but also a more 
equitable distribution around the country.’ ◆
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CS R4+ ENGAGE

MAKING THE
RIGHT CONNECTIONS 
FOR YOUR BUSINESS

CS R4+ Engage is the new practice tool designed 
specifi cally to boost attendance of both new and 
existing patients. By combining and coordinating the 
power of cloud online booking, SMS text messaging, 
Google, social media and NHS Choices reviews, 

including Friends & Family, CS R4+ Engage helps make 
your practice more accessible, more visible, more 
responsive and increases patient satisfaction levels.
Maximise your patient engagement with minimal effort 
and give yourself a clear advantage.

PRACTICE MANAGEMENT PIT CREW

HAVE YOUR SAY... 
ASK A QUESTION...
TALK TO OUR PIT CREW 

SEE FOR YOURSELF AT 
THE DENTISTRY SHOW 
STAND F. 33



Necessary 
or nanny?

By David Westgarth,
Editor, BDJ In Practice
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Necessary or nanny?



There are two tax bands:

à One for total sugar content above 

5g per 100ml

à A second, higher, band for the most 

sugary drinks – with more than 8g 

of sugar per 100ml.

à Pure fruit juices and milk-based 

drinks are tax exempt.

What does the Soft 
Drinks Industry Levy 
actually affect?

‘ And more to the point, should 
we let them make those 
poor decisions, knowing they 
should know better, or do 
you intervene, and make the 
‘better decision’ for them?’

Fast forward through history, and to 
the birth of the term ‘nanny state’ 
in the mid-1900s, a conservative 
term of British origin that conveys 

a view that a government or its policies are 
overprotective or unduly interfering with 
personal choice. 

Comparing the two idioms, it is possible 
to pick apart some diff erences, but the 
over-arching principle remains the same – 
decisions are being made for you, because 
you cannot make good decisions yourself.

And that very principle is where we 
are today, a problem well-respected 
commentators have likened to smoking – that 
of sugar.

A quick fl ick through the daily newspapers 
is all you need to see the scale of the 
social debate going on surrounding the 
introduction of the Soft  Drinks Industry 
Levy. I cannot recall the number of times 
I have seen the word ‘war’ used when it 
comes to sugar, obesity and lifestyle. Take a 
recent headline in � e Times. ‘Junk food ads 
face social media ban in war on childhood 
obesity’1 it read. An analytical piece on BBC 
News lead with ‘Sugar tax: Th ere’s more to 
come in the war on obesity’.2

It goes on. Professor Michael Escudier, 
Dean of the Faculty of Dental Surgery, called 
for ‘sugar chicanes’ in supermarkets – where 
you’re bombarded with last-minute deals 
as you head towards the check-outs – to be 
banned. A further investigation in the Sun on 
Sunday revealed kids’ meal deals have double 
the daily sugar dose.3 Th ere are more, but you 
get the picture.

While there is absolutely no getting away 
from the horrendous fi gures released by 

Legend has it that around the turn of 
the 17th century, Thomas Hobson ran a 
thriving carrier and horse rental business in 
Cambridge. He rented out horses, mainly 
to Cambridge University students, but 
he did not really trust them to take good 
care of his horses. So, he had a rule that 
prevented the students from riding his best 
horses. They could take the horse that was 
nearest the stable door, or they could not 
take any horse at all. 

This would later become known as 
‘Hobson’s Choice’ – an expression for 
when there appears to be choice, but in 
reality, there is no choice at all.

Public Health England – 141 children a 
day have a tooth removed under general 
anaesthetic due to decay4 – it poses a 
wider question about society and the role 
of choice; how many people know sugar 
will ultimately rot their teeth, but go on 
and eat and drink what they want anyway? 
How many people have the knowledge to 
make good decisions, but make poor ones 
anyway? And more to the point, should 
we let them make those poor decisions, 
knowing they should know better, or 
do you intervene, and make the ‘better 
decision’ for them?

Education
When Tony Blair made his pledge that 
‘education, education, education’ would 
be the Labour Party’s top priority ahead of 
the 1997 General Election, you would be 
hard-pushed to say he would foresee health 
education as a priority 21 years later.

Health promotion and education is 
perhaps more important now than it ever 
has been. It is a fundamental principle. 
You have to give people the information 
to make good decisions for themselves 
before making a direct intervention. 
However, the sheer increase in fad diets, 
social media and shaming has resulted in 
sectors of society becoming entrenched in 
their views, regardless of whether there is a 
health education message behind it or not.

Take Cancer Research UK’s recent 
obesity campaign, for example. Launched 
in March, the campaign encouraged 
people to guess the remaining letters in the 
word ‘obesity’, when asked to identify the 
biggest preventable cause of cancer aft er 
smoking. It has received fi erce criticism 
from campaigners who have labelled it 
‘body shaming’, while CRUK replied they 
were stating facts based on science to raise 
awareness of the link between obesity 
and cancer. 

So, does health promotion work when it 
comes to oral health?

Research published in the British Dental 
Journal5 looking at oral health promotion 

materials for parents of young children 
discovered only one piece of material covered 
all 16 guidance points identifi ed in Public 
Health England’s Delivering Better Oral 
Health (DBOH) toolkit. While the research 
went on to say overall the materials presented 
in the review did adhere to DBOH, there 
were ‘key areas where a lack of consistency 
and clarity were evident’. Commenting on 
whether the public is broadly receptive of oral 
health promotion, lead author Dr Kara Gray-
Burrows told BDJ In Practice: ‘As with any 
health behaviour, people will diff er in their 
receptivity to change their behaviour. Th is is 
why the fi rst key step in health promotion is 
to enhance awareness and motivation because 
in order to move onto the what, where and 
how of how to have better oral health, you 
fi rst need to understand why it is important 
to have good oral health. 

‘Within my own personal experience 
undertaking research with parents of 
young children (and whenever I tell people 
what I do for a living), I have found that 
simply opening up the conversation around 
oral health sparks a great deal of interest, 
discussion and questions.’

So in Dr Gray-Burrows’ opinion, when 
does oral health promotion cease to 
be useful?

‘Th e aim of oral health promotion to 
increase awareness and motivation for 
behaviour change is always useful. However, 
there are certain approaches that are less 
useful to adopt and, indeed, could hinder 
behaviour change. 
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‘ Thus, the sugar levy is a 
key first step in bringing 
‘downstream’ and ‘upstream’ 
approaches together and 
creating a social environment 
that is supportive of good 
oral health.’

who can’t aff ord the healthier choices in the 
produce aisles and rely on multi-buy deals on 
junk food to feed their children will perhaps 
suff er the most when it comes to the Soft  
Drinks Industry Levy.

But is that such a bad thing? Isn’t that 
what the sugar drinks levy is designed to 
do? Evidence recently published in a series 
in � e Lancet suggests taxes on soft  drinks, 
alcohol and tobacco are a powerful response 
to rising rates of non-communicable diseases 
(NCDs) worldwide,7 in what they describe as 
the ‘the most comprehensive analysis to date 
of evidence on expenditure, behaviour and 
socio-economic status’.

Commenting on the fi ndings, Dr Rachel 
Nugent, RTI International (Seattle, USA) 
and Chair of Th e Lancet Taskforce on NCDs 
and economics, said: ‘Responding to this 
challenge means big investments to improve 
health care systems worldwide, but there are 
immediate and eff ective tools at our disposal. 
Taxes on unhealthy products can produce 
major health gains, and the evidence shows 
these can be implemented fairly, without 
disproportionately harming the poorest 
in society.’

Th e taskforce identifi ed that as a 
proportion of total household expenditure, 
low income households tend to be more 
aff ected by price changes compared to 
high income households, although the 
eff ect varies. Th e analysis also shows that 
low income households respond to price 
changes more readily than higher income 
households. For example, the response to 
the possible introduction of a minimum 
price for alcohol was estimated to be 7.6 
times larger in the poorest households, 
compared to the wealthiest.

Dr Nugent continued: ‘Th e evidence 
suggests that concerns about higher taxes on 
tobacco, alcohol, and soft  drinks harming 
the poor are overstated. Some degree of 
taxation on tobacco is common in many 
countries, and while we are starting to see 
progress on alcohol taxes, there is much 
more governments should be doing – in 
both high and low-income countries – to 
consider the careful introduction of taxes 
on other unhealthy products like soft  drinks 
and snacks. Price policies such as taxes will 
be a key part of the response to rising rates of 
non-communicable diseases.’

Perhaps this is why oral health promotion 
teams put so much eff ort into working with 
the community. Research does suggest for 
further oral health improvements to be made, 
the most deprived communities and sub-

groups should be targeted.8 A recent survey 
from Simplyhealth Professionals revealed 
overall one in fi ve adults won’t be deterred 
by the sugary drinks tax, yet the socio-
demographic stats tell a diff erent tale. For 
those who fell into the ABC1 category, 65% 
supported the tax, with only 17% opposing 
it. For those in the C2DE classifi cation, only 
52% supported the tax, while 24% said they 
opposed it.9

Undue influences
Th at’s the thing with research. Consumers, 
marketers, advertisers, even health 
professionals always hang their hats on what 
research says. Be it best practice, guiding 
principles for a latest technique or condition, 
it underpins the activity and direction taken.

Th at is why acknowledgements, 
declarations of confl icts and subsequent 
commentary on research articles tends to be 
quite fascinating. In 2015, Coca Cola came 
under fi re for donating $1.5 million to the 
Global Energy Balance Network, a not-for-
profi t organisation that had been spreading 
the message in medical journals and through 
social media that the blame for America’s 
obesity epidemic is not about diet, but a lack 
of exercise. Th ey also went on to reveal it 
had spent $132.8m on scientifi c research and 
partnerships between 2010 and 2015.

In 2014, a Nature Obesity supplement, 
sponsored by the Nestle Research Centre, 
drew criticism for fi ndings presented in the 
journal. In 2010, Yale University offi  cials 
came under fi re aft er they accepted $250,000 
from PepsiCo for a post-doc fellowship 
in obesity studies at the medical school. 
It happens.

Th ere are parallels to be drawn between 
sugar and with how the tobacco industry 
reacted to experts claiming it was bad for 
health. Even when the Smoking and health 
report10 by the Royal College of Physicians 
in 1962 was released – a report that changed 
public and political attitudes – pro-tobacco 
lobbyists still called it damning and found 
ways to attack the science. Some 50 years later 
many countries around the world are only 
now coming to terms with recommendations 
made by that report. It may not have taken 
that long for companies to take action 
on sugar, but the prevalence of research 
suggesting sugar isn’t the sole problem – 
from those with a vested interest in sugary 
products – still exists today.

It is for reasons such as this health 
campaigners oft en cite the need for further 
regulation over the relationship between 

‘First, it is vitally important to avoid an 
approach that berates the individual for their 
current behaviour. It must be appreciated that 
‘you don’t know what you don’t know’ and 
most people have good intentions, but ‘life gets 
in the way’. Instead, an empathetic approach 
that recognises the complex lives people lead 
and empowers them to change their behaviour 
should be adopted. Second, traditionally 
health promotion has focussed primarily on 
knowledge transfer, but evidence suggests this 
is not eff ective and that there are numerous 
barriers to good oral health.6

‘Oral health promotion needs to address 
a range of barriers to support the adoption 
of good oral health practices. Th irdly, in our 
research published in the BDJ, although we 
found many examples of good practice there 
were issues around clarity and consistency of 
oral health messages. By receiving confl icting 
information from diff erent sources it can 
lead people to be extremely confused as to 
what they need to do. As such, oral health 
promotion needs to be clear, consistent, 
evidence-based and underpinned by 
psychological theory.’

Part of the problem with oral health 
promotion has always been the audience. 

Can you 
educate the 
educated? Do 
the educated 
want to be 
educated? 
Who needs 
it the most? 
Th e social 
gradient in 
oral health 
is closely 
related 
to socio-
economic 
factors. 
People at the 
poorer end of 
the economic 
spectrum 
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and contextual barriers at a more ‘upstream’ 
level. Th us, the sugar levy is a key fi rst step 
in bringing ‘downstream’ and ‘upstream’ 
approaches together and creating a social 
environment that is supportive of good 
oral health.’

I asked Dr Gray-Burrows if that was the 
case, how do we address the issue of parents 
continuing to buy their children sugary 
drinks, even if they knew what they do 
to teeth?

‘Th ere are numerous reasons why we 
continue to perform unhealthy behaviours 
despite knowing the negative consequences of 
such behaviour’, she explained. ‘Quite simply, 
knowledge is not enough. For example, if we 
think about any health behaviour – healthy 
eating, physical activity, smoking, alcohol 
consumption, health screening – most of us 
will probably know what the guidelines are, 
but do we always abide by them? 

‘We need to go beyond knowledge transfer. 
We live in a complex social and physical 
environment that hugely infl uences our 
behaviour. For example, within the physical 
environment sugary drinks are highly 
available and advertised. Most people will 
start to consume sugary drinks when they 
are children, as their family, friends and 
everybody around them drinks sugary 
drinks, thus sugary drink consumption is the 
social and cultural norm. As consumption 
has begun in childhood it can form a lifetime 
habit, which is why early intervention 
is imperative as stopping a habit from 
developing is easier than breaking habits that 
are already well-formed. Th ough it is not 
impossible, so never give up hope! Sometimes 
as an individual we are not ready to change 
our behaviour just yet, however, that is not 
to say we will never change our behaviour. 

products high in fat, sugar and salt (HFSS). 
Professor Escudier’s sugar chicanes is 
the latest in a long line of interventions 
that campaigners believe are necessary to 
reduce obesity rates; banning junk food 
advertisements before the 9pm watershed, a 
prohibition on junk food advertising aimed 
at children online and in particular on social 
media that did come into force, chucking 
sweets off  the checkouts, banning the sale 
of energy drinks to under 16s, and not to 
mention reformulation. 
All great ideas to tackle obesity, but not 
necessarily tooth decay. 

Th e Scientifi c Advisory Committee 
on Nutrition (SCAN) carbohydrates and 
health report found that high levels of sugar 
consumption are associated with a greater 
risk of tooth decay. Th is prompted a change 
in messaging on sugar from frequency to 
consumption, a move recently undertaken by 
the Oral Health Foundation. 

While no amount of exercise is going 
to prevent tooth extraction, the question 
comes back to education. Who do we need 
to educate? Parents? Adults? Children? 
Healthcare workers? Nannies? Th e soft  drinks 
industry? 

‘I think Richard Watt said it best when he 
stated that ‘Th e central focus for action needs 
to be the creation of a social environment 
which facilitates and maintains good oral 
health across the population’12, Dr Gray-
Burrows added.

‘As such, there needs to be a match 
between ‘downstream’ – health education 
and clinical prevention – and ‘upstream’ 
public policy approaches. Individual oral 
health conversations as well as training 
the wider workforce is useful, but it is 
ultimately infl uenced by the organisational 

Indeed, this is why increasing awareness and 
motivation is paramount because this can 
then lead to a person wanting to change their 
behaviour and we can therefore progress to 
meeting their needs.’

Kawther Hashem, nutritionist at Action on 
Sugar, added: ‘With regards to lowering the 
sugar consumption, the recent UK sugar levy 
has been both remarkable and unique in that 
it allows for signifi cant product reformulation 
by manufacturers in order to avoid the tax 
whilst helping consumers make healthier 
choices. Th is has already resulted in a much 
bigger reduction of sugar intake in the UK 
than originally anticipated.

‘Sugary drink consumption levels tend to 
be highest among the most disadvantaged 
children who are hit hardest by obesity 
and, of course, tooth decay which is oft en 
overlooked. However, it’s evident that 
more must be done by food and drink 
manufacturers to reduce the added sugar 
in their products. We still need robust and 
mandatary sugar reduction targets with 
strict penalties for those companies who do 
not comply.’

Barbara Crowther, Coordinator, Children’s 
Food Campaign, believes the introduction of 
the Soft  Drinks Industry Levy marked a huge 
milestone in campaigning for a healthy and 
sustainable food system.  

Barbara said: ‘Th e Children’s Food 
Campaign was amongst the fi rst to call for a 
‘Sugary Drinks Duty’ back in January 2013, 
to signifi cant opposition from the soft  drinks 
industry, politicians and free trade think 
tanks. Th e industry pointed to examples 
of sugar reduction and reformulation 
as evidence that a levy was not needed. 
However, evidence of large-scale product 
reformulation since George Osborne 
announced plans for a Soft  Drinks Industry 
Levy on Budget Day in 2016 speaks for itself. 
Direct tax receipts from the levy have now 
been reduced from the original £500 million 
projection for 2018/19 down to a projected 
£275 million. It’s the fi rst example (we know 
of) of a hypothecated tax, generating grants 
for investment in children’s exercise and 
healthy eating.

‘Whenever we campaign for stronger 
government regulations and fi scal measures 
on public health and obesity, industry 
detractors and free trade advocates kneejerk 
response is to point to any single measure, 
and say there is not enough evidence that 
it will be successful in achieving the long-
term impact desired. We are fi rst to say that 
no single measure is capable of achieving 
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Is exercise the answer? ©Sugar Smart

‘ However, evidence of large-
scale product reformulation 
since George Osborne 
announced plans for a Soft 
Drinks Industry Levy on Budget 
Day in 2016 speaks for itself. 
Direct tax receipts from the 
levy have now been reduced 
from the original £500 million 
projection for 2018/19 down 
to a projected £275 million.’

such transformation by itself. We know 
that poor oral health and weight problems 
in children are associated with a range of 
factors in the context of an overall obesogenic 
environment: snacking culture, junk food 
advertising, lack of exercise, poor dental 
regimes, fast food consumption, school food 
and general framing of unhealthy foods 
as ‘treats’ all play their role. Children from 
poorer backgrounds are twice as likely to 
be overweight or obese, and the Bite Size13 
report provided an incisive insight into the 
range of factors that need to be addressed in 
inner-city deprived areas, from unhealthy hot 
food takeaways to food education, addressing 
low incomes and school meal provision.’

Mary Poppins
Quite oft en health campaigners – and those 
on the opposite side of the table – see certain 
terms in a derogatory context. According to 
Barbara, it may be time for a re-think on one 
such term.

‘Perhaps it’s time we stopped seeing the 
phrase ‘nanny state’ as a derogatory term’, 
she suggested. ‘With the exception of Mary 
Poppins’ advice on spoonfuls of sugar, in 
my experience, nannies are overwhelmingly 
hardworking, caring individuals with 
children’s safety and best interests at heart, 
working with parents to maintain clear 
boundaries for children. Government 
likewise needs to set regulatory boundaries in 

children’s best interests. 
‘When the City of Amsterdam redrew its 

boundaries on what was acceptable in junk 
food promotion – from tap water in schools, 
healthy cooking classes and a ban on junk 
food marketing – child obesity rates dropped 
by 12% between 2012 and 2015. Whilst it’s too 
soon to judge the long-term impact on obesity, 
dental health or diabetes, a new tax in Mexico 
led to a 7.6% drop in sugary drinks purchases 

in the two years aft er it was launched, whilst 
purchases of untaxed drinks rose by 2%.

‘When it comes to oral health, the Soft  
Drinks Industry Levy is targeting the number 
one source of sugar in children’s diets. 
But we also need to address the relentless 
bombardment of children with advertising 
for junk food, as our friends at the Sugar 
Smart campaign demonstrated by sending 
‘tooth fairies’ to confront the Coke Truck’s 
national tour last Christmas. In Chile, the 
government has introduced stringent rules 
to ban the use of child friendly cartoon 
characters on sugary foods, like breakfast 
cereals. Here in the UK, children’s favourite 
book, TV and fi lm characters from Minions 
and Cartoon Network’s Amazing World 
of Gumball to Frozen and Peter Rabbit are 
overwhelmingly associated with high fat, 
sugary and salty foods, rather than healthy 
products. Would banning them  really be 
such a ‘killjoy’ idea? In 2016/17 alone, there 
were 42,911 hospital procedures to remove 
multiple teeth from under-18s at a cost of 
£36 million.

‘Th is is why we believe the Soft  Drinks 
Industry Levy is a defi nite step in the right 
direction, but defi nitely no panacea for 
improving the nation’s dental health and 
tackling obesity and its related diseases that our 
children so badly need – instead we need to 
take a 360 degree view of the whole food and 
exercise environment, and work at all levels, 
from parental roles, school food, education, 
physical exercise, marketing practices and fi scal 
measures to create an environment in which 
healthy food is more accessible, aff ordable and 
appealing than unhealthy food.’

The industry view
For many health campaigners, the message is 

clear – more must be done – yet for the soft  
drinks industry, another sign that is loud and 
clear is evident. Gavin Partington, Director 
General of the British Soft  Drinks Association 
(BSDA), explained: ‘Th e consumer health 
trend has been clear for some time now, and 
manufacturers have been responding to this 
years in advance of the sugar tax. As a result, 
sugar and calorie intake from soft  drinks is 
down by 18.7% and 16.8% respectively since 
2013.14 Most notable categories that have 
contributed to reducing sugar intake include; 
carbonates (a reduction of 19%),14 dilutables 
(a reduction of 23.6%),14 and still and juice 
drinks (a reduction of 26%) since 2013.14

‘As an industry, we recognise we have a 
role to play in tackling obesity. Soft  drink 
companies have been engaged in a range of 
calorie reduction initiatives for many years. 
We have led the way in sugar reduction, 
down almost 19% (from soft  drinks) since 
2013, and are the only category likely to 
achieve PHE’s calorie reduction target of 20% 
by 2020.

‘Th e Government’s own National Diet and 
Nutrition Survey data further underlines this 
progress – showing a fall in sugar intake from 
soft  drinks of 15% by 4-10 year olds’ and 
11% by 11-18 year olds’ since 2012 – a fall of 
27% (4-10yrs) and 17% (11-18yrs) since the 
survey began in 2008/9.

‘As a result of industry eff orts, consumer 
behaviour is changing. Soft  drink companies 
have been engaged in calorie reduction 
initiatives for many years. As well as 
reformulating products, industry has 
increased the range of portion sizes available 
to include smaller pack sizes, and switched 
marketing spend to lower and no sugar 
products substantially in recent years. In 
2015 we became the only category to set 
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‘ Current data illustrates that 
a tax of this sort on a single 
category will not have a 
meaningful impact on 
obesity levels.’

a calorie reduction target of 20% by 2020, 
which we are fi rmly on track to achieving, as 
well as voluntarily agreeing not to advertise 
regular soft  drinks to children under 16 
across all media channels – including online, 
advergames, around schools, and specifi c 
sporting events – a year ahead of the CAP 
code revision.

‘As a result, no and low-calorie beverages 
make up the largest category in the UK soft  
drinks sector today (58%) and sales of bottled 
water continue to rise (9.6%) in 2016.15 Th is is 
further underpinned by DEFRA’s Family Food 
Survey, which states sugar sweetened soft  drinks 
sales fell by 15.7% between 2012 and 2015, and 
low calorie soft  drinks sales increased by 4.9% 
during this same time period’.15

Obesity is a complex issue, of that there 
is little doubt amongst specialists. However, 
according to Gavin, there is no evidence to 

suggest tax will reduce obesity.
‘Current data illustrates that a tax of this 

sort on a single category will not have a 
meaningful impact on obesity levels’, he 
said. ‘Sugar intake from soft  drinks has 
been declining year-on-year since 201314, 
yet fi gures from the NHS state that obesity 
prevalence increased from 15% in 1993 to 
27% in 2015. Also, latest fi gures from NHS 
Digital show that hospital admissions where 
obesity is a factor have more than doubled in 
England during the last four years. Th e two 
do not – and cannot – go hand-in-hand.

‘In addition to this, recent reports from 
Food Standards Scotland15 outline that 
levels of obesity are not reducing and that 
the decline in sugar from soft  drinks has 
been off set by increases in sugar from other 
foods. Th is is underpinned by data from 
Kantar, which states whilst sugar intake from 
soft  drinks has decreased by 18.7%, it has 
increased in frozen confectionery (+8.7%), 
take home confectionary (+2.3%), and 
biscuits (+1.4%) since 2013’.14

Closing a loophole
While there is an understanding that price 
is ultimately a matter for retailers, simple 
economics means consumers will be 
paying more than they were before, and the 

government must accept the consequences. 
Th e BSDA believe this may open a loophole 
for illicit trade, one Gavin hopes will be 
closed immediately.

‘We urge the government to act to ensure tax 
compliant manufacturers are not disadvantaged 
by the risk of illicit trade created by the soft  
drinks industry levy. Th e industry supports an 
£11 billion contribution to UK GDP and an 
estimated 340,000 jobs, and any risk to this will 
ultimately harm the government.

‘As with alcohol and tobacco, imports of 
these type of products will always present 
risk of duty evasion. Currently there is a lack 
of clear policy on compliance and how levy 
collection on importers will be enforced. 
Our members have taken all possible steps 
to ensure compliance and any evasion of the 
levy by importers creates an uneven playing 
fi eld for UK manufacturers. 

‘For us, the message is loud and clear; we 
all have a role to play in helping to tackle 
obesity, and we hope our actions on sugar 
reduction, portion size and promotion of 
low and no calorie products set an example 
for the wider food sector. But we must be 
protected, and retailers dodging the rules 
must be held accountable.’

When you weigh up the obesity and tooth 
decay epidemics placing signifi cant pressure 
on an already over-burdened and under-
funded NHS, you can see why the Sugar 
Drinks Industry Levy is seen by many as a 
necessary step to helping the UK’s health 
crisis. What strikes me the most is the 
volume of regulation being put forward that 
has our best intentions at the root. What also 
strikes me is that perhaps this very point is 
a sign government has given up on funding 
health promotion. No longer are we spending 
money to educate, we’re recuperating money 
by intervening. No longer do we have the full 
freedom of choice – legislation is guiding us 
towards choices they deem are good for us. 

Just like Hobson. ◆
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the art of managing
patient expectations
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Raj Rattan

Raj Rattan, Dental Director of 
Dental Protection, discusses how 
managing patient expectations 
can help to reduce complaints

If you were to book a beach holiday a� er 
looking through a brochure that showed 
images of white sand and crystal-clear 
waters in a far-away exotic location, you 

would travel to your destination with those 
images dominating your expectations. You 
would then be somewhat disappointed if you 
found yourself on a stony beach next to murky 
waters. Your immediate thought might be that 
you have spent a lot of money on this holiday 
or that you had been misled and you might 
decide to never book a beach holiday again. 
You would experience a sense of injustice too.

� e same can be said of the expectations 
of a dental patient. When a patient visits the 
dentist, they will have a level of expectation. 
If they are a returning patient, the service 
they received previously will set the level of 
expectation. For new patients, expectations 
will be set perhaps by the experience of 
others who have used the service. Some 

patients may be in� uenced just by pictures 
of the surgery seen online. However they 
have arrived at their level of expectation, 
when those expectations are not met by a 
dentist, or their practice team, it can lead to 
patient dissatisfaction. A patient le�  unhappy 
by their experience may feel similar to the 
disappointed holiday-goer – out of pocket 
and unlikely ever to book your services again. 
� e sense of ‘injustice’ may then also lead to a 
complaint and the patient will choose a path 
of redress that, in their mind, addresses the 
injustice with the minimum e� ort and cost.

Communication is a process 
Good communication is one of the most 
important tools a dental professional can use to 
identify, manage and meet patient expectations. 

Consider the following scenario.
A new patient attends your surgery based 

on the good feedback they have received from 

The communication process: 
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one of your current patients. � ey wish to 
have complicated and potentially expensive 
cosmetic treatment carried out by you ahead 
of a job interview coming up in three weeks. 

� e scenario presents a number of potential 
expectation management pitfalls to the dental 
professional, all of which should be addressed 
carefully to avoid the patient leaving the 
surgery unhappy with the treatment. 

In the � rst instance, when a new patient 
attends a surgery having been recommended 
by a current patient, it is important to 
recognise that their expectations have been 
set by the experience of another. While your 
current patient may have had very routine 
treatment completed to their complete 
satisfaction, new patient’s needs may be 
very di� erent as may their tolerance level to 
service delivery.

� is is why it is important to understand 
why the patient has changed their dentist. 
We know that location of practice is an 
important determinant of choice and the 
patient may have moved to your area, but 
they may also have been dissatis� ed with 
their previous dentist’s treatment or service. 
� e � rst consultation provides an ideal 
opportunity to discover and discuss your 
new patient’s expectations. 

If the patient has expressed an interest 
in expensive and/or extensive cosmetic 
treatment, they will have, like the brochure 
about the beach, an image in their mind 
of how the treatment will impact their 
appearance. It is important to explore the 
motivation of the patient. As dentists we can 
explain the ‘what’ and the ‘how’ elements 
of care by discussing treatment options and 
procedural elements of care like phased 
and timelines, but it is equally important 
to ascertain the ‘why’. In cases where the 
treatment is indicated for oral health the 
‘why’ element relates to health and it will be 
the dentist that will discuss the bene� ts to 
the patient. Cosmetic dentistry is an elective 
intervention and the ‘why’ question must be 
asked of and answered by the patient. � is 
will help to determine the motivation which is 
o� en centred on self-image and con� dence but 
can mask underlying psychological reasons.

Advertising and marketing materials are 

frequently used to increase patient awareness 
of treatment options and may create 
expectations that cannot be met. � e images 
create high expectations and it is important 
to ensure that the patient understands what 
is realistically achievable, at what cost and 
understands the risks and bene� ts of the 
treatment. � e gap between experience and 
expectation must be managed from the outset. 

It should be an ongoing process that 
applies before, during and a� er their 
treatment. By involving patients in any 
decision making, you are empowering them 
and also providing a good opportunity for 
them to discuss any questions or concerns 
they may have. 

How to handle an unhappy patient
Post-treatment communication is just as 
important as any discussions that take place 
prior to or during treatment. Following any 
treatment, it is important to gauge your 
patient’s level of satisfaction. 

If, following any treatment, a patient 
is unhappy, you should ensure that their 
concerns are not only listened to, but 
addressed as well in a timely manner. By 
ignoring or not engaging with an unhappy 
patient, there is a risk the patient decides to 
escalate their complaint. It is important to 
appreciate that dissatis� ed patients do not 
necessarily complain. Many decide never 
to return to the practice, and some of these 
patients will discuss their dissatisfaction with 
others. Past experience has shown that news 
of a patient’s dissatisfaction spreads quickly. 
Studies suggest that dissatis� ed individuals 
will tell between nine -15 others  who in 
turn may tell ten others. � e cumulative 
impact on the reputation of the practice is 
self-evident. It is estimated that it takes 12 
positive experiences to erase the impact of an 
unresolved negative one.

In order to prevent and limit complaints 
dentists can take steps to minimise patient 
dissatisfaction. � is can be achieved by 
� rst � nding out what patients want, and 
moderating their expectations where 
appropriate. � e patient experience can 
be enhanced by providing good quality 
dentistry in a friendly and caring way, 

by keeping patients informed, by setting 
and maintaining appropriate standards of 
care, and by monitoring how well those 
are achieved and perceived (by seeking 
feedback through patient questionnaires). 
It is important to look at all the practice 
processes and working systems through the 
eyes of a patient, and to understand where 
and why problems might arise.

 We recognise that dentists work in a 
challenging environment. Our data show that 
a full time general dental practitioner can 
now expect to receive two clinical negligence 
claims over a typical career. We continue to 
see a substantial number of claims relating to 
the diagnosis and treatment of periodontal 
disease. Many claims relate to treatment 
carried out many years ago, and we are seeing 
‘No Win No Fee’ lawyers increasingly target 
periodontal-related claims due to higher 
� nancial rewards.

The fact that almost half of the public 
surveyed believe that there are now more 
marketing campaigns by ‘No Win No Fee’ 
firms reinforces this and it is worrying. 
We know all too well the impact that a 
claim can have on a dentist, and how the 
associated media reporting we sometimes 
see once a claim is settled, risks impacting 
on the reputation of the practice and the 
wider profession.

Tackling the challenging environment 
for dentists, and the rising cost of clinical 
negligence, is something we feel strongly 
about and that is why Dental Protection 
is campaigning for a package of legal 
reforms, including the introduction of � xed 
recoverable costs. All too o� en, the legal 
costs associated with clinical negligence 
claims can outweigh the compensation a 
patient receives. One such example was a 
straightforward dental claim which settled for 
£3,500 but saw legal costs claimed at £11,200.

The dental regulator is currently 
encouraging local resolution of complaints 
in order to ensure only the most serious 
cases are dealt with by them, and incidents 
like this are rare. It is in a dentist’s best 
interest to acknowledge any complaints or 
negative feedback from a patient as soon 
as possible. While it can seem daunting to 
have to deal with a complaint, by having 
a formal process for managing them in 
practice, you can reduce the risk of it 
getting escalated and focus on providing 
great care for your patients. ◆

1. YouGov survey undertaken from 21 – 27 December 
2017 for Dental Protection, with a total sample size 
of 2,056 adults. 
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The role of a dental surgeon in 
facial aesthetics is becoming 
increasingly popular with the use 
of Botulinum Toxin and Dermal 

Fillers to enhance facial features. These 
additional skills may be used in isolation 
or as an adjunct to dental treatment to 
improve smile aesthetics. Many dental 
surgeons acquire these skills to broaden 
the spectrum of treatment options they 
offer their patients and to enhance the final 
outcome of treatment. Reducing muscular 
activity through Botulinum Toxin 
injections for example can aid in reducing 
gingival display on smiling and improve 
the appearance of a ‘gummy smile’.

Further advances in these techniques 
in recent years have resulted in their 
application in a variety of different facial 
aesthetic concerns. Dermal Fillers may 

Coleman Fat Transfer

Dr Shaadi Manouchehri discusses a Coleman Fat Transfer; an 
autologous fat grafting technique used to improve aesthetics and 
rejuvenate the face and other body sites as well as correct facial 
deformities and scarring following surgery.

be used to enhance facial features by 
increasing subcutaneous volume and 
correcting facial hollowing. But although 
the final outcome can be favourable, the 
results may not always be permanent and 
the effects may only last a few months 
depending on the product used. 

Correction of more complex facial 
defects presents the clinician with a 
challenge and may require input from 
different specialties. Patients may present 
with facial defects as a result of trauma 
such as road traffic accidents or animal 
bites. Facial defects can also be post-
surgical in nature such as an asymmetrical 
hollowing of the parotid bed following a 
parotidectomy. Assessment by an oral and 
maxillofacial surgeon may be required to 
discuss more complex procedures. 

One such procedure carried out by 
surgeons is Coleman Fat Transfer, an 
autologous fat graft ing technique which can 
yield favourable results in carefully selected 
cases. But why should dentists consider it?

Coleman Fat Transfer (CFT)
Autologous fat graft ing was fi rst introduced 
in 1893 by German Surgeon Gustav Adolf 
Neuber and has been adapted by many since 
its inception. In 1987, Dr Sydney Coleman 
introduced a new technique that is currently 
considered to be the gold standard and 
remains one of the most popular procedures 
carried out by surgeons today.

Th e Coleman technique can be used to 
enhance contours of face and various other 

body sites by increasing the subcutaneous 
volume. Th e improved outcome is linked 
to the biocompatibility of the harvested fat 
and presence of adipose derived stem cells 
which can lead to regeneration and thus 
improvement in scarring.1

Donor sites commonly include the 
abdomen and thighs due to the high volume 
of natural adipose tissue stores but they 
can also be taken from wherever there is an 
abundance of excess fat stores depending 
on the individual patient. Th e graft  is gently 
aspirated and various methods have been 
proposed for this. It is currently believed 
that the least traumatic method is likely 
to yield the most viable sample. Th ese 
methods include ‘vacuum aspiration, syringe 
aspiration and surgical excision’.1 Th e sample 
is subsequently centrifuged resulting in 
separation of the favourable adipose tissue 
and stem cells from the fl uid and other 
unwanted components of the sample. Th is 
graft  is then injected to the recipient site as 
previously planned by a fi ne gauge cannula.

Complications of the procedure include 
pain, bleeding, bruising, tissue necrosis and 
loss of graft . More unsavoury and avoidable 
complications include a number of devastating 
complications, such as blindness and stroke 
following arterial injection2, however these are 
very rare. Other common complications are 
mostly related to necrosis of the graft ed fat and 
can include infection, oil cysts, minimal/non-
retention and calcifi cations.2

Furthermore, the long-term outcome can 
be unpredictable with the literature quoting 

have to do with dentistry?

What does a
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Dr Shaadi Manouchehri
Shaadi graduated with Honours from Barts and 
The London School of Medicine and Dentistry in 
2015 and is currently working as a Dental Core 
Trainee in Oral and Maxillofacial Surgery at the 
Royal Free London NHS Foundation Trust.
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reabsorption of up to 70% of the volume of 
the graft in the first year alone.1

Previous research has suggested 
optimisation of the process from liposuction 
to lipoinjection in order to reduce the risk 
of complications occurring.3 This procedure 
remains technique sensitive and various 
factors may influence the outcome including 
handling of the graft, lipoinjection technique 
and the armamentarium used.3 Almost every 
step of the procedure has the potential to 
drastically affect the final outcome. 

Although donor site has not been 
shown to significantly affect outcome3, 
preparation of the donor site including the 
use of local anaesthesia has been shown 
to affect the graft on a cellular level and 
increase risk of fibrosis and necrosis.4 
Local hypovascularity as well as a fibrotic 
dermis can predispose patients to poor 
wound healing.4 Interestingly however, 
the vascularity of a previously damaged 
recipient site has been shown to improve 
following fat transfer due to the presence 
of adipose derived stem cells present in the 

graft.4 Other factors such as lipoaspiration 
technique, processing of the graft and even 
sheer speed of lipoinjection have been 
shown to affect the volume retention.4

Although the data on the use of CFT for 
breast augmentation and reconstructive 
surgery are well documented, the data 
on the application of this procedure for 
correction of maxillofacial defects appear to 
be somewhat lacking. This is especially true 
of the prevalence of potential complications 
and the statistics on the effect of different 
contributing factors on the final outcome. 

What can we learn?
Dental surgeons with enhanced skills 
can offer their patients a broad spectrum 
of treatment options to enhance facial 
aesthetics for minor concerns. More 
advanced procedures to correct facial 
defects as a result of trauma or prior surgery 
will require specialist input. Awareness of 
these procedures such as CFT allows the 
clinician to present a more comprehensive 
list of options when discussing the different 

treatments available to address the patient’s 
individual needs. CFT remains a popular 
procedure amongst surgeons and can be 
described as technique sensitive. Although 
this procedure is routinely carried out, 
there seems to be lack of statistical data to 
quantify the effect of different factors in the 
final graft outcome. Complications remain 
uncommon, yet it appears that further 
research is required in order to identify 
the true impact of different factors and the 
long-term consequences of these factors in 
order to devise a better way of ensuring ideal 
procedure conditions. ◆

1. Simonacci F, Bertozzi N, Pio Grieco M, et al. 
Procedure, applications, and outcomes of 
autologous fat grafting. Annals of Medicine and 
Surgery 2017; 20: 49-60.

2. Yoshimura K, Coleman S. Complications of Fat 
Grafting: How They Occur and How to Find, Avoid, 
and Treat Them. Clinics in Plastic Surgery 2015; 42: 
383-388.

3. Coleman S. Structural Fat Grafting. Aesthetic 
Surgery Journal 1998; 18: 386–388.                                      

4. Zielins E, Brett E, Longaker M, et al. Autologous Fat 
Grafting: The Science Behind the Surgery. Aesthetic 
Surgery Journal 2016; 36: 488–496.
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Part One
Be careful what you wish for

An alternative to expanding or 
improving your general practice 
by adding more of the same is 
to introduce additional services 

by way of ‘specialist’ dentists. Th e General 
Dental Council (GDC) is quite specifi c about 
who can call themselves a ‘specialist’. (It is 
important to stress that a dentist who is not 
on a Specialist List cannot call themselves a 
‘specialist’.) To be able to use the term a dentist 
must hold full GDC registration and have 
completed a GDC approved specialist training 
programme. Th e dentist can then apply to 
the GDC for a certifi cate of completion of 
specialist training. However, there are dentists 
who have undergone additional training, who 
concentrate primarily on one area of dentistry, 
and who are highly skilled in that area but 
who, for whatever reason, are not on a GDC 
Specialist List. For the purpose of this article I 
use the term ‘specialist’ to cover both of these 
groups of dentists.

I have spoken to practice owners who 
have specialists working in their practices, 

to specialists who work in one or more 
general practices, and to practice managers. 
Collectively, they have highlighted some of 
the problems that all parties can encounter. 
I have written this series very much with 
the practice in mind, but I hope that 
talking to all sides has helped me write 
what I hope is a balanced account of the 
use of specialists in general practice.  

Th is article will set out the reasons why 
a general practice might use in-house 
specialists, recruiting the right specialist, 
how best to integrate them into your 
practice, and what could go wrong. I have 
included some cautionary tales based on 
real-life cases to illustrate problems practices 
might encounter. I will also briefl y explore 
why specialist might want to work in general 
practice in preference to, say, a hospital, 
what they look for from a practice, and some 
of the problems they encounter. 

Dental practice has evolved in such a way 
that some practices are now able to off er a 
wide range of clinical services which only 
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Mike Young
Author of Managing 
a Dental Practice the 
Genghis Khan way

In the first of a three-part series, 
Mike Young discusses the pros and 
cons of bringing a specialist on board
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a few years ago patients could only access 
via referral to a dental hospital. It is ironic 
that often the specialists providing these 
services in practices are the same hospital-
based consultants to which patients were 
previously being referred. I think there’s now 
a generation of specialists who are peripatetic 
and choose to have a portfolio of places 
in which to work in preference to plying 
their trade solely in hospitals as did their 
predecessors. The reason for this? Perhaps 
these specialists have realised that they have 
a very saleable skill with a high commercial 
value. Perhaps practice owners, in an attempt 
to make their practice stand out, have woken 
up to the opportunities in terms of practice 
development, a way of offering better services 
to existing patients, and of increasing the 
profile of the practice brand. 

First, let’s look at this from a practice’s 
point of view. The first question you need to 
ask yourself, even before you have started to 
look for someone, is, ‘What benefits, if any, 
is a specialist going to bring or add to my 
practice?’ There are obvious ones such as 
improving patient care, extending the range 
and the quality of available treatment options, 
or additional income for the practice. Some 
practices make a conscious decision to 
engage a specialist as a way of attracting new 
patients. As with every other business idea or 
decision you have or make, if you can’t make 
a sound business case, stop there. 

Discussion about engaging a specialist 
needs to begin with the practice owner(s) 
and the practice manager, but once you have 
decided to look for a specialist it is a good 
idea to talk about it to the rest of the team. 
You have probably weighed up the benefits 
and drawbacks but others could come up 
with things you hadn’t thought about. Having 
the whole team on board also helps to 
facilitate the introduction and integration of 
the specialist into your practice.

Having made the case for why you need 
a specialist, the next questions are practical 
ones. Where do I look for a specialist? 
Your local dental hospital is a good place 
to start, or perhaps you have already been 
approached by someone and this is what 
has started you thinking about engaging a 
specialist. Asking around and/or advertising 
are two other options.

Move on and ask yourself ‘How can I 
successfully integrate them into the workings 
of the practice? Where are they going to 
work?’ Their surgery might need specialist 
equipment, instruments or materials: will 
they be providing these themselves or will 

you be expected to, and who will pay for 
them? When will they work? If they want to 
work outside your normal working hours, is 
this feasible? Who will they be working with? 
Will they be using their own nurse or will you 
let them use one of yours, and if so, have you 
got a spare nurse to give them? Where will 
they get their patients from, your practice, 
other practices, or a mixture of both? These 
are just a few of the practical things you will 
need to consider. You can probably think of 
others more specific to your practice.

The type of specialism you look for is 
something to which you will need to give 
serious thought. You should look for one 
that complements your existing services 
and patient demographics. For example, 
don’t engage an orthodontist if you don’t 
have many child patients. Think about 
an implantologist if your practice has 
developed around advanced restorative 
dentistry. If you have identified, say, 
endodontics, as being something with 
which the practice struggles, and which it 
wants to do much better, then bringing in a 
specialist endodontist might be an option. 

You have a shortlist of candidates, all of 
whom have an excellent Curriculum Vitae 
and references. First, there’s the all-important 
interview. Treat the applicants in the same 
way as you would any other person applying 
for any job at the practice; don’t cut corners 
or miss out important questions. I think it’s 
a given that their clinical skills are not in 
question, but what about their interpersonal 
and communication skills, their personality, 
and their motivation? Are you looking for 
someone who doesn’t interact a great deal 
with patients and/or staff but who is very 
productive? Could someone with a larger-
than-life personality be difficult to manage 
further down the line? Look beyond the 
hopefully impressive list of qualifications and 
try to uncover the person with whom you 
might end up working. Equally important 
is, does the specialist (and any staff they 
bring with them) share your dedication to 
customer care and service? Do they share 
your practice’s values? Are they a team player? 
This, together with good communication 
skills, are what the Care Quality Commission 
(CQC) will want to see. Why do they want 

to work in practice? Is it purely for money or 
for some other reason? You need to discover 
what motivates them.

If they insist on bringing their own nurse 
with them, are you going to interview them? 
I think the answer should be ‘yes’. If you are 
going to provide the nurse is he or she going 
to need additional training? The answer is 
probably ‘yes’. 

Having appointed someone, the next 
thing is for them to go through the same 
rigorous induction process that everyone 
else has to. As I have said, don’t cut corners 
if you want to successfully integrate 
them into your team. However long the 
induction is it needs to include such things 
as the culture of the practice, the standards 
of the practice, and interpersonal and 
communication skills. You may want to 
share your business plan. A realisation that 
they are coming to work in a business that 
has to pay its way might be a big eye opener 
for someone who has only ever worked in 
a hospital environment, where costs and 
budgets might never have occurred to them. 
Do you want your specialist to participate 
in the financial planning of the business? 
Someone who shows little or no interest in 
this side of the practice might turn out to be 
not an asset, but a liability.

One question any specialist will want you 
to answer is, where are my patients going 
to come from? You may have a sufficient 
supply among your own patients. The 
specialist could invite referrals from other 
practices. You could see having a specialist 
at the practice as a way of attracting new 
patients. The second option is the one that 
needs careful management if you are not 
going to be accused of ‘poaching’ by fellow 
practitioners. Patients are of course free 
to choose which practice they go to for 
their general dental care, but if referring 
practitioners suddenly see the patients they 
have referred leaving them to stay at your 
practice, then this could lead to disputes. ◆
In the second part of the series Mike 
discusses how to market their skills and  
gain trust with patients.

‘ Someone who shows little or 
no interest in this side of the 
practice might turn out to be 
not an asset, but a liability.’
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Claim 20% discount on Mike’s book 
Managing a Dental Practice the Genghis Khan 
Way, Second Edition. Visit www.crcpress.com 
and enter the code MRY20.

*20% discount offer is only available on titles 
ordered directly from www.crcpress.com, until 
8 March 2022 and cannot be combined with 
any other offer or discounts
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Are the same motivations still there for 
someone to move from NHS to private? 
If we go back to 1990, there were two main 
motivations. Firstly, there was an overwhelming 
desire to deliver the high standards of patient 
care they felt were increasingly hard to 
maintain under the NHS. Secondly, there was 
a desire to achieve a better work life balance 
that for many had become significantly out 
of kilter as a result of their efforts to avoid 
compromising on patient care. Hardly ever 
was there a motivation to increase personal 
income, and no one ever mentioned a fear of 
complaints or litigation.

Now, that desire to avoid compromising on 
care is as strong as ever and many dentists are 
struggling with their professional consciences 
by delivering the best care they can ‘under 
the circumstances’ rather than the best care 
they can. The motivation to achieve a better 
work life balance remains for all dentists 
though perhaps slightly more so for practice 
owners. In addition, we have seen the erosion 

Nigel Jones, Sales and Marketing Director of Practice Plan and Alan Suggett, Head of the Dental 
Business Unit at Chartered Accountants UNW LLP and Media Officer of NASDAL (The National Association of 
Specialist Dental Accountants and Lawyers), talk to BDJ In Practice about the pitfalls and rewards of each path

of net income over the last 10 years and 
many dentists having the self-respect to 
recognise they are well educated experienced 
professionals who deserve to be rewarded 
appropriately. Furthermore, there is the sense 
that the risk of a serious complaint prompting 
a GDC investigation or even litigation is 
increased bythe pressures of the NHS, leading 
to compromises with patient communication.

Of course, it is difficult for anyone to ignore 
the attraction of a ‘guaranteed’ income and 
the resulting impact on goodwill valuations 
that being in the NHS brings. And, the NHS 
pension remains very attractive even if it’s 
not at the generous levels it once was. Also, 
it could be argued that, in respect of the risk 
of complaints, greater expectations among 
patients paying privately counteract the 
increased time available to communicate 
more effectively and build rapport. Having 
said that, do NHS patients who pay little or 
nothing for a service value it? Very often, it is 
the job or service provided at little or no cost 

that causes the most headaches. 
However, if anything, it seems the 

motivation to move from NHS to private has 
intensified and that what holds most back is 
the fear of not making the step successfully. 
Such fear is understandable. Some practice 
owners will have spent years, even decades, 
building up their practice and to put it on the 
line is not a decision to be taken lightly. 

The major concern for most dentists 
contemplating such a move is whether or not 
enough patients will be retained to achieve 
their financial objectives so the first question 
that needs to be answered is how many is 
enough? In most cases, the answer is less 
than half of the regularly attending patients 
and how achievable that target is depends on 
factors such as the length of time the dentist 
has been seeing their current list of patients 
and the number of regularly attending patients 
as well as the willingness and ability of the 
practice team to support such a move. For a 
proportion of dentists, those factors mean the 

NHS dentists going private -
which way will you jump?
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‘ The pressure NHS dentists are 
under at the moment will lead 
to, at best, disillusionment with 
dentistry as a profession and a 
change of career for many, and  
at worst, significant health issues.’
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risk of falling short of the patient target is too 
great. In areas where there are very few other 
NHS practices, then patients don’t really have 
anywhere else to go. However, where there 
is still significant NHS provision they could 
easily vote with their feet to stay loyal to the 
NHS brand so an assessment of the patient 
loyalty that builds over time with the same 
dentist becomes all important.

Given what you know, where do 
you see the greater opportunity – 
NHS or private? 
The last 12 to 18 months have seen intensive 
pressure on the wider NHS and it seems 
doubtful that dentistry will be prioritised. Even 
standing still in terms of its share of the NHS 
budget seems very unlikely while working 
harder to slow the backwards slide in income 
seems very likely. Although there will always 
be some exceptions that are able to make a 
financial success from the NHS, for many there 
appears to be little that gives confidence in the 
future for NHS dentistry. 

The future for private dentistry seems to 
be bright. Of course, one must be sensitive to 
fluctuations in terms of the economy and the 
crash of 2008 had a greater impact on private 
dentists than on those relying on the NHS. But, 
it seems enough of the public are becoming 
aware of the need to look after their oral health 
and are interested in straighter, whiter teeth that 
proactive forward thinking dentists can achieve 
considerable success with the right planning. 
Of course, you don’t have to be purely private 
to deliver straighter, whiter teeth as some NHS 
practitioners are able to successfully offer 
cosmetic treatments to NHS patients. 

2006 saw many move from NHS to 
private. Do you envisage another 
‘landmark’ moment tipping NHS 
practitioners over the edge? 
While it’s not completely impossible that a 
government wrestling with the long-term 
survival of the wider NHS may decide to 
opt for a core service in dentistry, we are not 
convinced there will be another landmark 
moment in the foreseeable future.

The current state of affairs probably suits 
government in that patient satisfaction 
with NHS dentistry remains high, access is 
not considered a major problem (no front 
pages of patient queues) and the amount it 
is spending on dentistry is reducing if not 
in actual terms then certainly in real terms. 
This is helped by the ever-increasing NHS 
patient charges and, inadvertently by dentists 
who compensate for escalating costs and low 

contract value uplifts by working even harder 
and using income from private treatment 
to cross subsidise NHS care. Certainly, the 
slow progress of the dental contract reform 
programme does little to suggest a genuine 
appetite for change.

The pressure NHS dentists are under at the 
moment will lead to, at best, disillusionment 
with dentistry as a profession and a change 
of career for many, and at worst, significant 
health issues. The hope is that the majority 
will not leave it too late to explore the 
alternatives because, as thousands of dentists 
have proven, you can make a success of 
private practice.

Is the private pie as big as it used to 
be, or are patients being forced by 
economic uncertainty to turn back  
to the NHS? 
All the forecasts from the market analysts 
have been pointing to an increasing not 
diminishing private pie with some seeing 
an increase between 2017 and 2020 of 10% 
in private general dental services and 15% 
for private cosmetic work. This compares to 
a forecast of 1% growth in expenditure on 
NHS dentistry.

Of course, economic uncertainty is a 
consideration as indicated earlier and some 
thought needs to be given to local factors such 

current system seems to be failing such 
groups and they should become the priority 
rather than middle class people like us who 
can afford private dentistry.

Will the corporate model adversely 
affect some of these statistics in  
four or five years time? 
It is an interesting time for the world 
of corporate dentistry and it’s possible 
that far from affecting them adversely, 
the corporates could accelerate that shift 
from NHS to private. For instance, the 
corporates are not immune from the 
difficulties highlighted by the BDA in 
recruiting associates and this could impact 
on the viability of some NHS contracts, 
particularly those with low UDA values. 
Given BUPA were originally pursuing 
a strategy developing a chain of private 
practices, the acquisition of Oasis is 
fascinating as the NHS accounts for a very 
significant proportion of the turnover of 
Oasis. And of course, it‘s not impossible 
that a new contract for England will be 
rolled out within the next four to five years 
but at this stage, it’s unclear what impact 
that might have on the corporate model.

There’s plenty of negativity swirling 
around the NHS in general. Is there 
anything positive to say regarding 
dentistry?
There are not many professions in which 
you can deliver such life transforming 
benefits to customers that aren’t just about 
damage limitation but can actually take 
them forward in their careers and their 
personal lives.

Given how rewarding that can be for 
patients and dentists alike, it is sad and 
highly frustrating that, as highlighted by 
the BDA, the morale of the profession is at 
such a low ebb and the NHS is possibly a 
major contributor to that. There is amazing 
work being done on the NHS as evidenced 
in some of the inspirational programmes 
such as Dental Check by One led by Dr 
Clare Ledingham, from the British Society 
of Paediatric Dentistry, Mouth Care Matters 
and Starting Well, a Smile4life initiative. 

However, given the negativity about the 
NHS in general, it’s impossible to see how 
these achievements can be built upon to any 
scale and it is difficult to envisage a bright 
future for NHS dentistry other than in the 
shape of a core service. Whereas, private 
dentistry can give back dentists control of 
their own destiny. ◆

as the closure of a nearby major employer 
or, as is the case in Aberdeen for example, 
significant investment in new NHS practices.

However, these tend to be isolated issues 
and I think many patients are becoming more 
and more aware of the benefits of private 
dentistry when it comes to achieving healthy 
teeth and gums as well as the incredible 
things that can be achieved with cosmetic 
dentistry, the demand for which shows no 
signs of abating.

That said, you can’t ignore the fact that 
some patients are unable to afford private 
dentistry and will need the support of the 
state. As well as those on low incomes, 
vulnerable groups such as children in 
deprived areas and adults, with or without 
learning difficulties, in care homes. The 
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Our function is the recovery of precious metals 
including gold, palladium, platinum, ruthenium, 

iridium, rhodium and osmium. 

We specialise in dental materials and have dealt 
directly with dentists since 1984 purchasing, melting 
and assaying precious metal crowns, inlays, bridges, 
posts, implant components, and braces received in 

any sterile condition. 

We believe dentists find our service and  
results are second to none.

www.mtdpreciousmetals.com

ALL PRECIOUS METALS 
ARE PRECIOUS

MTD Metallurgical Co. 

Metals Inwards:  MTD PO Box 11044 London NW3 3WG 

Administration:  MTD West Hill House 6 Swains Lane London N6 6QS
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By Phil McEvoy
Phil is head of pensions at the BDA. He 
advises on the NHS Pension scheme, 
retirement and general pension issues. 

NHS Pensions options and the
Lifetime Allowance
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As is hopefully widely known 
amongst GDPs, saving for 
retirement is rewarded by 
Government by allowing 

contributions to a pension scheme to be 
tax deductible. Two main limits restrict 
the generosity of this reward – the Annual 
Allowance, which limits the annual growth 
in pension savings; and the Lifetime 
Allowance, which limits the amount of 
total pension savings that can be held on a 
tax preferential basis. The January deadline 
for submitting tax returns sees a flurry  
of activity around declarations of pension 
savings and complex calculations involving 
the Annual Allowance. 

In terms of the Lifetime Allowance, 
HMRC measure your pension savings at 
the point you draw upon any pensions. 
Pensions are valued by adding any personal 
pension savings pots to any lump sums 
payable, and adding the value of any 
guaranteed annual payments multiplied by 
a factor of 20. The value of your savings 
is compared with the Allowance (the 
standard level is currently £1.03m, but will 
be higher for those who have applied for a 
protected higher level). If you exceed this 
Allowance a punitive tax charge of up to 
55% is levied on the excess. This article 
doesn’t look in detail at the history of the 
Lifetime Allowance or how members could 
protect themselves against changes to it.

The mechanism for measuring pension 
savings probably warrants some 
consideration, as does a little bit of 
retirement planning. This was brought to 
light through a recent member case we 
looked at involving the NHS Pension 
Scheme (England and Wales).

Alan (not his real name) is 

approaching 55 and has pension benefits 
in the 1995 NHS Pension Scheme (which 
provides an annual pension and tax free 
lump sum, normally payable from age 60). 
Under the protections built in to the 2015 
NHS pension reforms, Alan would expect 
to move into the new 2015 NHS Pension 
Scheme in 2020. He also has a personal 
pension valued at £80,000. His accrued 
NHSPS rights (which would be payable if 
he left the pension scheme now) consist of 
an annual pension of £50,000 and a lump 
sum of £150,000. Those amounts would 
normally be payable from the age of 60 (and 
in fact they would increase significantly if he 
carried on contributing to the NHSPS).

For the purposes of the Lifetime 
Allowance, if Alan drew upon his NHS 
Pension at the age of 60 his benefits would 
be valued at £1,230,000 (including the 
personal pension). This would be compared 
with the Lifetime Allowance in place at that 
time (which is currently unknown), and a 
tax charge would be payable on the amount 
by which the Allowance is exceeded.

If Alan drew upon his NHS benefits early, 
at the age of 55; then his annual pension 

would be reduced by 21% and the lump 
sum would be reduced by 14.4%. For the 
purposes of valuing all of the pensions, 
including the personal pension, these would 
amount to £998,400. This comes under the 
current Lifetime Allowance, meaning that 
no tax charge is due.

Other options exist that could reduce the 
Lifetime Allowance valuation of your savings 
– such as by giving up annual pension for 
more tax free lump sum, or allocating some 
of your pension income to provide extra 
pension to a dependent after your death.

Tax is just one part of retirement planning 
and individuals should be aware of the need 
to give up a NHS contract for at least 24 
hours in order to access a NHS Pension. 

Dentists should ensure they receive up to 
date pension benefit statements (issued in 
Autumn each year through the Government 
Gateway website). In addition it is helpful 
to request a copy of a pension savings 
statement – which is automatically issued 
to some members, but must be requested 
by others. Typically issued in October, the 
savings statement shows the value of your 
pension for Annual Allowance purposes. 
Information on both the benefit statement 
and savings statement can be seen at the 
website for your pension scheme. 

Whilst the BDA cannot give regulated 
financial advice to members (and as such 
will never tell you what you should do with 
your pension) we can help you understand 
your pension, the underlying tax regime 
and the options available.

The details above apply to the NHS 
Pension Scheme in England and Wales, 
however the general principles of the 
impacts of retirement options on the 
Lifetime Allowance value of pension 
savings applies across all of the UK’s health 
pension schemes. ◆

BDA members can access guidance on  
this at www.bda.org/pensions.
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By Jacinta McKiernan
Jacinta is a practice management consultant in 
the BDA’s Practice Support team. Based in the 
Wales Office, Jacinta advises general dental 
practitioners on associate contracts and a wide 
range of employment and other law.

Consent
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We are seeing consent - or 
the lack of it - take centre 
stage in complaints before 
the GDC for professional 

misconduct. You only have to click on a 
few case links on the GDC outcomes and 
appeals list to see the subject trending, along 
with, the absence of the relevant detailed 
information required in clinical records. 

 It is a general legal and ethical principle 
that valid consent must be obtained before 
starting treatment or physical investigation, 
for a person.1 Whilst there is no English 
statute setting out the general principles 
of consent, this has been established over 
the years through case law and the current 
leading case in this area is Montgomery v 
Lanarkshire Health Board.2

The Montgomery case effectively brought 
obtaining of valid consent into line with the 
General Dental Council’s standards. We know 
from Standard 3.1 that the GDC requires 
you to obtain valid consent and that means 
explaining all the relevant options and costs.

Obtaining consent to investigation or 
treatment is a crucial part of providing 
proper dental care. And it’s therefore vital 
for all dentists and the wider dental team to 
understand the requirements of consent and 
how to satisfy them in a variety of situations.

Furthermore, Standard 3.1.3 goes on to 
require the registrant to ‘… to find out what 
[their] patients want to know as well as what 
you think they need to know’. The Standards 
suggest that the information a patient might 
want includes:
  Options for treatment, the risks and 

potential benefits
  Why you think a particular treatment is 

necessary and appropriate for them

  The consequences, risks and benefits of the 
treatment you propose

  The likely prognosis
  Your recommended option
  The cost of the proposed treatment
  What might happen if the proposed 

treatment is not carried out; and
  Whether the treatment is guaranteed, how 

long it is guaranteed for and any exclusions 
that apply.3

Montgomery did, however, reinforce the 
importance of discussing with the patient, 
before treatment, the options available to them 
(including the option of doing nothing) and 
the risks and benefits of each option.3

Before any treatment is untaken, the 
patient should be given the opportunity to ask 
questions or raise concerns or fears.

Where there is a high risk of failure or 
post-operative complication, not only should 
a patient be warned of this but a specific entry 
should be made in their record.

If treatment is unusual or experimental, 
it is important for the patient to fully 
understand the situation and it is 
worthwhile to get the patient to sign a 
statement to the effect that they recognise 
the controversial and relatively untried 
nature of the treatment and that they accept 
that the risks are greater or even unknown.

The fact that a patient has signed a form 
does not mean the treatment proposed has 
been understood or accepted. The quality 
of the consent cannot be determined by a 
signature alone. What matters more is whether 
consent has been properly obtained, which 
involves understanding and applying the 
principles of competence, authority, exchange 
of information and specificity. Handing 
patients a leaflet will not suffice, if in any doubt 
about the amount of information to give a 
patient, dentists should contact their dental 
defence organisation.

More important than a signature on a 
consent form is a properly documented patient 
record, which shows clearly a full exchange of 
information regarding any risks, drawback, 

limitations of treatment and any material 
risk relevant to the patient. It is important 
that dentists are able to demonstrate that any 
appropriate warnings have been given and that 
is carefully entered on the patient record.

The GDC considers that it is the 
responsibility of the dentist to explain the 
nature of the treatment plan clearly, i.e. 
whether the treatment is provided under the 
NHS or privately. Therefore, ask patients to 
sign a copy of the treatment plan and retain 
a copy in their notes. And of course, they 
should be asked to sign the FP17 – consent to 
treatment under the NHS.

Consent is an ongoing process from before 
starting treatment to the final appointment 
that requires discussion with the patient 
covering all the viable treatment options 
and all risks that would be material to that 
patient. Dentists who do not discuss matters 
fully with their patients (or fail to make 
suitably detailed records of such discussions) 
risk falling short of the Standards.

Excellent communication and detailed 
notes are key in order to provide sufficient 
and relevant information to the particular 
patient sitting in your chair, so that they can 
in turn provide valid consent. 

For further reading about consent Dental 
Protection have written a helpful advice 
note detailing the consent for treatment, 
the principles, applications and checklist.5 
Furthermore the Mental Capacity Act 
2005 Code of Practice provides the 
necessary guidance for those working with 
incapacitated adults.4 ◆

1. Department of Health. Reference Guide to Consent 
for Examination or Treatment: Second edition July 
2009, page 9: Available online at: www.gov.uk/
government/publications/reference-guide-to-consent-
for-examination-or-treatment-second-edition.

2. Montgomery v Lanarkshire Health Board [2015] UKSC.
3. General Dental Council Standards for the Dental 

Team: Available online at: www.dentalprotection.
org/uk/publications-resources/updates/briefing-
documents/2014/11/10/gdc-standards-for-the-dental-
team. (Accessed April 2018).

4. Department of Constitutional Affairs. Mental Capacity 
Act 2005 Code of Practice.

5. Dental Protection. Dental Advice Series – Consent 
2015, page 18.
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By Ayesha Khan
Ayesha is a practice management consultant in the BDA’s Business Team. Ayesha 
advises members on all aspects of NHS dental regulations and agreements and on 
practice and associate contracts
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Delaying a

A disciplinary process – and 
in particular the disciplinary 
meeting itself – causes stress, 
worry and uncertainty. The 

impact of such a process reaches beyond 
the employee accused of misconduct. The 
people carrying out the investigation, holding 
the disciplinary meeting, and making the 
decision are also doing a difficult job, often in 
addition to their usual duties. Emotions run 
high and can affect everyone, especially in 
small practices. In some cases the employee 
will be suspended on full pay, which causes 
disruption to the running of the business, and 
the financial burden of getting a replacement.  

It is understandable that employers and 
employees want to hold the disciplinary 
meeting as soon as fairness allows. Indeed, 
this is reflected in the ACAS Code on 
Disciplinary Procedures1 which says that, 
‘whenever a disciplinary or grievance 
process is being followed it is important 
to deal with issues fairly… Employers and 
employees should raise and deal with issues 
promptly and should not unreasonably 
delay meetings, decisions or confirmation of 
those decisions’.  In relation to disciplinary 
meetings, the Code says that these ‘should 
be held without unreasonable delay whilst 
allowing the employee reasonable time to 
prepare their case’. 

However, sometimes an employee who 
has been told of disciplinary action against 
them, will raise a grievance and ask that the 
disciplinary proceedings are paused or delayed 
until their grievance has been resolved. 

This article looks at what employers should 
do if faced with concurrent disciplinary and 
grievance procedures, and discusses some 
options for managing these two different 
processes if they overlap. 

The starting point is the ACAS Code 

disciplinary process

mentioned above, and employers should be 
guided by two key principles – fairness and 
reasonableness.  

In relation to overlapping grievance 
and disciplinary cases, the Code says (at 
paragraph 46): 

‘Where an employee raises a grievance 
during a disciplinary process the 
disciplinary process may be temporarily 
suspended in order to deal with the 
grievance. Where the grievance and 
disciplinary cases are related it may be 
appropriate to deal with both issues 
concurrently.’

Therefore, there is no rule, requirement 
or obligation on employers to pause or delay 
disciplinary proceedings if dealing with a 
grievance at the same time.  

But just because they don’t have to, doesn’t 
mean they shouldn’t. And whether they should 
or shouldn’t will depend very much on the 
circumstances of each individual case. 

Consider carefully what the grievance 
relates to – the issues raised by the employee, 
their concerns and desired outcome. 

If these matters are unrelated to the alleged 
misconduct or the way the disciplinary process 
is being carried out, then there is no good 
reason to delay the disciplinary process. The 
investigation and meeting should go ahead 
as planned, and a separate grievance process 
should be followed in line with practice policy. 

However, there may well be cases in which 
the employee’s grievance relates to a relevant 
matter. Examples include: 
  A challenge to the independence of the 

person carrying out the investigation or 
holding the disciplinary meeting

  A failure to investigate a relevant matter 
or follow the practice procedures 
(whether deliberate or accidental)

  Allegations of bias, bullying or other 

improper behaviour by any person 
involved in the disciplinary process, 
including witnesses

  A failure to make reasonable adjustments 
for disabled employees, or other 
discrimination.

In such cases, the employer has two options: 
1.   To pause or delay the disciplinary process 

until the grievance has been resolved. 
This is usually what the employee wants, 
and can be particularly useful in cases 
where the independence of people involved 
in the process, or their behaviour, is being 
called into question. A grievance process 
can decide the validity of these concerns 
early on, and correct any potential errors 
early on. This can save the integrity of any 
subsequent disciplinary process which 
would otherwise be tainted by actual, or 
even perceived, unfairness.

2.   To consider the matters complained of in 
the grievance as part of the disciplinary 
process. The investigation can be reopened, 
any proper adjustments made, and all 
relevant evidence considered at the meeting. 

Whatever the employer decides to do should 
be communicated to the employee in writing, 
explaining the reasons for their decision. 

The guidance from ACAS – and the 
decisions of the Employment Tribunals – 
recognise that every employment relationship 
is different. There is no one-size-fits-all, and 
so there are no fixed rules about what an 
employer must do or not do. However, an 
employer who does what is fair and what is 
reasonable will be doing what is right. ◆

1. ACAS Code on Disciplinary Procedures. Available 
online at: www.acas.org.uk/media/pdf/f/m/Acas-
Code-of-Practice-1-on-disciplinary-and-grievance-
procedures.pdf (Accessed April 2018).



You care about your patients - their safety is your top 
priority. Anyone selling counterfeit and non-compliant 
dental devices does not! These devices are potentially 
dangerous to patients and users, as well as putting your 
registration at risk. 

Just like when treating your patients, care and common 
sense should also always be exercised during the 
purchasing process. Systems need to be in place to 
ensure that equipment is genuine, compliant and safe to 
use. Don’t risk it – be sure that you are buying genuine 
equipment from genuine providers, particularly when 
making online purchases.  
 
 

If in doubt, check, and remember if a deal seems too 
good to be true, it probably is. 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.

 
Download the latest tips on how to spot 

fake dental products and find trusted dental 
suppliers at www.bdia.org.uk 

 

You care about your patients: 
Counterfeiters don’t! 

British Dental Industry Association
Mineral Lane, Chesham, Bucks HP5 1NL 

T: 01494 782873   E: info@bdia.org.uk   W: bdia.org.uk

Counterfeit and Substandard 
Instruments and Devices Initiative

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
40,770 seizures were made between April 2016 - May 2017

Report anything suspect now at: www.yellowcard.mhra.gov.uk



Worth a visit 
For anterior alignment orthodontics, the IAS Academy offers a number of appliances 
and courses to meet both patient and practitioner demands. 

All training is delivered by the Academy’s leading team of clinicians and specialists 
with ongoing support and education available to ensure the safe, effective and ethical 
delivery of patient care. 

Throughout 2018, there are a number of courses on offer and plenty of opportunities 
to discover more about the Academy’s appliances and learning pathway. One of the 
first events that IAS Academy will be attending is the British Dental Conference and 
Dentistry Show. The team of experts will be available on stand C80 to answer queries 
and demonstrate the applications of the various appliances, so if you want to find out 
more the stand is definitely worth a visit. 

For more information on upcoming IAS Academy training courses please visit www.
iasortho.com or call 0208 916 2024.

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

The search is over

Looking for a clinically proven oral health 
product you can trust to help your patients 
maximise their oral health?

Then look no further than the Waterpik Water 
Flosser. Supported by years of research and copious 
studies, there are various models available to suit the 
needs of every patient, including a brand new model – 
the Whitening Water Flosser. 

For healthier gums and brighter teeth in just a minute 
a day, it is the easiest and most effective way to clean 
interdentally. With the Waterpik Whitening Water Flosser 
your patients can enjoy whiter teeth in just 14 days.

In addition, there are various tips available to suit 
every patient, whether they are undergoing periodontic, 
orthodontic or implant treatment.

Don’t miss the team from Waterpik on stand B52 at the 
British Dental Conference and Dentistry Show to find 
out more. Plus, you’ll be able to gain verifiable CPD and 
book your own Lunch & Learn for your practice!

For more information on Waterpik 
International, Inc. please  
visit www.waterpik.co.uk.

Totally efficient
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Tandex produce a vast array of superior 
quality toothbrushes, interdental brushes 
and specialist adjuncts to meet all your 
patients’ needs.

A visit to the Tandex stand is sure to be 
an exciting, dynamic experience. It’s all 
about trying the products, to experience the 
Tandex difference for yourself.

There will be hygienists on hand to 
discuss the range, demonstrate correct usage 
and explain why so many practitioners have 
switched to Tandex after seeing improved 
results. You will get the opportunity to join 
the Tandex customer club, too!

As well as brushes to cover every possible 
dental need, you can’t go past the stand 
without taking a look at PREVENT GEL, 
developed especially for use with FLEXI 
or PROXI interdental brushes. With 
a combination of active ingredients, it 
offers an antibacterial effect and all-round 
preventive care of the teeth and gums.

To help your patients to maintain 
optimum oral hygiene with high quality 
products visit Tandex on stand on A52. 
For more information on Tandex’s range of 
products, visit www.tandex.dk.



GSK are inviting dental professionals to 
view an online recording of their recent 
panel webinar on the topic of enamel wear 
with a particular focus on younger people 
and practical advice for this category. 
The panel was chaired by Dr Rupert 
Austin, specialist in prosthodontics at 
King’s College London Dental Institute 
and he was joined by Dr Manrina Rhoda 
(cosmetic dental surgeon), Ali Lowe 
(dental hygienist) and Amit Rai (general 
dental practitioner).

A desire for healthy lifestyles was 
identified as a potential reason for the 
increase in levels of tooth wear amongst 
younger patients. Habits including 
drinking hot water with lemon or 
snacking on fruit, vegetables and juices 
can all play a part. It was also highlighted 
that the stresses of modern life have led 
to increased signs of bruxism and tooth 
grinding in practice.

As part of the panel discussion, the 
group consider and discuss methods 
to measure and monitor tooth wear in 
practice, using sites of tooth wear as clues 
to sources of acid and useful resources 
available for access.

To access the full webinar footage and 
gain 1 hour of verifiable CPD visit https://
digital.vevent.com/rt/gskpronamel~webinar 
and register to view.

Impact of modern diets  
and lifestyle on dentition

New kid on the block in 
corporate dentistry
Dental Partners is the UK’s newest dental corporate 
and has entered the world of UK dentistry with a new 
and refreshingly different outlook that is re-writing 
the way in which corporate dentistry is viewed.

Backed by August Equity, Dental Partners is a fast-
growing organisation that has in place a proactive 
programme of growth and has already acquired the 

Genesis Group (based largely in Derbyshire) 
and two mixed practices in Sheffield.

For practice owners looking to relieve 
some of the pressures of working in practice, 

Dental Partners offers a perfect solution; 
a corporate looking for growth opportunities, 

with the business know-how to compete in today’s 
competitive environment, but which also has the best 
interests of staff and patients at heart.

Far from a faceless corporate giant, Dental 
Partners aims to recruit the brightest dental talent 
and nurture a clinical environment that ensures 
all their practices deliver the very best and most 
appropriate dental care to patients.

Find out more at www.dentalpartners.co.uk or 
email contact@dentalpartners.co.uk. 
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Everyone is talking about Ultaire AKP 
– now you can discover this remarkable 
high-performance polymer.

As a world leader in metal-replacing 
materials, Solvay will be on stand to 
meet aspiring dental technicians and to 
give demonstrations and presentations 
on the revolutionary Ultaire AKP.

Solvay Dental 360 has custom 
developed Ultaire AKP specifically for 
the fabrication of removable partial 
dentures (RPD). This new material 
bridges the gap perfectly between metal 
and flexible RPD systems and offers 
patients a strong but lightweight, metal-
free alternative.

The drawbacks with metal RPDs 
such as toxicity, allergies and 
metallic tastes can be eliminated 
with Ultaire AKP and patients 
can enjoy a biocompatible, 
discreetly retained and 
cosmetically pleasing result.

Available as a milling disc, 

Ultaire AKP is ideal for CAD/CAM 
framework fabrication and can accelerate 
the digital workflow with accuracy and 
increased efficiency for laboratories and 
dentists alike.

Ultaire AKP delivers in a way that metal 
and other polymer options simply cannot – 
so visit Solvay Dental 360 on stand F20  
at the Dental Technology Showcase.

For more information about Solvay 
Dental 360, Ultaire AKP and Dentivera 
milling discs, please visit www.
solvaydental360.com.

Super aesthetic, comfortable, metal-free RPDs 
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CleanCert’s unique, innovative dental 
infection control and water purifi cation 
products will be available to view 
throughout this year’s British Dental 
Conference and Dentistry Show including:
• CleanCert+ biofi lm disinfectant: a 

revolutionary one-stage waterline 
disinfectant that is independently 
proven to be effi  cacious, as well as 
safe and simple to use

• Reverse osmosis:  a fast, easy and 
cost-eff ective system for providing 
as much purifi ed water as the dental 
practice needs, on tap

• LabCert: a highly eff ective and 
fast-acting disinfectant, which can 
be employed on all materials and 
appliances that are transferred 
between dental practices and 
laboratories, ensuring the wellbeing 
of staff  and patients alike

• Performance-monitoring dipslides 
and soft ware apps.

To learn more, visit stand H100, or visit 
cleancert.co.uk, email sales@cleancert.
co.uk or call 
08443 511115. 

An infection control 
show-stopper! 

New CPD module 
available online

A new Sensodyne Rapid Relief CPD 
accredited module is available online 
now. Th e module focuses on dentine 
hypersensitivity (DH) and the clinical 
support for Sensodyne Rapid Relief. 
Off ering the opportunity to gain 
up to 1.5 hours verifi able CPD, the 
module is available for completion 
at your convenience at www.gsk-
dentalprofessionals.co.uk. 

The module is engaging and 
interactive with a mix of videos and 
clinical SEM images to bring DH, as 
well as the product mode of action, to 
life. Sensodyne Rapid Relief contains a 
balance of active stannous fluoride and 
facilitating polymer which accelerates 
the dentine tubule occlusion process1 
by providing improved bio-adhesion2.

To complete the module, visit www.
gsk-dentalprofessionals.co.uk.

1. Accepted for presentation at IADR 2017. 
Abstract no: 2631820.

2. GSK Data on File Report NPD/EU/049/16, 
December 2016.

A nobel solution

Having delivered an impressive product portfolio and driven 
innovation in dentistry for decades, Nobel Biocare is proud to 
remain a leader in the fi eld of dental implantology.
All its solutions are supported by an extensive body of evidence and are designed specifi cally 
to help dental teams treat more patients better. 

One of the latest products brought to the market is Trefoil – a ground-breaking system 
that makes defi nitive teeth possible in just one day! Th e experts will be at the British 
Dental Conference and Dentistry Show to demonstrate the concept and provide all the 
information you need. 

Also on display will be the popular On1 concept, which moves the restorative platform 
of Nobel Biocare’s conical connection implants from bone level to tissue level for enhanced 
healing and soft  tissue attachment.

Other solutions to discover include the creos portfolio for bone and soft  tissue regeneration 
procedures, the Multi-unit Abutment Plus and the original All-on-4 treatment concept. 
Plus, you’ll be able to fi nd out more about the exciting DTX Studio soft ware provided in 
collaboration with KaVo Kerr for streamlined and seamlessly integrated workfl ows.

For more information fi nd out more at stand E30, contact Nobel Biocare on 0208 756 
3300, or visit www.nobelbiocare.com.

Your patients will 
thank you

If you’re after atraumatic, effective and 
easy-to-use oral healthcare tools that 
your patients will love, visit Curaprox 
on stand N55 at the upcoming British 
Dental Conference and Dentistry 
Show 2018. 

The event is a perfect opportunity 
to view Curaprox’s product range and 
discover new solutions that could help 
to improve your patients’ oral health 
and brighten their smiles.

As well as showcasing popular 
products such as the CS 5460 manual 
toothbrush, Hydrosonic Black Is 
White toothbrush and CPS range of 
interdental brushes, Curaprox will be 
proudly launching the Be You range 
of exclusive whitening toothpastes. 
Available in six unique vibrant 
flavours and colours, the new Be You 
toothpastes are perfect for helping 
your patients to express themselves. 

If you are in need of a solution that 
will help take oral health to the next 
level, be sure to ask Curaprox about 
the full range of solutions available.

For more information please call 
01480 862084, email info@curaprox.
co.uk or visit www.curaprox.co.uk.
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�  All the practice polices and templates 
you need – and none of the ones you don’t

�   One-to-one advice via phone or email
from our experienced dental advisers 

�   Mediation services and employment 
tribunal representation 

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

Starting at 
£102.81 Monthly*
bda.org/expertbdj

Join as an Expert 
member today

EXPERT MEMBERSHIP

LEADING YOU 
THROUGH 
COMPLIANCE 



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

South East

North

SPECIALIST DENTAL CARE 
www.specialistdentalcare.com

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

261782

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

DEVONSHIRE HOUSE
www.devonshirehousedental.co.uk

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

Specialist Referral and Education Centre

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

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

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

Specialist Endodontists:
Elisabeth Smallwood and Julian Martin

Specialist Periodontists:
Trisha Whitehead and Puneet Patel

Specialist Orthodontist:
Dirk Bister

296176

East Anglia

270171

AYUB ENDODONTICS 
www.ayub-endo.com

Dr Asim Ayub BDS MFDSRCS MClinDent MRDRCS
2 Salisbury Road, 
Wimbledon, 
London SW19 4EZ
Tel: 0208 247 3777
Email: info@ayub-endo.com 
Interests: Endodontics
On Specialist List: Yes

270171.indd   1 23/06/2017   11:42

Midlands

DENTAL SPECIALISTS MM
www.dentalspecialistsmm.co.uk

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

Interests: Periodontics, Orthodontics, Peri-implantitis

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

209439

209439.indd   1 24/08/2017   10:25
THE PRIORS DENTAL PRACTICE LTD
www.thepriorsdentalpractice.co.uk

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

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

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

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

CT Scanner and dedicated implant suite on-site.

236739
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North West

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

19-21 St George’s Street, 
Chorley, 
Lancashire PR7 2AA
Tel: 01257 262545
Email: info@stgeorgesdentalpractice.co.uk
Interests: Dental Implants, Oral Surgery, Orthodontic Specialist, 
Endodontic Specialist, Paediatric Dentistry, Sedation, 
Restorative and Cosmetic Dentistry.
On Specialist List: Yes, Endodontics and Orthodontics

261006
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PERIO & IMPLANT
DENTAL REFERRAL CENTRE
www.perionimplant.com

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

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

DENTAL SPECIALISTS ST ALBANS 
www.thedentalspecialists.co.uk

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

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

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

239826

MOOR PARK 
SPECIALIST DENTAL CENTRE
www.moorparkdental.com

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

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

Dr Lydia Hopkins BDS MSc Ahea
Specialist in Periodontics

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

Dr Norman Gluckman BDS Rand
Specialist in Endodontics

Dr Neeta Patel BDS FDS RCS
Specialist in Oral Surgery

Dr Sheetal Patel BDS MFDS RCS MSC Morth
Specialist in Orthodontics

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

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

294230

294230.indd   1 27/09/2017   11:58
BOSTON HOUSE DENTAL CLINIC
www.bhddc.com

SPECIALIST REFERRAL CENTRE 
IN THE CITY OF LONDON 

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

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

Specialist services:

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

Special Interests services:

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

295045
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TOOTHBEARY RICHMOND
www.toothbeary.co.uk

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

258051

258051.indd   1 23/06/2017   11:40

DENTAL SPECIALISTS MK 
www.dentalspecialistmk.com

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

209440
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ROOT CANAL DENTAL 
REFERRAL CENTRE 
www.rootcanalcentre.co.uk

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

293124

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

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

Is your team 
in the Team?

www.bdjteam.co.uk
For 10 FREE hours of CPD

BDJTeam_Teaser2014_88x40_x6  02/06/2014  15:14  Page 1

Training
Essentials

Meet all your 
verifiable and CORE 
CPD requirements

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

Staff management

NHS claiming

Business planning

Infection control

IRMER

Compliance

Safeguarding

One day courses  
from £95

Book today

Courses coming up on:

If you wish to be included in these pages please contact us on (0)20 7843 4729 or Email bdj@nature.com for a quote.



To access BDJ In Practice CPD online:

Either visit www.bda.org and select 

‘CPD’ from the main menu, or type  

cpd.bda.org directly in the long white 

box at the top of your web-browser 

screen. When prompted, log into the 

BDA CPD Hub using your BDA website 

login email and password details.

First-time user: select BDJ In Practice 

CPD on the front page of the CPD 

Hub and enrol for the service. You will 

automatically be taken to the BDJ In 

Practice CPD page.

Registered user: Log into the BDA CPD 

Hub and select BDJ In Practice CPD to 

see the available CPD opportunities. 

Select an issue and answer the 

questions. When finished, you will be 

prompted to view your CPD Record 

where you can see your result.

For support use: cpd.hub@bda.org

Need help?

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

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

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

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

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

In Practice CPD

A 15 

B 20

C 25

D 30

A Yes 

B  You have to exercise fairness  

and reasonableness

C No

D None of the above

A 55% 

B 60%

C 65%

D 70%

A  EF17

B EP17

C FF17

D FP17

Q4:  What factor is used to work out the value of your pension?

Q1:  Is there a legal obligation for employers to delay a disciplinary hearing in the
 event of an overlapping grievance?

Q2:  What is the name of the consent form patients must sign for treatment on the NHS?

Q3: What is the tax charge levied on the excess of the lifetime allowance?

CPD

In Practice CPD40
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Not yet a member? 
Become an Expert/Extra member and 
sign up to two events for free today
bda.org/join

Expert members 
get two events FREE

Extra members 
get two events FREE

Essential members
£150   |   £190

A new series of 24 events 
developed exclusively for 
BDA members is coming to 
a city near you. 

Clinical topics will include: 
• Periodontal disease management 

now and in the future

• Paediatric dentistry

• Practical management of 
tooth wear.

Business topics will include: 
• The profi table practice – 

business and management skills 
to grow your practice

• Achieve high performance – how 
you and your practice can excel

Book/save the date: bda.org/memberseries or call 020 7563 4590

Sponsors



Download the Septodont App for product 
information, case studies, CPD and more at 
your � ngertips

MANAGING 
PAIN FOR
YOUR
PRACTICE

ULTRA SAFETY PLUS
The only clinically trialled, published and proven safety injection system in the UK 

• Fully compliant with the 2013 law on Sharps Instruments in Healthcare
• Sliding protective sheath prevents needle stick injuries
• Transparent barrel so aspiration is clearly visible
• Pre-loaded with the superior quality Septoject triple-bevelled needles
• Bevel indicated to help ensure a painfree injection
• Easy cartridge reloading, making it ideal for extended procedures   
• Available in a variety of needle sizes and with a choice of handles

CPD and training video available at:  www.septodontlearning.co.uk

The smart choice

www.septodont.co.uk tel:  +44 (0)1622 695520 email:  information@septodont.co.uk

ULTRA SAFETY PLUSULTRA SAFETY PLUS
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